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To  All  Physicians  in  Connecticut: 

It  is  of  the  utmost  importance  that  the  Procurement  and  Assignment 
Service  for  Physicians,  Dentists,  and  Veterinarians,  immediately  has  the  name 
of  any  doctor  who  really  is  willing  to  be  dislocated  for  service,  either  in 
industry  or  in  over-populated  areas,  and  who  has  not  been  declared  essential 
to  his  present  locality.  This  is  necessary  if  the  medical  profession  is  to  be 
able  to  meet  these  needs  adequately  and  promptly.  We  urgently  request 
that  any  physician  over  the  age  of  45  who  wishes  to  participate  in  the  war 
effort  send  in  his  name  to  the  State  Chairman  for  the  Procurement  and 
Assignment  Service  in  his  State. 

Sincerely  yours, 

Frank  H.  Lahey, 

Chairman,  Directing  Board 
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New  Year’s  Greeting 

To  the  Physicians  of  Connecticut: 

National  health  is  a vital  prerequisite  to  victory. 
Today  as  never  before  in  our  lifetimes  we  are  depending 
upon  the  physicians  of  this  State  to  guard  the  public  health 
and  to  restore  to  his  or  her  task  as  quickly  as  possible  those 
of  our  people  who  fall  ill.  The  medical  profession  has  a 
noble  record  of  public  service,  and  those  of  us  who  rely 
so  much  upon  our  physicians  are  confident  that  even  with 
the  increased  burden  that  war  brings,  our  doctors  will  carry 
on  in  the  finest  tradition  of  a great  profession. 

I send  to  you  all  my  heartiest  greetings  for  the  New 
Year  knowing  that  you  will  face  its  difficulties  with  cour- 
age and  skill  and  trusting  that  you  will  have  your  share  of 
the  good  things  that  we  are  so  earnestly  hopeful  1943  will 
bring. 

Raymond  E.  Baldwin, 

Governor  of  Connecticut. 
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THE  TOXIC  MANIFESTATIONS 

Perrin  H.  Long, 


The  Author.  Professor  of  Preventive  Medicine  and 
Director  of  the  Department  of  Preventive  Medicine, 
Johns  Hopkins  University,  Baltimore,  Maryland 


During  the  past  six  years  there  have  been  numer- 
ous reports  dealing  with  the  recognition  and 
frequency  of  the  toxic  manifestations  which  are  seen 
in  the  course  of  sulfonamide  therapy;  and  while 
consideration  has  been  given  to  the  immediate 
effects  of  the  drugs,  remote  effects  of  toxic  reactions 
upon  the  patient  have  the  possibility  of  being  too 
often  forgotten  by  physicians.  The  importance  of 
the  possible  consequences  which  may  arise  as  a result 
of  toxic  reactions  should  always  be  taken  into  con- 
sideration before  any  physician  prescribes  one  of 
this  group  of  drugs. 

There  is  a growing  tendency  throughout  the 
country  to  disregard  many  of  the  toxic  reactions  of 
sulfonamides  as  being  minor,  and  hence,  to  admin- 
ister these  drugs  to  patients  suffering  from  diseases 
in  which  there  is  only  a remote  possibility  that  the 
drug  may  have  a beneficial  effect.  A concrete  ex- 
ample of  this  is  the  prevalent  habit  of  prescribing 
sulfonamide  compounds  to  individuals  who  are  suf- 
fering from  relatively  minor  upper  respiratory  tract 
infections,  with  the  thought  in  mind  that  by  doing 
so,  complications  such  as  sinusitis,  tracheitis,  bron- 
chitis, pneumonia  or  otitis  media,  may  be  prevented. 
Too  little  thought  is  being  given  to  the  fact  that 
such  practices  may  result  in  the  unnecessary  sensi- 
tization of  patients  to  these  drug's,  with  the  result 
that  in  the  future  when  he  has  a really  serious  infec- 
tion which  ordinarily  would  respond  promptly  to 
the  drug,  sulfonamide  therapy  is  made  more  diffi- 
cult or  possibly  completely  contraindicated  by 
reason  of  a toxic  reaction  generated  by  a previous, 
thoughtless  administration  of  the  drug.  We  should 
all  realize  that  these  drugs  should  be  used  to  their 
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limit  when  indicated,  but  that  they  should  not  be 
given  on  the  chance  that  some  beneficial  effect  will 
result. 

In  any  consideration  of  toxic  manifestations,  it 
must  be  remembered  that  patients  may  react  in  two 
ways  to  these  drugs.  The  first  deals  with  the  imme- 
diate, mild  (in  some  individuals  they  may  be  quite 
severe),  toxic  reactions  which  are  quite  common  to 
all  of  these  substances,  and  which,  so  far  as  we 
know,  are  due  to  a direct  poisoning  of  certain 
systems  in  the  patient,  but  from  which  effects  the 
patient  recovers  promptly  when  the  drug  is  discon- 
tinued and  no  permanent  harm  is  done.  The  second 
deals  with  the  ability  of  these  drugs  to  sensitize  the 
patient  so  that  when  one  of  these  drugs  is  prescribed 
at  a near  or  remote  date,  a recurrent  and  more  severe 

'h 

toxic  reaction  similar  to  the  original  reaction,  may 
occur.  In  the  same  class  of  reactions  will  come  the 
consideration  as  to  whether  or  not  permanent  dam- 
age is  done  or  whether  in  a period  of  years,  late 
direct  toxic  effects  will  be  noted. 

Among  the  minor  direct  toxic  effects  noted  in  the 
course  of  sulfonamide  therapy,  nausea  and  vomiting 
are  common.  Sulfapyridine  is  the  greatest  offender, 
with  sulfanilamide,  sulfathiazole  and  sulfadiazine 
following  in  the  order  named.  The  best  evidence  at 
hand  tends  to  show  that  this  type  of  toxic  -reaction 
is  the  result  of  an  effect  upon  the  central  nervous 
system,  and  that  it  is  not  due  to  gastric  irritation. 
Dizziness,  lack  of  coordination,  mental  lapses,  and 
other  disturbances,  both  motor  and  psychic,  are 
common  in  the  course  of  sulfanilamide  and  sulfa- 
pyridine therapy,  but  are  less  common  with  sulfa- 
thiazole and  sulfadiazine.  It  has  been  pretty  gener- 
ally noted  over  the  country  at  large,  that  it  has  been 
unsafe  to  permit  industrial  workers  to  continue  in 
their  employment  while  taking  sulfanilamide  or 
sulfapyridine,  because  of  the  danger  of  accidents. 
However,  it  has  been  quite  distinctly  shown,  espe- 

Section  of  the  American  Life  Convention  at  Colorado  Springs 
of  that  organization. 
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daily  in  the  treatment  of  acute  gonorrhea,  that 
sulfathiazole  or  sulfadiazine  may  be  prescribed  and 
the  patient  may  continue  in  his  work  without  any 
special  danger  to  himself  or  to  the  machine  with 
which  he  is  working.  True,  acute  toxic  psychoses 
have  been  frequently  observed  in  the  course  of  sul- 
fanilamide and  sulfapyridine  therapy,  but  are  very 
much  less  common  when  sulfathiazole  or  sulfadia- 
zine is  being  administered.  Cyanosis,  which  early  in 
the  use  of  sulfanilamide  therapy  created  a great  deal 
of  consternation  in  the  minds  of  many  physicians, 
has  been  shown  to  be  due  primarily  either  to  the 
temporary  formation  of  an  unknown  pigment  in  the 
red  blood  cells,  or  to  production  of  methemeglobin. 
This  toxic  reaction  is  almost  universal  in  patients 
receiving  sulfanilamide,  but  is  rare  in  those  taking 
sulfathiazole  or  sulfadiazine.  Cyanosis  is  more  alarm- 
ing than  it  is  important,  and  clears  up  promptly 
when  the  drug  is  discontinued. 

Certain  of  the  more  disturbing  toxic  reactions  are 
listed  in  Table  I,  which  is  based  upon  collected 
experience  from  the  medical  literature,  our  expe- 
rience in  the  Johns  Hopkins  Hospital,  and  in  the 
instance  of  sulfadiazine  upon  the  collected  expe- 
riences of  a group  of  investigators  who  have  kindly 
made  the  data  available  to  me. 

One  of  the  most  common  toxic  reactions  in  the 
course  of  sulfonamide  therapy  is  drug  fever.  As  will 
be  noted,  sulfathiazole  is  the  greatest  offender  in 
producing  this  type  of  toxic  reaction.  The  mech- 


anism by  which  drug  fever  is  produced  is  as  yet  un- 
known, but  it  appears  to  be  the  result  of  a sensitiza- 
tion of  the  patient  to  the  drug,  and  repeats  itself 
frequently  on  the  readministration  of  the  same  or 
another  sulfonamide.  The  exact  chances  of  pro- 
ducing this  toxic  reaction  upon  the  readministation 
of  the  same  drug  in  a given  patient  is  unknown,  but 
our  experience  would  lead  us  to  believe  that  the 
chance  of  repeating  this  reaction  is  somewhere  in 
the  neighborhood  of  75  per  cent.  Lyons  and  Bal- 
beror1  have  recently  shown  that  eight  out  of  ten 
patients  who  had  previously  received  sulfathiazole 
and  had  had  drug  fever,  developed  this  same  toxic 
reaction  when  a second  course  of  sulfathiazole  was 
prescribed.  They  have  also  noted,  as  have  other 
workers,  that  even  though  a patient  has  not  pre- 
viously had  a febrile  reaction  in  the  course  of  sulfa- 
thiazole therapy,  the  readministration  of  the  drug 
for  a second  time  produced  drug  fever  in  36  per 
cent  of  the  patients.  This  observation  has  been  made 
by  other  individuals,  so  that  we  can  conclude  that 
the  frequency  of  administration  has  a direct  bear- 
ing upon  the  sensitization  of  the  individual  to  these 
drugs.  Sulfadiazine  is  the  least  offensive  in  respect 
to  the  production  of  drug  fever. 

Skin  rashes  of  every  possible  morphological  type, 
with  and  without  fever,  have  been  reported  in  the 
course  of  sulfonamide  therapy.  Here  again,  sulfa- 
thiazole appears  to  be  the  leading  offender,  and 
sulfadiazine  the  least  likely  to  produce  this  toxic  re- 


Table  I 


The  Incidence  of  Important  Toxic  Reactions  Noted  in  the  Course  of  Therapy  with  Sulfanilamide, 
Sulfapyridine,  Sulfathiazol  and  Sulfadiazine  in  Adult  Patients* 


Toxic 

Reactions 


Sulfanilamide  Sulfapyridine  Sulfathiazole  Sulfadiazine 
No.  °/0  No.  % No.  % No. 

Patients  Reactions  Patients  Reactions  Patients  Reactions  Patients  Reactions 


Fever 

2910 

5% 

242 1 

3-1  % 

1316  6% 

4J94 

1.6% 

Rash 

3066 

2.2% 

3 *7 1 

2% 

1651  5.2% 

5 1 3 7 

i-3% 

Acute 

Hemolytic  Anemia 

1630 

2% 

2363 

1.1% 

Very  Rare 

Very  Rare 

Leukopenia 

1000 

2% 

2026 

2.1% 

1231  1.6% 

4601 

1.5% 

Agranulocytosis 

1000 

0. 1 % 

H44 

0.8% 

Rare 

Rare 

T _ Gross 

Hematuria 

Micro 

Extremely  Rare 

2899 

4-6% 

*749  4-7% 

5H7 

i-7% 

Oliguria,  Anuria  or  Azotemia 

Extremely  Rare 

2 360 

2.2% 

1124  1.1% 

5 1 37 

0.4% 

Hepatitis 

1000 

0.6% 

Rare 

Very  Rare 

Very  Rare 

Total  Important 
Toxic  Reactions 

1 1 

.9% 

1 

5-9% 

18.6% 

6.5% 

*These  figures  are  based  upon  the  reported  incidence  of  toxic  reactions,  the  author’s  experience,  and  in  the  instance  of 
sulfadiazine  upon  personal  communication  from  Finland,  Plummer,  Flippin,  Bullowa,  Spink,  and  Satterthwaite. 
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action.  Again  the  sensitization  of  the  individual 
appears  to  play  a great  role,  although  there  is 
definite  evidence  that  photosensitization  is  also  of 
importance,  and  for  this  reason  it  is  always  wise  to 
keep  patients  who  are  receiving  the  sulfonamides  out 
of  the  direct  rays  of  the  sun  and  away  from  ultra- 
violet radiation,  in  order  to  prevent  this  complica- 
tion from  arising.  As  with  drug  fever,  the  readmin- 
istration of  the  reaction-producing  drug  is  very 
frequently  followed  bv  a more  severe  rash  than 
was  noted  at  the  time  of  the  previous  occurrence 
of  this  type  of  toxic  reaction.  While  both  drug  fever 
and  drug  rash  are  generally  mild  and  inconsequen- 
tial, there  are  instances  in  which  a mild  rash  may 
progress  to  a severe  and  fatal  dermatitis  exfoliativa, 
or  to  a fatal  pemphigus,  despite  the  cessation  of 
therapy,  and  it  has  been  repeatedly  noted  that  when 
these  reactions  occur  on  the  second  or  third  admin- 
istration of  the  drug,  that  other  toxic  reactions  such 
as  hepatitis,  severe  leukopenia  and  disturbances  of 
the  blood  may  occur,  thus  making  the  sum  total  of 
the  secondarv  reactions  much  more  severe. 

A great  deal  of  publicity  has  been  given  to  the 
toxic  effects  of  these  drugs  upon  the  blood  and 
blood  forming  organs.  We  have  previously  pointed 
out  that  cyanosis  is  very  common,  especially  in  the 
course  of  sulfanilamide  therapy.  Anemias  of  the 
hemolytic  variety  are  quite  common  and  often  very 
severe  in  the  course  of  sulfanilamide  therapy.  Inter- 
estingly enough,  they  seem  to  occur  much  more 
frequently  in  the  negro  than  in  the  white  race.  The 
reason  for  this  is  unknown.  This  type  of  toxic  re- 
action is  extremely  rare  when  sulfathiazole  or  sulfa- 
diazine is  being  prescribed.  In  our  experience, 
acute  hemolytic  anemia  tends  to  repeat  itself  in  at 
least  two-thirds  of  the  patients,  if  the  drug  is  ad- 
ministered for  a second  time  to  individuals  who 
have  previously  suffered  from  this  reaction.  Mild 
evidences  of  hemolytic  anemia  are  quite  common  in 
the  course  of  sulfanilamide  or  sulfapyridine,  and  as 
far  as  one  can  see  at  the  present  time,  no  permanent 
damage  is  done  to  the  blood  forming  organs  if  the 
patient  recovers  from  this  toxic  reaction.  However, 
in  a rare  number  of  instances  this  reaction  has  not 
been  noted  in  time,  the  offending  drug  has  been 
continued,  and  the  death  of  the  patient  has  ensued. 

Agranulocytosis  is  probably  the  most  feared  com- 
plication of  sulfonamide  therapy  and  generally  ap- 
pears when  treatment  is  continued  beyond  the 
twelfth  day,  with  the  fifteenth  to  twenty-fifth  days 
being  the  time  when  the  majority  of  cases  seem  to 
occur.  It  does  not  bear  a direct  relationship  to  the 


size  of  the  dose  used,  but  rather  to  the  length  of 
time  that  the  drug  is  administered.  This  toxic  re- 
action is  responsible  for  the  majority  of  the  fatalities 
which  have  been  reported  in  the  course  of  sulfa- 
pyridine therapy.  As  far  as  we  know  at  the  present 
time,  this  particular  toxic  reaction  is  not  the  result 
of  a special  sensitization  of  the  tissues  as  is  the  case 
when  aminopyrine  is  the  offending  agent  in  the 
production  of  agranulocytosis.  We  have  been  forced 
repeatedly  to  readminister  a sulfonamide  to  patients 
who  have  just  recovered  from  this  toxic  reaction, 
and  much  to  our  surprise,  this  toxic  reaction  has 
not  been  repeated.  Sulfapyridine  appears  to  be  the 
most  likely  to  produce  this  toxic  reaction  and  it 
appears  to  be  very  rare  in  the  course  of  sulfathiazole 
or  sulfadiazine  therapy.  Leukopenias  without  neu- 
tropenia occur  not  infrequently  but  do  not  seem  to 
be  of  great  importance.  Another  disturbance  of  the 
blood,  thrombocytopenic  purpura,  has  been  re- 
ported as  occurring  in  the  course  of  treatment  with 
all  these  drugs.  However,  it  is  a rare  toxic  reaction. 

Hepatitis  is  fortunately  not  a verv  common  toxic 
reaction,  but  it  has  been  reported  as  occurring  in 
the  course  of  sulfonamide  therapy.  It  is  to  be  noted 
at  this  point  that  in  the  course  of  acute  hemolytic 
anemia  with  accompanying  terrific  lysis  of  red  cells, 
that  the  metabolism  of  blood  pigment  is  disturbed 
and  jaundice  results.  However,  this  is  due  to  a minor 
functional  derangement  of  the  liver  rather  than  to 
direct  damage  to  the  cells  of  this  organ.  Damage  to 
the  liver  has  been  responsible  for  a small  number  of 
the  reported  fatalities  in  the  course  of  sulfonamide 
therapy,  and  in  the  fatal  cases  a picture  similar  to 
that  seen  in  acute  yellow  atrophy  has  been  noted. 

Among  the  most  important  and  at  the  present 
time,  most  discussed  toxic  reactions  resulting  from 
sulfonamide  therapy,  are  those  involving  the  kidney. 
Hematuria,  or  functional  impairment  of  the  kidney, 
is  extremely  rare  in  the  course  of  sulfanilamide 
therapy,  but  has  been  a reaction  of  major  import- 
ance in  the  course  of  sulfapyridine,  sulfathiazole 
and  sulfadiazine  therapy.  The  exact  mode  of  the 
production  of  this  toxic  reaction  in  human  beings 
is  still  unknown.  Experimental  work  in  laboratory 
animals  reveals  that  a blocking  of  the  kidney  tubules 
and  the  pelves,  or  the  ureters,  with  the  precipitated 
acetyl  fractions  of  these  drugs,  thus  producing  a 
mechanical  block,  plays  a role.  This  type  of  lesion 
has  been  noted  in  a considerable  number  of  patients, 
and  when  the  obstruction  is  removed  the  patients 
recover  promptly.  However,  there  have  been  many 
patients  in  whom  no  renal  calculi  could  be  demon- 
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strafed  and  in  whom  renal  shut-down  with  a result- 
ing anuria  and  azotemia  has  been  noted.  This  type 
of  reaction  may  well  be  associated  with  some  acute 
parenchymal  damage  because  we  have  noted  that  in 
certain  patients  who  have  suffered  from  renal  shut 
down  that  months  pass  before  their  kidney  function 
returns  to  normal,  and  in  rare  instances  we  have  ob- 
served permanent  mild  renal  impairment  following 
such  a toxic  reaction.  So  far  as  the  records  go,  sulfa- 
pyridine  is  most  likely  to  produce  this  reaction,  and 
sulfadiazine  the  least  likely,  but  until  our  experience 
with  sulfadiazine  becomes  somewhat  more  mature, 
we  will  not  be  able  to  completely  evaluate  the  final 
outcome  of  this  type  of  toxic  reaction  in  patients. 

Many  other  types  of  toxic  reactions  have  been 
described,  among  them  being  stomatitis,  ocular  and 
auditory  disturbances,  red,  swollen,  painful  joints 
which  resemble  an  acute  arthritis,  bleeding  from  the 
gastrointestinal  tract,  and  so-called  peripheral  neuri- 
tis. However,  as  a rule,  they  are  mild  and  need  no 
special  consideration,  with  the  possible  exception 
of  “neuritis”  which,  interestingly  enough,  has  oc- 
curred in  patients  who  were  receiving  sulfonamide 
derivatives  containing  methyl  groups.  The  greatest 
offenders  in  this  respect  have  been  dimethyl  sulfa- 
nilyl  sulfanilamide,  monomethyl  sulfanilyl  sulfa- 
nilamide, and  sulfamethylthiazole.  It  has  been 
shown,  at  least  with  sulfamethylthiazol,  that  this 
toxic  reaction  is  not  a peripheral  neuritis,  but  rather 
the  result  of  anterior  horn  cell  damage  and  in  this 
respect,  it  resembled  “Jake”  paralysis.  Fortunately, 
as  the  result  of  our  food  and  drug  laws,  these  com- 
pounds have  never  been  permitted  to  be  exploited 
on  a commercial  basis  in  this  country. 

You  might  ask  how  many  patients  have  died  as 
the  result  of  reactions  to  sulfonamide  therapy.  Un- 
fortunately, we  have  no  information  which  will 
give  us  a direct  answer  to  this  question.  In  the  medi- 
cal literature  there  are  about  200  reports  of  patients 
who  have  died  as  a direct  result  of  toxic  reactions 
produced  by  this  group  of  drugs,  with  agranu- 
locytosis being  listed  most  frequently  as  the  cause 
of  death,  while  acute  hemolytic  anemia  comes  next. 
However,  we  must  bear  in  mind  that  the  reported 
cases  probably  represent  but  a fraction  of  the  total 
number  of  patients  who  have  died  in  the  course  of 
toxic  reactions.  Recently,  we  have  queried  a group 
of  physicians  respecting  the  number  of  deaths  that 
thev  have  attributed  to  the  sulfonamide  drugs,  and 
which  have  not  been  reported  in  the  literature.  This 
inquiry  leads  us  to  believe  that  for  every  reported 
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case  there  must  be  from  10  to  20  or  possibly  even 
more  unreported  cases,  thus  bringing  the  death  toll 
to  somewhere  in  the  neighborhood  of  5,000  patients. 
This  may  seem  to  you  to  be  a heavy  price  to  pay 
for  sulfonamide  therapy,  but  when  one  considers 
the  very  widespread  use  of  the  drugs  it  is  highly 
likely  that  the  occurrence  of  fatal  toxic  reactions  is 
probably  less  than  with  such  a commonly  used  drug 
as  arsphenamine.  During  the  year  1941  close  to  a 
million  pounds  of  sulfanilamide  and  sulfathiazole 
were  sold  in  this  country,  together  with  consider- 
able quantities  of  sulfapyridine  and  sulfadiazine. 
This  gives  an  idea  of  the  extensive  use  of  these  com- 
pounds and  permits  the  statement  that  the  incidence 
of  fatal  toxic  reactions  is  probably  extremely  low. 

Unfortunately,  a great  number  of  these  fatal  toxic 
reactions  could  have  been  prevented,  had  the 
patients  been  adequately  supervised.  It  does  not  re- 
quire elaborate  laboratory  technique  to  supervise 
adequately  the  administration  of  the  sulfonamides. 
All  that  is  needed  is  that  the  physician  bear  in  mind 
the  possibility  of  toxic  reactions  and  their  conse- 
quences, and  that  he  see  all  patients  who  are  re- 
ceiving these  drugs  every  day.  By  doing  this,  and 
observing  the  urine  output,  and  making  total  white 
blood  cell  counts  at  frequent  intervals,  especially 
after  the  twelfth  day  of  therapy,  all  of  the  toxic 
reactions  which  I have  described  can  be  noted  in 
their  inception,  and  experience  has  shown  that  if 
the  drug  is  stopped,  and  fluids  forced,  in  most  in- 
stances the  patient  will  promptly  recover  from  the 
toxic  reaction. 

The  question  of  the  degree  of  permanent  damage 
produced  by  sulfonamide  toxic  reactions  is  as  yet 
unsolved.  Certainly,  there  is  not  a particle  of  evi- 
dence which  should  lead  us  to  believe  that  if  a 
patient  has  received  sulfonamides  without  having  a 
toxic  reaction,  that  any  remote  or  late  tissue  damage 
will  ensue.  However,  as  we  have  pointed  out,  with 
certain  of  the  toxic  reactions  there  is  very  likely  to 
be  a recurrence  if  the  drugs  are  administered  a 
second  time,  and  that  this  second  toxic  reaction 
will  come  at  an  earlier  time  and  be  more  severe  than 
the  previous  one.  What  the  eventual  effects  of  this 
gradual  sensitization  of  our  population  to  sulfona- 
mides will  be,  no  one  can  tell,  but  it  is  an  important 
point  for  thoughtful  consideration  and  definitely  a 
reason  why  widespread,  careless  sulfonamide 
therapy  should  be  discouraged  in  every  instance. 

So  far,  we  have  only  looked  upon  the  darker  side 
of  sulfonamide  therapy,  and  have  not  taken  into 
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consideration  the  numerous  benefits  which  have 
been  derived  from  these  drugs,  especially,  in  the 
saving  of  life  and  the  cutting  down  of  the  cost  of 
illness  as  the  result  of  the  specific  and  at  times  almost 
miraculous  effects  of  sulfonamide  therapy.  There 
is  a good  reason  to  believe  that  the  death  rate  from 
pneumococcic  pneumonia  has  been  cut  in  half,  if 
not  more,  since  1938.  Deaths  from  hemolytic  strep- 
tococcal infections  are  becoming  rarer  every  year. 
Meningococcal  meningitis,  which  formerly  had  a 
death  rate  of  40  per  cent,  now  takes  a toll  of  about 
5 per  cent  of  its  victims.  The  whole  field  of  surgical 
infections  has  been  revolutionized  by  the  prophy- 
lactic and  therapeutic  use  of  the  sulfonamide  com- 
pounds. The  time  lost  because  of  gonorrhea  has  been 
markedly  shortened,  and  indeed,  some  public  health 
authorities  believe  that  this  disease  may  cease  to  be 
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Some  of  the  insurance  aspects  of  this  subject  may 
be  discussed  under  the  the  following  headings: 

1.  A discussion  of  the  main  points  relative  to 
toxicity  of  sulfonamides.  We  shall  view  these 
through  the  eyes  of  a medical  underwriter. 

2.  Some  comments  on  the  mortality  and  morbid- 
ity trends  of  certain  diseases  which  have  been 
effected  by  sulfonamide  therapy. 

3.  A brief  note  on  the  contribution  of  sulfona- 
mides to  the  war  effort. 

Dr.  Long  in  his  excellent  paper  has  rightly  empha- 
sized the  danger  of  giving  the  sulfonamides  for 
some  minor  condition  because  of  the  possibility  of 
sensitizing  the  patient  to  these  drugs  on  a more 
important  occasion  in  the  future.  Remember  this 
sensitization  may  occur  without  causing  symptoms 
or  signs  at  the  time,  the  evidence  appearing  only 
after  the  second  exhibition  of  a sulfonamide  at  a 
later  date. 


a problem  within  a very  few  years.  Finally,  other 
infections  too  numerous  to  name,  have  had  the  edge 
taken  off  them  by  the  use  of  these  drugs. 

In  conclusion,  therefore,  one  can  only  say  that 
the  advantages  derived  from  the  sulfonamide  drugs 
have  been  so  important  from  the  point  of  view  of 
saving  life,  that  we  can  almost  disregard  from  a 
practical  point  of  view  the  fatalities  which  have 
resulted  from  their  use;  but  that  we  should  always 
bear  in  mind  the  toxic  possibilities  of  this  group  of 
drugs,  and  for  that  reason,  do  everything  in  our 
power  to  prevent  their  careless  and  unreasonable 
use. 
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OF  SULFONAMIDE  THERAPY 
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The  following  death  claim  serves  to  emphasize 
the  insurance  aspects  of  this  condition: 

A wealthy  mid-western  industrialist,  age  57,  applied  for 
$200,000  worth  of  insurance,  of  which  the  Aetna  issued 
$50,000  standard.  The  only  significant  past  history  was  that 
while  on  a business  trip  to  California  within  the  previous 
year  he  had  received  a total  of  42  grams  of  sulfanilamide 
over  a month’s  time  for  the  treatment  of  chronic  sinusitis. 
Letters  from  the  attending  physician  stated  that  the  sulfanila- 
mide had  been  employed  without  incident  and  with  satis- 
factory results.  Ten  months  later  he  was  admitted  to  hospital 
with  an  acute  upper  respiratory  infection  and  secondary 
bronchitis.  In  the  first  12  hours  after  admission  he  received 
12  grams  of  sulfapyridine  by  mouth.  The  first  blood  study 
36  hours  after  admission  showed  white  blood  cells  2600, 
P.M.N.  22  per  cent,  lymphocytes  76  per  cent,  monocytes 
2 per  cent.  Sulfonamide  therapy  was  immediately  discon- 
tinued and  treatment  with  pentnucleotide  and  blood  trans- 
fusions begun.  However,  the  white  blood  count  fell  steadily 
to  800  and  P.M.N.  disappeared  from  the  blood  stream.  Five 
days  later  death  occurred.  Necropsy  on  bone  marrow  con- 
firmed the  diagnosis  of  agranulocytosis. 

During  the  claim  investigation  the  hospital  physi- 
cian, a professor  of  medicine  at  a well  known  mid- 
western  university,  said  to  our  adjuster:  “Do  you 
mean  to  tell  me  that  $200,000  of  insurance  was  issued 
on  this  man  following  sulfonamide  therapy  with 
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no  blood  studies  whatever?”  There  is  food  for 
thought  in  that  query. 

In  pointing  out  the  dangers  of  an  industrial  work- 
man operating  his  machine  while  under  sulfanila- 
mide or  sulfapyridine  therapy,  we  again  touch  on 
an  important  insurance  aspect.  In  a number  of  dis- 
ability claims  arising  from  automobile  accidents  our 
files  show  that  the  drivers  admitted  a dulling  of  the 
mental  processes  and  impairment  of  the  reaction 
time  which  undoubtedly  was  a major  factor  in  the 
loss  of  control.  There  is  need  of  greater  public 
education  in  emphasizing  this  danger. 

Drug  fever  and  skin  rash  per  se  are  relatively 
unimportant  but  they  should  be  interpreted  as  a 
warning  signal  for  two  reasons: 

1.  As  an  indication  of  drug  sensitivity. 

2.  As  a forerunner  of  more  severe  toxic  reactions, 
such  as  agranulocytosis. 

Acute  haemolytic  anemia  is  reported  as  extremely 
rare  when  sulfadiazine  is  employed.  However,  the 
Aetna  Life  was  unfortunate  enough  to  have  the 
following  death  claim: 

In  November,  1937,  when  this  female  applicant  was  age 
32  we  issued  a standard  policy  non-medical. 

On  January  14,  1942,  she  developed  what  was  apparently 
a cold  with  cough  and  summoned  Dr.  X,  her  family  physi- 
cian, who  prescribed  sulfadiazine  to  ward  off  a possible 
pneumonia.  She  was  under  his  care  about  two  weeks,  dur- 
ing which  time  she  took  approximately  250  grains  of  the 
drug.  As  no  improvement  had  occurred  she  called  Dr.  X 
but  as  he  was  ill  himself  Dr.  Y answered  the  call.  He  continued 
to  prescribe  sulfadiazine  for  two  more  weeks.  Throughout 
this  time  no  blood  or  urine  tests  were  made.  On  February 
1 1 the  husband  informed  the  physician  that  his  wife  had 
“red  urine”  and  told  him  she  had  noted  it  for  four  days. 
The  physician  immediately  stopped  medication.  Microscopic 
examination  of  the  urine  showed  innumerable  red  blood 
cells  and  a second  catheterized  specimen  the  next  day  also 
showed  the  same  findings. 


Blood  Study  February  13,  1942: 

Red  blood  cells  2.8  million 

Hemoglobin  63% 

White  blood  cells  11.4  thousand 

Neutrofils  78% 

Lymphocytes  18% 

Monocytes  2% 

Eosinophils  1% 

Basophils  1% 

Urinalysis:  General  appearance  of  urine  heavy,  cloudy, 
and  bloody.  Specific  gravity  1020,  acid;  albumin  3.3 
grams  per  liter. 

Microscopic:  Red  blood  cells— field  covered  by  hundreds 
of  cells.  White  blood  cells— 80-100  per  high  powered 
field.  Epithelials— Many. 

The  report  from  a hospital  in  New  York  is  as  follows: 
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This  patient  was  admitted  February  14,  1942,  with  a history 
of  gross  hematuria  of  five  days’  duration.  She  also  presented 
evidence  of  multiple  ecchymosis.  She  had  been  treated  at 
home  with  sulfadiazine  for  what  was  considered  a potential 
pneumonia.  On  admittance  to  hospital  a cystoscopy  was  done 
and  kidney  tumor  ruled  out.  Blood  examination  showed 
hemolytic  anemia  and  it  was  believed  that  this  was  the 
result  of  sulfadiazine  intoxication.  Patient  received  several 
blood  transfusions  but  failed  to  rally  and  died  on  March 
4,  1942. 

Death  certificate  gave  the  following:  Immediate  cause  of 
death:  Acute  hemolytic  anemia  due  to  sulfadiazine  given  for 
possible  pneumonia. 

I have  tried  to  collect  a sampling  of  insurance 
data  from  the  four  largest  New  York  companies  and 
five  Hartford  companies.  Five  of  the  companies 
reported  that  they  could  find  no  evidence  of  death 
from  sulfonamides,  and  these  cases  are  the  result  of 
claims  from  the  other  companies.  In  the  first  subject, 
sulfanilamide  and  sulfapyridine  were  both  used  for 
chronic  sinusitis— that  is  the  case  I described— and 
death  occurred  as  a result  of  agranulocytosis. 

The  second  case,  sulfadiazine  was  used  for  acute 
bronchitis,  resulting  in  acute  hemolytic  anemia  as 
the  cause  of  death. 

In  the  third  case,  sulfadiazine  was  again  used  for 
a streptococcus  sore  throat,  with  complete  aneuria, 
urinary  suppression  resulting,  and  death. 

Another  case  was  one  where  sulfanilamide  was 
used  for  otitis  media,  causing  acute  hepatitis. 

And  finally,  sulfapyridine  given  for  pneumonia, 
resulting  in  agranulocytosis. 


Insurance  Companies  Death  Claims  Due  To 
Sulfonamide  Therapy 


(4  Largest  New  York  Companies-5  Hartford  Companies) 


COMPOUND  EMPLOYED  NATURE  OF  ILLNESS  CAUSE  OF  DEATH 


Sulfanilamide  and 
Sulfapyridine 
Sulfadiazine 

Sulfadiazine 

Sulfanilamide 

Sulfapyridine 


Chronic  Sinusitis 
and  Bronchitis 
Acute  Bronchitis 

Streptococcus 
Sore  Throat 
Otitis  Media 
Pneumonia 


Acute 

Agranulocytosis 
Acute  Hemolytic 
Anemia 

Complete  Anuria 

Acute  Hepatitis 
Agranulocytosis 


Agranulocytosis  was  given  as  the  cause  of  death 
in  two  of  our  insurance  series,  with  sulfapyridine 
figuring  in  both  instances.  Both  the  Hartford  and 
Springfield  Hospitals  report  no  deaths  from  this 
condition. 


Acute  hepatitis  appears  once  in  our  insurance 
series,  with  sulfanilamide  tne  offender.  Reports  in 
the  literature  lay  stress  on  this  complication  follow- 
ing postoperative  peritoneal  implantation  of  the 
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sulfonamide  in  powder  form.  Jaundice  occurs  in 
such  cases  not  infrequently  and  even  though  transi- 
tory, gives  rise  to  speculation  as  to  the  extent  of 
residual  liver  damage. 

Urinary  suppression  or  complete  anuria  with 
azotemia  following  sulfadiazine  occurs  once  in  our 
series  of  death  claims.  The  number  of  reports  of  this 
complication  following  administration  of  sulfadia- 
zine is  increasing.  One  which  has  recently  come  to 
my  attention  through  a personal  communication 
occurred  in  a large  city  near  Hartford.  The  patient 
was  a girl  of  18  and  she  received  only  6 grams  of 
sulfadiazine  for  the  treatment  of  streptococcic  sore 
throat.  Complete  anuria  resulted  and  in  spite  of 
vigorous  countermeasures  death  ensued.  A third 
such  instance  is  reported  in  the  Journal  of  the 
American  Medical  Association  for  May  23,  1942 
from  the  Ford  Hospital  in  Detroit.  In  a large  metro- 
politan New  York  hospital  I am  told  by  personal 
communication  there  have  been  three  fatalities  from 
anuria,  with  sulfathiazol. 

As  each  of  the  sulfonamides  has  come  into  more 
widespread  use  the  earlier  enthusiasm  has  been  tem- 
pered by  the  increasing  evidence  of  severe  toxicity. 

The  insurance  aspects  of  a case  with  renal  com- 
plications followed  by  recovery  are  illustrated  in 
the  following  instance: 

On  December  10,  1941,  this  female  applicant,  aged  35, 
applied  to  us  and  gave  a history  of  sulfathiazol  reaction  in 
March,  1941,  which  was  described  by  our  examiner  as  a 
severe  reaction  of  about  a month’s  duration  following  the 
self-administration  of  three  doses  of  sulfathiazol  for  a cold. 

We  asked  for  a statement  from  the  attending  physician 
who  replied  as  follows:  “1  saw  this  patient  between  March 
11,  1941,  and  September  22,  1941.  The  history  was  that  she 
had  taken  three  doses  of  sulfathiazol,  a total  of  40  grains, 
in  1 2 hours  because  of  an  upper  respiratory  infection.  On 
admission  she  had  a fever  of  104°,  headache,  and  diarrhea 
which  had  persisted  since  the  taking  of  the  drug  two  days 
before.  On  examination  the  skin  showed  diffuse  macular, 
papular  rash  over  the  upper  trunk,  in  which  was  interspersed 
an  occasional  hemorrhagic  area.  There  were  hemorrhagic 
spots  in  the  sub-conjunctival  region  and  also  gross  blood 
was  passed  per  rectum.  That  is  an  interesting  complication 
that  occurred  with  sulfathiazol,  the  hemorrhage  into  the 
gastrointestinal  canal.  Uiinalysis  showed  heavy  trace  of 
albumin,  red  blood  cells,  and  occasional  granular  casts.  The 
N.P.N.  and  icteric  index  were  both  elevated.  The  red  blood 
count  was  reduced  to  p/2  million.  The  diagnosis  was  hemor- 
rhagic purpura,  sulfathiazol  poisoning.  The  convalescence 
was  stormy.  She  was  given  six  blood  transfusions  among 
other  modes  of  therapy.  Alter  1 14  months  was  discharged 
from  the  hospital  witli  normal  laboratory  findings  May  1, 
1941.  Repeated  blood  counts  since  that  time  have  been 
normal.” 


On  receipt  of  this  information  in  our  home  office 
we  requested  a complete  blood  study,  the  results  of 
which  were  normal,  as  was  the  urinalysis. 

In  view  of  the  past  history  we  issued  a policy 
rated  substandard  because  of  sulfonamide  sensitiv- 
ity. We  also  sent  applicant  a “warning”  letter  re- 
garding future  sulfonamide  therapy. 

Neuritis  due  to  sulfonamides  has  formed  the  basis 
for  several  disability  claims  among  our  health  and 
hospitalization  policyholders.  From  sulfathiazol  in 
particular  the  recovery  period  seems  unusually  pro- 
longed—indeed,  one  of  our  own  executives  whom  I 
have  seen  in  our  home  office  infirmary  still  has 
residual  numbness  and  anesthesia  over  the  distribu- 
tion of  the  lateral,  femoral,  cutaneous  nerve  though 
he  recovered  from  a sulfathiazol-treated  lobar  pneu- 
monia over  one  year  ago.  There  is  a side  reaction  to 
this  neuritis  which  is  sometimes  observed— namely, 
thrombophlebitis.  It  has  been  suggested  that  the 
alterations  in  nerve  control  of  the  vascular  wall  may 
well  contribute  to  the  development  of  this  danger- 
ous complication. 

Undoubtedly  there  are  many  unreported  deaths 
from  sulfonamide  therapy.  Dr.  Long’s  report  of 
5,000  is  probably  a shrewd  estimate.  It  takes  a great 
deal  of  courage  for  the  attending  physician  who 
signs  the  death  certificate  to  report  the  fatality  as 
due  to  the  therapy  he  has  prescribed.  In  addition, 
statistical  methods  of  reporting  are  such  that,  for 
example,  lobar  pneumonia  or  nephritis  may  be 
officially  recorded  and  sulfonamide  therapy  become 
obscured  as  a contributory  cause. 

We  must  continue  to  be  on  the  alert  for  these 
toxic  manifestations  and  I believe  the  recommenda- 
tions made  in  my  previous  paper  bear  repetition.  In 
those  who  have  recently  had  chemotherapy  we 
should  observe  the  following  rules: 

1.  An  adequate  waiting  period  (probably  two  to 
three  months  is  quite  sufficient). 

2.  Obtain  a home  office  urine  specimen. 

3.  Request  a report  from  the  attending  physician 
as  to  any  complications  during  treatment,  especiallv 
anemia,  jaundice,  or  renal  insufficiency, 

4.  In  special  instances  or  large  cases  obtain  a hemo- 
globin test  and  blood  smear.  On  rare  occasions  with 
a definite  history  of  jaundice  or  hepatitis  request  a 
liver  function  test. 

The  statement:  “There  is  not  a particle  of  evi- 
dence that  if  a patient  has  received  sulfonamides 
without  having  a toxic  reaction  that  any  remote  or 
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late  tissue  damage  will  ensue”  may  require  modifi- 
cation in  the  light  of  a recent  report  from  the 
University  Hospital,  Ann  Arbor.  In  283  of  the 
1,706  patients  upon  whom  autopsies  were  performed 
during  the  period  193 7- 1941,  one  or  more  of  the 
sulfonamide  drugs  had  been  given  during  some  part 
of  the  last  few  weeks  before  death.  From  this  group 
were  excluded  those  cases  receiving  only  very  small 
doses  of  the  drugs  and  those  who  had  suffered  from 
a disease  known  to  cause  myocardial  changes  (for 
example:  bacterial  endocarditis,  coronary  throm- 
bosis, etc.).  There  remained  126  cases  (45  per  cent 
of  the  original  283)  in  which  a significant  interstitial 
myocarditis  was  present.  For  this  group  sulfonamide 
therapy  was  the  only  factor  known  to  be  common 
to  all.  It,  therefore,  was  believed  to  be  the  cause  of 
the  myocardial  lesion.  A similar  eosinophilic  inter- 
stitial myocarditis  was  produced  in  mice  and  rats  by 
the  daily  intraperitoneal  injection  of  the  various 
sulfonamides  (neoprontosil,  sulfanilamide,  sodium 
sulfapyridine,  sodium  sulfathiazol)  in  amounts  com- 
puted to  be  less  than  comparable  to  the  usual  human 
dosage.  Eosinophilic  infiltrations  were  seen  also  in 
the  lungs,  livers,  kidneys,  bone  marrow,  spleens,  and 
lymph  nodes  of  both  the  human  cases  and  the  experi- 
mental animals.  These  observations  suggest  the  ad- 
visability of  greater  precaution  in  the  use  of  sulfo- 
namide drugs.  Notice  that  there  is  an  infiltration 
between  the  muscle  bundles  of  these  eosinophiles, 
almost  like  plasma  cells,  but  having  an  eosinophilic 
stain.  Here  we  see  the  mouse  heart  and  the  lesion 
produced  in  the  myocardium  by  the  introduction  of 
sulfathiazol  intraperitoneally.  You  see,  it  is  the  same 
type  of  cell,  very  closely  resembles  that  found  in 
humans. 

Regarding  the  local  use  of  the  sulfonamide  drugs 
Dr.  Long  has  not  alluded  to  the  widespread  employ- 
ment of  sulfanilamide  for  the  prevention  or  treat- 
ment of  peritonitis.  Reports  on  toxic  effects— and 
they  are  the  same  as  when  used  orally— are  now 
beginning  to  appear.  Absorption  from  the  peritoneal 
surface  is  extremely  rapid,  with  the  blood  level  peak 
from  these  massive  doses  being  reached  within  two 
to  twelve  hours.  In  one  series  jaundice  developed  in 
24  per  cent  of  cases  and  severe  anemia,  leukopenia, 
hepatitis,  and  peritoneal  adhesions  have  all  been  re- 
ported. 

A very  recent  article  from  a neurological  center 
in  Edinburgh  (The  Lancet,  April  25,  1942)  warns 
of  epilepsy  following  the  local  application  of  sulfa- 
thiazol near  the  brain.  In  five  of  six  frontal  explora- 


tions the  prophylactic  use  of  sulfathiazol  powder 
resulted  in  post  operative  epilepsy  with  two  fatal- 
ities. This  epileptogenic  property  of  sulfathiazol 
was  confirmed  experimentally  in  animals. 

Another  publication  in  the  Journal  of  the  Ameri- 
can Medical  Association  (Taylor)  has  decried  the 
misuse  of  sulfonamides  prophylactically  in  other- 
wise clean  wounds.  Evidence  is  presented  that  the 
larger  crystals  or  the  caking  that  sometimes  results 
may  lead  to  foreign  body  reaction  and  delay  in 
healing. 

A word  of  caution  in  regard  to  the  treatment  of 
gonorrhoea  by  the  sulfonamides.  In  the  presulfona- 
mide era  the  morbidity  of  gonorrhoea  was  a matter 
of  weeks  or  months;  now  it  is  a matter  of  hours.  It 
is,  however,  important  that  this  dramatic  clinical  re- 
sponse should  not  be  confused  with  the  cure  of  the 
infection.  The  tendency  of  gonococcal  infection  to 
pass  through  a latent  period  has  been  known  for 
years  and  has  not  been  eliminated  by  chemotherapy. 

Newer  techniques  in  gonococcal  bacteriological 
culture  have  demonstrated  latency  in  patients  fol- 
lowing treatment  with  the  sulfonamides  when  all 
other  methods,  including  the  provocative  tests,  have 
failed. 

The  ease  with  which  the  sulfonamides  can  be 
obtained  and  the  resulting  increase  in  self  treatment 
are  matters  to  which  more  attention  should  be  given. 
Patients  who  treat  themselves  are  prone  to  interpret 
the  disappearance  of  symptoms  as  evidence  of  cure 
and  become  symptom-free  carriers,  a serious  public 
health  menace. 

The  cure  rates  of  75-90  per  cent  attributed  to 
sulfanilamide  in  1938  have  not  been  substantiated  by 
time.  One  now  hears  of  the  90-95  per  cent  cures 
effected  by  sulfathiazole.  Let  us  temper  our  enthus- 
iasm for  some  time  longer. 

It  behooves  us  to  be  cautious,  too,  regarding  the 
massive  dose  methods  (such  as  the  8-7~7~6  gram 
routine)  now  popular  for  obvious  reasons  of  expe- 
diency in  the  armed  forces.  Remember  theirs  is  a 
different  problem  than  that  of  civilian  life.  The 
Army  patients  are  for  the  most  part  robust  youth; 
adequate  follow-up,  bacteriological  studies,  and  hos- 
pitalization are  impossible,  and  mass  reduction  in 
morbidity  must  take  precedence  over  individual 
complications. 

Civilian  “cure”  evaluation  standards  should 
specify: 

A.  Entrance  to  the  clinic  during  the  first  week  of 
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infection,  with  no  previous  treatment. 

B.  Observation  for  sufficient  length  of  time  to 
carry  out  a series  of  cultural  studies,  for  example: 
up  to  8 weeks. 

A warning  has  been  issued  of  the  increased  danger 
of  transfusion  reactions  from  the  alterations  in  blood 
groupings  which  sometimes  occur  following  sulfon- 
amide therapy. 

Mortality  and  Morbidity  Trends 

Today’s  paper  has  adhered  closely  to  the  conserva- 
tive medical  dictum  of  showing  more  concern  for 
the  “shadows”  in  the  picture  and  allowing  the  “high- 
lights” to  speak  for  themselves.  However,  we  are 
justified  in  looking  for  a few  minutes  at  the  opti- 
mistic answers  to  these  two  questions: 

1.  How  have  the  sulfonamides  affected  the  death 
rate  of  certain  diseases? 

2.  What  are  sulfonamides  doing  to  help  win  the 
war? 

Now,  let  us  just  consider  pneumonia  deaths  in  the 
United  States. 


Pneumonia  Deaths  in  U.  S.  A.— All  Forms 


Related  to  1933-1 937  Average 


YEAR 

1933-37  

J938  

x939  

I94°  

*94!  

Table  i 


percent 
....100% 
81% 

72% 

66% 

59% 


In  answering  the  first  question  statistically  let  us 
consider  Table  1.  This  represents  the  average  yearly 
death  rate  per  100,000  population  in  the  41  states 
reporting  to  the  U.  S.  Public  Health  Bureau,  cover- 
ing a population  of  1 1 2 million  estimated  July, 
1940.  The  years  listed  (1933-1937)  represent  the 
last  five  years  of  the  presulfonamide  era  and  this 
average  rate  has  been  arbitrarily  chosen  to  represent 
100  per  cent  on  the  table.  The  rates  for  the  sub- 
sequent years,  the  first  of  the  sulfonamide  era,  are 
quoted  as  percentages  of  this  five  year  period.  Note 
the  dramatic  and  continued  decline,  especially  note- 
worthy since  several  influenza  epidemics  have  re- 
cently occurred,  two  of  them  in  1941;  and  also  since 
there  has  been  an  apparent  increase  in  the  virus 
pneumonias,  against  which  the  sulfonamides  have 
never  claimed  to  be  effective. 


Though  official  U.  S.  Public  Health  statistics  for 
1942  are  not  yet  available,  a report  on  the  industrial 
policyholders  of  the  Metropolitan  Life  shows  a con- 
tinuation in  the  downward  trend  in  the  first  quarter 
of  the  present  year.  This  figure  is  1 8 per  cent  below 
that  for  the  same  period  in  1941.  In  other  words,  if 
we  were  to  continue  this  table  onward,  we  would 
reach  lower  than  50  per  cent,  the  mark  which  Dr. 
Long  mentioned  as  the  decrease  since  the  introduc- 
tion of  the  sulfonamides.  Since  pneumonia  takes  its 
highest  toll  at  this  season,  the  low  rate  augurs  well 
for  the  full  year’s  record. 


Deaths  from  Pneumonia— All  Forms 


Aetna  Life  Insurance  Co.,  related  to  1933-1937 
Average 


YEAR 

1 93  3_ 1 937 

r938  

*939 

'94°  

*94*  

Table  2 


PERCENT 

...100% 

78% 

- 59% 
56% 

49% 


In  Table  2 we  note  the  mortality  among  policy- 
holders of  the  Aetna  Life  and  see  that  it  runs  a close 
parallel  to  that  of  the  country  in  general— fortunate- 
ly for  us,  somewhat  more  favorable. 


Pneumonia  Deaths  in  1939— London,  England 
Ages  13-63 


I933_I937 

AVERAGE 

1 939 

Lobar 

100% 

<6% 

Other  Forms 

100% 

84% 

Bronchitis  and  other 

Respiratory  Causes  

100% 

9°% 

Table  3 


These  two  tables  have  shown  the  death  rate  from 
pneumonia,  all  forms,  since  no  other  data  is  available; 
but  that  the  results  are  even  more  striking  in  the  case 
of  lobar  pneumonia  is  shown  by  Table  3.  Note  here 
that  in  London,  England,  they  compiled  the  statistics 
and  they  subdivided  them  as  to  lobar  and  other 
forms  of  pneumonia,  bronchitis  and  other  respira- 
tory causes,  and  this  table  simply  shows  there  is  a 
much  more  dramatic  response  in  the  case  of  lobar 
pneumonias,  as  you  might  expect. 

It  might  be  of  interest  at  this  juncture  to  state  that 
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in  England  the  pneumonia  mortality  figures  have 
been  disappointing  in  the  past  two  years  in  spite  of 
the  earlier  promise  of  sulfonamide  therapy,  and  is 
interpreted  as  a commentary  on  the  disruption  of 
facilities  by  air  raids.  This  serves  to  emphasize  the 
importance  of  those  adjuncts  to  sulfonamide  ther- 
apy, such  as  good  nursing,  which  we  too  readily  take 
for  granted. 

The  next  two  diseases  considered  have  assumed 
major  importance  since  the  mobilization  of  our  ex- 
panding army.  In  the  case  of  cerebrospinal  (men- 
ingococcal) meningitis  after  the  initial  sharp  drop 
in  mortality  we  seem  to  have  reached  a constant 
level  in  the  past  three  years.  (Table  4.) 

Cerebro-Spinal  Meningitis  Deaths 
In  U.  S.  A— Related  to  1933-1937  Average 


YEAR 

PERCENT 

1 93  3“ 1 937 

IOO% 

!938  

4l% 

!939 

29% 

*94° 

29% 

1941 

29% 

Table  4 

As  for  scarlet  fever  the  sulfonamides  play  their 
part  in  a marked  reduction  of  the  pyogenic  compli- 
cations displayed  dramatically  in  the  total  resulting 
mortality.  It  is  true  that  some  statisticians  believe 
scarlet  fever  to  be  at  the  phase  of  a cycle  wherein  it 
becomes  a mild  disease.  However,  the  decline  since 
the  introduction  of  sulfonamides  would  seem  to  be 
more  than  coincidence. 

Scarlet  Fever  Deaths 
hi  U.  S.  A.— Related  to  1933-1937  Average 


YEAR 

PERCENT 

I933_I937  ■ 

IOO% 

!938  

47% 

1939 

37% 

I94°  

26% 

!94!  

16% 

Table  5 

Finally,  a brief  note  on  sulfonamides  in  the  war. 
In  my  previous  paper  I predicted  on  statistics  from 
World  War  I that  the  sulfonamides  would  reduce 
the  Army  mortality  from  present  war  wounds  by  70 
per  cent  and  total  deaths  by  1 2 per  cent.  Subsequent 
events  have  shown  these  figures  to  be  conservative. 


As  previously  mentioned,  pneumonia,  meningitis, 
and  gonorrhea  have  dramatically  declined  in  mor- 
bidity and  mortality. 

A word  about  wounds:  Among  the  wounded 
evacuated  from  Dunkirk  one  group  had  received 
sulfanilamide  in  varying  doses.  The  contrast  be- 
tween these  (infection  was  absent  or  minimal)  and 
the  untreated  group  (found  to  be  grossly  infected) 
was  described  as  “astounding.”  The  Pearl  Harbor 
experience  was  even  more  convincing.  Verbal  and 
written  reports  from  surgeons  who  were  on  duty 
during  that  incident  describe  the  almost  complete 
absence  of  suppuration,  the  absence  of  deaths  from 
gas  gangrene,  the  low  operative  mortality  (less  than 
4 per  cent),  and  the  excellence  of  late  results— all  of 
these  things  being  due  in  large  part  to  the  local  use 
of  sulfonamides.  One  Naval  surgeon  has  personally 
told  me  of  lay  assistants  who  went  about  ladling 
sulfonamide  power  with  a spoon  into  infected 
wounds.  Some  of  these  wounded  did  not  reach  the 
surgeon’s  hands  for  72  hours  after  injury  and  yet 
there  was  an  almost  complete  absence  of  suppura- 
tion. You  will  notice  the  total  deaths  were  114,000 
in  the  American  Army  resulting  from  disease,  about 
half  of  them  from  external  causes;  killed  in  action, 
36,000,  and  deaths  from  battle  injuries,  13,000,  that 
is,  died  of  wounds.  Note  that  the  diseases  which 
caused  death,  aside  from  active  combat,  were  men- 
ingococcal meningitis  and  pneumonia  of  both  types. 
It  shows  that  some  of  these  patients  didn’t  reach  the 
surgeon’s  hands  until  72  hours  after  their  injuries, 
and  yet  at  that  time  there  was  an  almost  complete 
absence  of  suppuration.  Dr.  Long,  who  flew  there 
to  see  these  results,  said  they  were  nothing  short  of 
amazing. 

Elsewhere  the  sulfonamides  have  already  played 
an  important  role  in  the  war.  Reports  from  the 
armies  of  all  combatants  have  been,  without  excep- 
tion, enthusiastic.  British,  Russian,  and  German 
soldiers  have  carried  the  sulfonamides  in  their  kits 
for  ready  application  to  their  wounds.  Consequently 
there  has  been  a marked  simplification  of  the  sur- 
gical problems,  a reduction  of  the  periods  of  dis- 
ability, and  a lowering  of  the  mortality.  Our  own 
soldiers  will  be  as  well  or  better  prepared.  Though 
chemotherapy  can  never  replace  good  surgery,  it 
has  already  proved  to  be  an  adjunct  without  equal. 
Its  proper  use  will  considerably  reduce  the  mortality 
rate  even  in  the  presence  of  mediocre  surgery.  It  is 
predicted  that  postoperative  drainage  of  wounds 
may— like  battleships— become  obsolete. 
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As  to  the  newer  developments  we  have  time  to 
mention  them  only  in  passing. 

The  improved  mortality  of  streptococcic  hemo- 
lyticus  meningitis  with  a reduction  from  ioo  to  15 
per  cent. 

Improved  mortality  in  pneumococcal  meningitis- 
in  the  1 5 years  prior  to  the  introduction  of  the  sul- 
fonamides only  30  cases  of  recovery  from  the  disease 
were  reported.  In  the  past  four  years  there  have  been 
147  cures  from  chemotherapy. 

In  a recent  report  of  bacterial  culture  on  plastic 
surgery  wounds,  which  series  shows  a reduction  from 
73  per  cent  positive  to  20  per  cent  following  the 
local  application  of  sulfathiazol  powder. 

The  mortality  of  generalized  peritonitis  has  de- 
creased from  a previous  average  of  over  50  per  cent 
to  less  than  10  per  cent. 

The  use  of  a sulfadiazine  spray  is  now  considered 
the  choice  of  the  closed  methods  of  treatment  for 
burns,  especially  in  those  appearing  in  aerial  combat. 


Improvement  in  the  local  use  of  sulfathiazol  by 
the  production  of  a microcrystaline  form  has  been 
clinically  reported. 

The  effectiveness  of  local  therapy  is  also  claimed 
to  be  increased  by  the  simultaneous  application  of 
an  oxidant,  such  as  zinc  peroxide  and  potassium 
permanganate. 

For  cases  primarily  resistant  to  sulfonamide  ther- 
apy or  becoming  resistant  after  long  continued  use 
of  a sulfonamide,  the  development  of  the  soil  deriva- 
tives, gramicidin  and  penicillin,  is  encouraging. 

Summary 

The  contribution  of  the  sulfonamides  to  the  favor- 
able mortality  and  morbidity  trends  of  certain  in- 
fections greatly  outweighs  the  disadvantages  mani- 
fested by  toxic  reactions.  The  frequency  of  the 
latter  is,  however,  sufficient  to  demand  constant 
vigilance  in  medical  underwriting.  There  is  room 
for  improvement  in  the  more  extensive,  proper  use 
of  the  sulfonamides  and  in  the  precautions  against 
toxicity. 


EARLY  MANAGEMENT  OF  POLIOMYELITIS  AND  THE  KENNY  TREATMENT 

Frank  R.  Ober,  m.d.,  Boston 


Tnfantile  Paralysis  is  still  one  of  the  unsolved 

problems  in  medicine.  It  may  kill,  it  may  cripple, 
or  it  may  not  do  either.  Its  early  diagnosis  is  import- 
ant, but  is  missed  altogether  too  often.  Lovett ] 
divided  the  clinical  course  of  this  disease  into  three 
stages;  first,  the  acute;  second,  the  convalescent;  and 
third,  the  chronic. 

The  acute  stage  lasts  from  the  onset  to  the  dis- 
appearance of  muscle  pain  or  tenderness,  and  there 
is  no  special  time  limit  on  the  duration  of  the  ten- 
derness. Some  are  not  tender  at  all;  others  may  have 
muscle  soreness  from  a mild  degree  up  to  the  point 
of  excruciating  pain.  In  most  instances,  however, 
pain  is  not  even  suspected  by  the  physician,  who, 
when  he  enters  the  sick  room  sees  a patient  lying 
in  bed  in  no  apparent  discomfort. 

The  early  pain  may  be  a hyperesthesia;  later  it  is 
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more  deep  seated.  It  is  aggravated  by  rough 
handling  and  it  may  be  elicited  by  a careful  exam- 
ination. It  is  not  confined  to  the  paralyzed  area.  The 
unaffected  areas  may  be  more  painful  than  the  af- 
fected areas. 

Sister  Kenny2  in  her  writings  and  talks  has  pointed 
out  that  there  is  spasm  in  the  affected  muscles.  This 
is  undoubtedly  true.  Schwartz3  has  demonstrated 
that  there  is  muscle  spasm  present  by  making  oscillo- 
graphic records  of  muscle  action  currents  through  a 
four  stage  amplifier.  He  has  demonstrated  spasticity 
in  the  antagonist  of  the  weakened  muscle  and  also  in 
weakened  muscle  itself,  and  that  spasticity  may  be 
present  where  there  is  no  paralysis  and  that  there 
is  no  spasticity  in  complete  paralysis.  This  is  prob- 
ably true  if  there  is  muscle  pain.  In  short,  muscle 
pain  and  muscle  spasm  go  hand  in  hand. 

September  29-October  1,  1942 
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The  muscle  pain  is  increased  by  improper  bed 
nursing,  massage,  and  stretching.  ATiscle  spasm  is 
also  increased  by  stretching.  Sister  Kenny  eliminates 
the  use  of  splints  as  the  prolonged  immobilization 
increases  the  muscle  atrophy  and  stiffness.  This  is 
particularly  true  of  splints  constructed  from  plaster 
or  rigid  material.  If  a splint  is  needed,  it  should  be 
flexible  enough  to  be  bent  with  the  hands,  and  it 
should  conform  to  the  position  of  the  extremity. 

I4  pointed  out  years  ago  that  when  splints  which 
forced  a flexed  knee  straight  or  an  equinus  foot  to 
a right  angle  the  deformity  would  increase  because 
the  corrective  splint  stretched  the  tender  muscle 
causing  it  to  contract.  As  Sister  Kenny  has  shown, 
the  spasm  will  increase  when  extremities  are  im- 
mobilized for  prolonged  periods.  There  is  usually 
more  pain  and  spasm  in  the  so-called  stronger 
muscles;  that  is  those  of  the  calf,  hamstrings,  but- 
tocks, back,  posterior  neck  and  axilla.  There  may 
be  a similar  condition  in  the  knee  extensors,  thigh 
flexors,  and  abdominal  groups.  Any  movement  or 
position  which  puts  any  of  these  muscles  on  a 
stretch  will  produce  pain  and  increase  the  spasm  in 
those  muscles. 

Pohl5  states  that: 

“The  Kenny  method  has  no  argument  with  any 
other  method  of  treatment  of  infantile  paralysis  for 
the  simple  reason  that  the  principles  were  designed 
for  the  management  of  specific  findings  appearing- 
in  the  acute  stage  of  the  disease  which  had  never 
been  recognized  previous  to  the  work  of  Miss 
Kenny.  Practically  all  attempts  at  treatment  by 
other  means  have  been  aimed  at  the  prevention  of 
deformities,  usually  by  splinting  and  immobiliza- 
tion, rather  than  by  treating  the  condition  affecting 
the  muscles,  which  ultimately  causes  the  deformities. 
In  short,  the  Kenny  method  is. a treatment  of  cer- 
tain phases  of  the  disease  of  infantile  paralysis,  while 
practically  all  other  methods  are  in  reality  treatment 
of  the  after  effects  of  the  disease.” 

Dr.  Pohl  should  consider  that  Lovett  and  others6 
associated  with  him  wrote  and  taught  for  years  that 
the  early  stage  of  poliomyelitis  was  the  most  mis- 
managed of  any  of  its  stages  and  that  constant  and 
great  emphasis  was  laid  on  the  occurrence  of  ten- 
derness and  that  hot  packs  and  hot  baths  were  ad- 
vocated for  its  relief.  The  main  difference  between 
the  Kenny  method  and  Lovett  method  is  that  the 
packs  are  applied  early,  or  as  soon  as  the  diagnosis 
is  made,  by  the  Kenny  method,  and  that  they  are 
applied  late  by  the  Lovett  method.  The  reason  for 


this  is  that  the  orthopedic  surgeon  is  not  usually 
called  upon  for  help  until  the  quarantine  period  is 
over.  Furthermore,  Miss  Kenny  applies  hot  packs  at 
frequent  intervals  and  they  remain  on  for  at  least 
twelve  hours  and  sometimes  longer  whereas,  by 
the  Lovett  method  the  packs  or  hot  tubs  are  used 
twice  a day.  This  delay  must,  of  course,  have  an 
unfavorable  effect  on  the  course  of  the  disease. 

In  cases  which  have  had  prolonged  immobilization 
there  is  muscle  stiffness  and  contractures  develop. 
Atrophy  increases  and  there  is  not  the  normal  un- 
restricted motion  in  the  joints  as  the  muscles  seem  to 
be  glued  together.  These  contractures  are  particu- 
larly severe  in  the  gluteals  where  limitation  of 
straight  leg  raising  may  persist  for  years. 

It  will,  therefore,  be  apparent  that  prolonged 
complete  immobilization  which  is  designed  to  pre- 
vent deformities  and  diminish  pain  does  not  accom- 
plish its  object  since  atrophy  occurs  and  joint  stiff- 
ness is  often  increased.  It  has  been  known  for  a Ions 
time  that  heat  increases  the  comfort  of  the  patient 
and  shortens  the  period  of  muscle  soreness.  It  would 
seem  logical  then  that  heat  should  be  applied  earlier 
in  the  course  of  the  disease.  On  this  basis  it  should 
shorten  perceptibly  the  period  of  tenderness.  At  the 
same  time,  more  frequent  and  constant  applications 
of  heat  should  be  of  more  benefit  than  those  widely 
separated. 

These  are  the  essential  aspects  of  the  early  Kenny 
treatment  and  are  carried  out  by  her  as  follows:  No 
splints  of  any  kind  should  be  used.  The  patient  is 
kept  on  a firm  bed  on  his  back  in  the  normal  position 
unclothed.  An  upright  board  is  placed  at  the  foot 
of  the  bed.  This  keeps  the  weight  of  the  bed  clothes 
from  the  feet.  The  patient’s  feet  do  not  rest  against 
the  board  while  there  is  any  spasm  in  the  calf 
muscles.  The  hot  moist  packs  are  applied  every  two 
hours  for  twelve  hours  a day.  Woolen  blanket 
material  cut  to  fit  the  affected  portions  of  the  body 
are  soaked  in  boiling  water  and  then  wrung  twice 
through  an  ordinary  laundry  wringer  and  then 
quickly  applied  to  the  affected  parts.  Outside  the 
pack  is  oil  silk  and  over  this  is  placed  a dry  flannel. 
The  packs  are  renewed  every  fifteen  minutes  to 
every  two  hours.  The  patient  is  handled  very  gently 
and  with  a minimum  of  disturbance.  If  the  packs 
are  thoroughly  wrung  out  the  patient  will  not  be 
burned.  These  packs  are  continued  until  all  the 
spasm  and  pain  disappear,  which  is  a matter  of  a few 
days  or  at  most  a very  few  weeks.  It  is  now  possible 
to  flex  and  extend  the  joints  by  gentle  passive  move- 
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ments  being  careful  to  avoid  stretching  where  there 
may  be  spasm  or  pain.  The  next  step  is  to  get  the 
patient  to  coordinate  his  muscle  power  by  physical 
therapy  exercises  so  he  is  taught  to  think  in  terms 
of  muscle  insertion  instead  of  terms  of  joint  func- 
tion. 

There  is  no  doubt  that  the  muscle  soreness  dis- 
appears earlier  when  the  Kenny  form  of  therapy  is 
used.  The  general  condition  of  the  patient  is  excel- 
lent; there  is  less  localized  atrophy,  and  the  skin 
appears  healthy.  Straight  leg  raising  without  pain 
can  be  performed  at  a much  earlier  period  and 
muscle  stiffness  disappears  also  very  early  and  is 
much  less  than  in  immobilized  cases.  One  striking 
feature  in  the  patients  treated  by  the  Kenny  method 
is  that  the  patient  can  perform  normal  trunk  flexion 
with  the  knees  extended  a great  deal  earlier  than 
can  the  immobilized  patients.  To  my  mind,  this 
means  that  efforts  toward  early  recovery  are  more 
effective  than  in  those  who  cannot  assume  this  posi- 
tion or  even  sit  up  when  their  knees  are  extended. 
Furthermore,  these  contractures  favor  later  bad 
posture. 

The  Kenny  method  is  an  application  of  a form  of 
physical  therapy  based  on  the  principle  of  excellent 
nursing  which  means  almost  constant  attendance.  A 
criticism  has  been  raised  that  in  large  epidemics 
with  many  patients  affected  at  one  time,  it  would 
be  impossible  to  carry  out  properly  the  technique 
owing  to  lack  of  personnel.  To  me  this  is  an  argu- 
ment for  neglect  which  should  never  be  allowed  in 
any  catastrophy.  Certainly  if  there  were  a bombing 
raid  resulting  in  a large  number  of  casualties,  some 
way  would  have  to  be  found  for  the  proper  care  of 
these  casualties.  It  must  be  impressed  on  the  medical 
profession  that  the  Kenny  method  is  not  an  aban- 
donment of  the  use  of  splints.  That  is  only  one  part 
of  the  whole.  If  it  be  assumed  that  this  is  all  there 
is  to  it  then  the  old  story  of  crippling  will  have  to 
be  lived  over  again.  Those  who  carry  out  the  treat- 
ment must  be  thoroughly  trained  in  its  technique. 
They  must  also  know  how  to  recognize  spasm  and 
how  to  test  for  muscle  soreness,  and  also  be  able  to 
tell  when  these  have  disappeared  so  that  active 
measures  of  rehabilitation  can  be  instituted  when 
these  two  symptoms  have  subsided. 

Schwartz7  has  demonstrated  that  spasm  can  be 
recorded  and  it  is  to  be  expected  that  a machine 
will  be  developed  whereby  we  can  know  when  all 
spasm  has  subsided.  When  this  is  accomplished  we 


will  be  able  to  institute  muscle  exercises  on  a more 
scientific  basis. 

There  is  one  thing  that  is  needed  and  that  is  a 
machine  which  will  record  the  power  and  progress 
of  muscle  recovery  more  accurately  than  can  be 
done  at  present.  Such  a machine  would  be  of  great 
help  in  prognosis  and  also  in  guarding  against  over 
treatment. 

The  early  relief  of  spasm  and  pain  when  the 
Kenny  method  is  used  means  that  affected  tissues 
do  not  deteriorate  nearly  so  much  from  disuse  and 
fixation.  The  general  morale  of  these  patients  is  also 
helped  by  the  early  disappearance  of  muscle  pain. 
One  of  the  hardships  of  the  former  treatment  of 
poliomyelitis  has  been  what  seemed  to  be  a patient 
or  the  parent  a do-nothing  policy  so  that  the  long 
wait  for  pain  to  disappear  before  giving  rehabilita- 
tion exercises  nearly  always  has  a bad  effect  on  the 
whole  family.  The  result  of  early  massage  and 
stimulation  of  painful  muscles  only  increased  the 
difficulties  and  prolonged  the  waiting  period.  It 
would  seem  then  that  Miss  Kenny  has  been  of  great 
service  in  furnishing  something  that  reduces  this 
period  to  a minimum. 
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PRE-SANATORIUM  TUBERCULOSIS 
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The  determination  of  the  activity  or  inactivity 
of  each  case  of  pulmonary  tuberculosis  is  essen- 
tial to  proper  management.  This  may  be  a simple 
procedure  or  it  may  necessitate  the  full  utilization 
of  clinical,  laboratory  and  roentgen  examinations. 
Unless  the  limitations  of  each  of  these  procedures 
are  recognized,  frequent  errors  in  management  will 
occur. 

The  management  of  pulmonary  tuberculosis  is  a 
problem  commencing  with  the  discovery  of  the  case 
and  ending  with  the  death  of  the  patient.  It  varies 
from  the  most  intensive  rest  and  collapse  measures 
in  the  active  cases  to  the  interval  x-ray  and  sputum 
examination  in  the  inactive  stage.  A case  is  con- 
sidered active  if  clinical,  laboratory  or  roentgen 
evidence  of  unstable  tuberculosis  can  be  demon- 
strated. It  is  considered  inactive  as  long  as  clinical, 
laboratory  and  roentgen  evidence  of  a stable  and 
non  infectious  tuberculosis  continues. 

The  more  extensive  use  of  the  roentgen  examina- 
tion is  uncovering  an  ever  increasing  number  of 
cases  of  pulmonary  tuberculosis.  Preliminary  find- 
ings based  on  surveys  of  state  employees  and  se- 
lectees in  Connecticut  suggest  a 1%  incidence  of 
previously  unrecognized  pulmonary  tuberculosis  in 
the  adult  population.  This  preliminary  figure  is  de- 
rived from  over  45,000  single  examinations  and 
represents  roentgen  evidence  of  active  and  inactive 
parenchymal  tuberculosis.  The  frequent  discovery 
of  the  sub-clinical  tuberculosis  necessitates  a definite 
recognition  of  the  limitations  of  clinical,  laboratory 
and  x-ray  examination  in  the  determination  of 
activity. 

CLINICAL  INVESTIGATION 

The  clinician  is  confronted  with  a complexity  of 
problems  that  varies  from  the  apparently  healthy 
individual  who  presents  no  symptoms  or  signs  of 
pathology  and  yet  has  active  tuberculosis,  to  the  in- 
active case  with  a multiplicity  of  symptoms  and  a 
chest  full  of  rales. 


Subjectively,  the  patient  with  active  tuberculosis 
may  have  absolutely  no  symptoms,  few  symptoms, 
or  many  symptoms.  Irritability,  fatigue,  loss  of 
appetite,  loss  of  weight,  chest  pain,  cough,  expec- 
toration and  hemoptysis  are  usually  enumerated  as 
the  early  symptoms  of  tuberculosis.  Minimal  tuber- 
culosis is,  however,  usually  asymptomatic  and  the 
early  symptoms  of  the  disease  are  seldom  present 
until  there  has  been  progression  to  the  advanced 
stage.  This  one  characteristic  has  made  tuberculosis 
one  of  the  most  difficult  diseases  to  bring  under 
control. 

Objectively,  the  clinician  may  attach  too  much 
significance  to  temperature,  general  appearance  and 
the  findings  on  inspection,  palpation,  percussion  and 
auscultation.  Temperature  elevation  in  the  absence 
of  an  acute  exacerbation,  even  in  advanced  tuber- 
culosis, is  the  exception  rather  than  the  rule,  pro- 
vided that  the  patient’s  activity  has  been  limited. 
While  it  is  true  that  a moderate  elevation  of  tem- 
perature following  routine  work  suggests  the  possi- 
bility of  tuberculous  infection,  nevertheless  the 
presence  of  a normal  temperature  does  not  rule  out 
the  possibility  of  active  tuberculosis. 

The  picture  of  the  toxic,  emaciated,  tuberculous 
patient  is  now  associated  with  the  far  advanced  and 
usually  hopeless  case,  but  the  robust,  well  developed 
individual  may  also  have  active  tuberculosis.  Normal 
findings  on  inspection,  palpation,  percussion  and 
auscultation  are  usually  present  not  only  in  minimal 
tuberculosis  but  occasionally  in  advanced  disease.  In 
the  presence  of  roentgen  evidence  of  cavitation, 
physical  examination  may  be  expected  to  lead  to 
cavity  detection  in  80%  of  those  over  8 cm.  in 
diameter,  but  in  only  10%  of  those  under  4 cm. 
The  occurrence  of  constant  rales  has  long  been 
stressed  as  a physical  finding  signaling  the  presence 
of  active  tuberculosis.  It  should  be  remembered  that 
the  presence  of  rales  usually  denotes  advanced 
disease  and  that  rales  in  themselves  are  not  indicative 
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of  activity.  Bronchiectasis  commonly  follows  long 
standing  tuberculosis  and  consequently  the  inactive 
case  may  continue  to  have  cough,  expectoration  and 
rales  as  long  as  he  lives.  This  type  of  bronchiectasis 
may  occur  as  the  end  result  of  a tuberculous 
bronchitis,  either  following  direct  invasion  and 
weakening  of  the  bronchial  walls  or  following  the 
stenosis  of  a more  proximal  bronchus  with  the  im- 
prisonment of  secretions  and  subsequent  dilatation. 
A relative  bronchiectasis  may  occur  as  a result  of 
bronchial  tortuosity  due  to  fibrosis  and  contraction 
of  the  lung  parenchyma.  The  similarity  of  the  rales 
heard  over  an  active  tuberculous  and  an  inactive, 
post  tuberculous  bronchiectatic  process  makes  an 
inference  of  activity  based  on  the  presence  of  rales 
alone  an  impossible  procedure. 

LABORATORY  INVESTIGATION 

The  tuberculin  test,  blood  sedimentation  test, 
animal  inoculation  and  microscopy  are  valuable  aids 
in  the  study  of  the  tuberculous  suspect,  but  in  the 
determination  of  activity  each  procedure  presents 
certain  limitations.  The  tuberculin  reaction  is  pro- 
duced on  an  allergic  basis  and  the  extent  of  reaction 
should  not  be  interpreted  as  a measure  of  the  degree 
of  activity.  The  relative  value  of  the  sedimentation 
test  has  been  enthusiastically  overemphasized  by 
some  and  coldly  ignored  by  others.  It  is  not  a 
specific  test  for  measuring  the  activity  of  a tuber- 
culous process  since  the  rate  varies  in  conditions 
other  than  tuberculosis.  While  it  is  true  that  the 
sedimentation  rate  is  usually  accelerated  in  active 
tuberculosis,  it  does  not  follow  that  an  increased 
sedimentation  rate  is  proof  of  tuberculous  activity. 
Moreover,  the  sedimentation  rate  is  at  times  normal 
in  the  presence  of  active  tuberculosis.  It  should, 
therefore,  be  considered  neither  infallible  nor  use- 
less, but  rather  an  additional  indicator  of  possible 
activity. 

Animal  inoculation  and  microscopy  are  depend- 
ent on  the  presence  of  the  tubercle  bacillus  and, 
therefore,  are  of  limited  value  in  the  early  case. 
Tubercle  bacilli,  when  found,  are  positive  proof  of 
activity,  but  failure  to  find  the  specific  organism  is 
of  little  significance  in  the  determination  of  activity. 
The  finding  of  acid  fast  organisms  in  the  sputum  is 
considered  presumptive  evidence  of  active  tuber- 
culosis, but  where  other  supporting  evidence  is  lack- 
ing the  possibility  of  the  presence  of  other  members 
of  the  acid  fast  family  must  be  considered.  Cultures 
and  animal  inoculations  may  be  necessary  ‘■o  dispose 
of  this  possibility. 


ROENTGEN  INVESTIGATION 

So  great  is  the  value  of  the  roentgen  examination 
in  the  discovery  and  management  of  pulmonary 
tuberculosis  that  it  has  relegated  the  physical  exam- 
ination to  a place  of  secondary  importance.  Unless 
certain  facts  are  kept  in  mind,  however,  the  x-ray 
interpretation  may  be  quite  misleading.  There  may 
be  pathology  present  which  casts  no  shadow  on  the 
roentgenogram;  normal  shadows  may  cover  up 
pathological  shadows;  and  pathological  shadows 
may  not  be  seen  or  may  be  given  an  erroneous 
significance  by  the  interpreter.  Impressions  gained 
from  a single  x-ray  examination  may  have  to  be 
revised  on  subsequent  examinations  since  certain 
transient  shadows  may  present  a similar  picture  to 
that  seen  in  the  presence  of  tuberculosis.  The  deter- 
mination of  activity  by  x-ray  examination  alone 
may  be  quite  difficult  and  without  previous  films  for 
comparison  it  is  frequently  impossible.  Roentgen 
evidence  of  cavitation  or  of  demonstrable  change  as 
compared  to  previous  films  is  indicative  of  activity 
and  the  isolated,  well  demarcated  and  calcified, 
nodular  type  of  lesion  is  usually  inactive.  In  most 
instances,  however,  the  inferential  estimate  of  activ- 
ity based  on  shadow  conformation  and  degree  of 
shadow  density  as  noted  on  a single  examination 
proves  to  be  erroneous.  This  impression  must  de- 
pend upon  past  experience  with  other  cases  of 
tuberculosis  and  because  of  the  very  instability  of 
the  disease  is,  at  best,  but  a poor  guess. 

DISCUSSION 

Newly  discovered  tuberculosis  and  rediscovered 
tuberculosis  that  has  not  been  under  recent  observa- 
tion should  be  subject  to  complete  and  prolonged 
investigation.  Proof  of  activity  may  be  obtained  by 
single  factors,  but  the  exhaustion  of  every  facility 
of  clinical,  laboratory  and  x-ray  investigation  is 
necessary  before  inactivity  can  be  assumed.  Fur- 
thermore transition  from  inactive  to  active  tuber- 
culosis may  occur  at  any  time.  The  routine  interval 
investigation  advised  for  all  tuberculous  patients 
discharged  from  sanatoria  has  resulted  from  recog- 
nition of  this  fact.  If  this  precaution  is  advisable  in 
the  thoroughly  investigated  case  that  has  been  under 
observation  for  a prolonged  period  of  time,  it  be- 
comes a necessity  in  the  newly  discovered  and 
rediscovered  cases. 

Minimal  pulmonary  tuberculosis  may  be  either 
the  most  treacherous  or  the  most  favorable  stage  of 
the  disease.  The  relatively  small  number  of  cases 
recognized  in  the  past  and  the  fact  that  the  roentgen 
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impression  could  not  be  substantiated  by  clinical 
investigation,  together  with  the  typical  feeling  of 
well  being,  frequently  resulted  in  an  attitude  of 
complacency  on  the  part  of  both  the  patient  and 
the  physician.  Moreover,  the  use  of  the  terms  latent, 
incipient,  academic  and  insignificant  tuberculosis 
suggested  official  sanction  of  a lethargic  considera- 
tion of  minimal  tuberculosis.  With  the  increasing 
number  of  cases  of  minimal  tuberculosis  discovered 
through  mass  roentgen  survey,  the  dangers  of  this 
attitude  have  been  proven.  Every  sanatorium  has  on 
record  cases  that  were  discovered  in  the  minimal 
stage  but  were  allowed  to  progress  to  an  advanced 
stage  before  either  physician  or  patient  realized  that 
they  were  dealing  with  active  tuberculosis.  The 
ability  of  the  disease  to  progress  so  slowly  that  no 
appreciable  change  may  be  seen  on  comparison  of 
films  taken  at  three  month  intervals,  the  lack  of 
clinical  symptoms  and  signs,  and  the  fact  that  it  is 
frequently  difficult  to  convince  an  apparently  well 
patient  to  undergo  a period  of  hospital  observation 
are  largely  responsible  for  this  unfortunate  occur- 
rence. It  is  a much  safer  procedure  to  consider  the 
early  case  of  tuberculosis  as  an  active  case  until 
proven  otherwise. 

The  assumption  of  activity  in  inactive  tubercu- 
losis is  by  far  less  culpable  than  the  assumption  of 
inactivity  in  active  tuberculosis  and  will  result  in 
less  frequent  progression  of  recognized  tuberculosis 
that  was  thought  to  be  inactive. 

THE  FAMILY  PHYSICIAN  AND  TUBERCULOSIS 

After  the  diagnosis  of  tuberculosis  has  been  made 
the  physician  must  determine  what  should  be  done 
with  the  patient.  Should  he  be  allowed  to  continue 
at  his  usual  work,  should  he  be  restricted  in  his 
activity,  should  he  be  treated  at  home,  or  should  he 
be  hospitalized?  The  management  of  individual  cases 
will  depend  upon  many  factors  such  as  age,  occupa- 
tion, economic  level,  and  the  personal  desires  of  the 
patient,  but  it  should  be  determined  primarily  by  the 
activity  and  communicability  of  the  disease. 

The  patient  with  obviously  active  and  communi- 
cable disease  should  immediately  be  placed  on  a 
regimen  of  complete  bed  rest  and  isolation  at  home 
while  arrangements  are  being  made  for  his  admission 
to  a sanatorium.  During  this  interval,  the  physician 
has  an  opportunity  to  complete  his  investigation.  A 
comprehensive  history  will  be  of  great  value  in 
determining  not  only  from  whom  the  patient  may 
have  received  his  tuberculosis,  but  also  to  whom  he 
may  have  given  tuberculosis.  Daily  temperature 
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recordings,  repeated  physical  examinations,  sputum 
studies,  sedimentation  tests,  and,  if  the  stay  at  home 
is  sufficiently  long,  further  x-ray  examination  will 
provide  much  information  that  is  unobtainable  from 
any  one  test  or  any  single  examination.  By  the  time 
that  sanatorium  care  is  available  the  patient  will 
already  have  had  a trial  period  of  bed  rest  which 
may  influence  the  choice  of  therapeutic  measures  in 
the  sanatorium  and  may  even  shorten  the  length  of 
his  hospitalization. 

The  patient  with  apparently  inactive  disease  is 
usually  discovered  at  roentgen  examination  and 
presents  an  x-ray  picture  characterized  by  sharply 
demarcated  nodular  or  linear  shadows  of  hard 
density  and  suggestive  of  completely  stabilized 
tuberculosis.  This  patient  may  be  allowed  to  con- 
tinue at  his  work  but  should  be  studied  with  the 
same  care  and  thoroughness  as  the  obviously  active 
case.  In  the  course  of  investigation  his  tuberculosis 
may  continue  to  appear  completely  stabilized  and 
inactive,  it  may  appear  to  be  active  only  in  that  it 
shows  evidence  of  increasing  scar  formation,  or  it 
may  show  evidence  of  active  and  progressive  disease. 
As  long  as  no  evidence  of  progressive  disease  is  dis- 
covered he  may  continue  at  his  work,  but  should 
be  under  clinical,  laboratory  and  roentgen  observa- 
tion at  regular  three  to  twelve  month  intervals  for 
the  rest  of  his  life.  If  evidence  of  progressive  disease 
is  discovered  at  any  time  he  should  be  immediately 
put  to  bed  and  subsequently  hospitalized. 

The  patient  with  possibly  active  disease  is  also 
usually  discovered  at  roentgen  examination  and 
presents  an  x-ray  picture  of  either  very  early  tuber- 
culosis or  old,  but  incompletely  stabilized  tubercu- 
losis. The  patient  with  presumably  old,  but  incom- 
pletely stabilized  disease  presents  a similar  problem 
to  that  of  the  patient  with  apparently  inactive 
disease.  As  long  as  his  tuberculosis  appears  to  be 
active  only  in  that  it  shows  evidence  of  increasing- 
scar  formation,  he  may  be  allowed  to  continue  at 
his  work.  He  should,  however,  be  originally  thor- 
oughly investigated  and  subsequently  checked  by 
clinical,  laboratory  and  roentgen  examination  at 
regular  three  to  twelve  month  intervals.  Should  anv 
evidence  of  progressive  disease  be  discovered,  hie 
should  be  immediately  put  to  bed  and  arrangements 
made  for  a period  of  observation  in  a sanatorium. 

The  early  case  of  tuberculosis  should  be  consid- 
ered active  until  proven  otherwise.  He  should  be 
immediately  put  to  bed,  arrangements  made  for  a 
period  of  observation  in  a sanatorium,  and  complete 
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investigation  should  be  begun  while  waiting  for  the 
patient’s  admission.  Should  the  case  prove  to  be  in- 
active, the  patient  will  still  have  gained  much  useful 
information  about  tuberculosis  from  his  stay  in  the 
sanatorium  and  he  will  have  had  the  benefit  of  a 
substantial  rest  and  a comprehensive  period  of  study 
that  is  impossible  in  the  home.  The  chances  of  his 
tuberculosis  remaining  inactive  will  have  been  great- 
ly increased.  Should  the  case  prove  to  be  active, 
much  valuable  time  will  have  been  saved  and  the 
chances  of  his  ultimate  recovery  will  not  only  have 
been  greatly  increased  but  his  period  of  hospitaliza- 
tion will  have  been  appreciably  shortened. 

The  family  physician’s  responsibility  extends  not 
only  to  the  patient  but  also  to  the  family  and  the 
community.  It  does  not  end  with  the  proper  dis- 
position of  the  individual  case,  but  must  include  a 
thorough  investigation  of  household  contacts.,  For 
such  a household  survey  the  roentgen  examination, 
while  not  infallable,  is  the  most  accurate  single 
method  of  discovering  new  cases.  Tuberculin  test- 
ing  of  the  child  under  fifteen  years  of  age,  and  the 
x-ray  examination  of  positive  reactors  alone  will  re- 
duce the  cost  of  such  investigations.  The  diagnosis 
and  proper  management  of  presanatorium  tuber- 
culosis is  the  foundation  upon  which  the  ultimate 
eradication  of  tuberculosis  must  be  built. 


SUMMARY 

The  limitations  of  clinical,  laboratory  and  roent- 
gen examination  in  the  determination  of  activity  are 
discussed  and  suggestions  for  the  management  of 
the  tuberculosis  patient  while  at  home  are  presented. 
The  fact  that  no  single  test  or  form  of  investigation 
is  infallible  in  activity  determination  and  the  neces- 
sity for  the  combined  use  of  all  facilities,  plus  a 
period  of  observation  in  the  sanatorium,  is  empha- 
sized. The  advisability  of  the  presumption  that  all 
tuberculosis  is  active  until  proven  otherwise  is 
suggested.  The  management  of  the  tuberculous 
patient  while  at  home  is  considered  under  three 
general  stages  of  the  disease,  the  obviously  active, 
the  apparently  inactive,  and  the  possibly  active 
stage. 

CONCLUSIONS 

1.  There  is  no  infallible  test  of  tuberculous 
activity. 

2.  Tuberculosis  should  be  considered  active  until 
proven  otherwise. 

3.  An  initial  period  of  observation  in  the  sana- 
torium is  advisable  for  all  active  or  possibly  active 
cases  of  parenchymal  tuberculosis. 

4.  The  management  of  tuberculosis  commences 
with  the  discovery  of  the  case  and  ceases  with  the 
death  of  the  patient. 
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“How  sickness  enlarges  the  dimensions  of  a man’s 
self  to  himself!  He  is  his  own  exclusive  object.” 
Thus  wrote  Charles  Lamb  in  the  “London 
Magazine”  many  years  ago.  The  essay  was  entitled 
“The  Convalescent”  and  as  with  many  of  his  auto- 
biographic essays,  the  freshness  and  precision  of  the 
experience  constitute  its  greatest  charm.  With  an 
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amazing  insight  into  the  fundamental  emotional 
experiences  of  the  sick  person,  Lamb  recounted  his 
thoughts  and  feeling  as  he  recovered  from  illness. 
Certainly,  medical  education  will  have  achieved  a 
significant  goal  when  the  student  and  physician  be- 
come as  aware  as  he  was  of  the  emotional  expe- 
riencing of  illness. 

Sick  people  are  anxious  people.  Illness  constitutes 
a definite  threat  to  their  security.  The  resultant 
anxiety  may  vary  in  intensity,  expression,  and  dura- 
tion dependent  upon  the  interchange  of  the  variables 
of  the  character  of  the  noxious  stimulus  and  the 
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nature  of  the  person.  Obviously,  these  variations 
may  run  the  full  gamut  of  human  experience,  from 
the  active  defiance  and  denial  of  one  who  cannot 
tolerate  illness  to  the  “mater  dolorosa”  attitude  of 
one  who  finds  emotional  satisfaction  in  the  passive 
role  of  suffering.  But  throughout  the  experience 
of  illness  one  can  detect  a general  principle.  One 
can  observe  the  self-absorption,  the  retirement  from 
reality  and  the  regression  of  the  sick  person.  The 
experienced  physician  is  not  only  aware  of  this  but 
of  the  many  and  varied  emotional  attitudes  of  the 
sick  person  which  are  directed  to  the  doctor  and  to 
the  nurse.  One  learns  that  the  interpersonal  rela- 
tionships between  patient  and  doctor  or  nurse  are 
not  only  dependent  upon  the  skill  or  personal  charm 
of  the  medical  attendant  but  to  what  they  may 
symbolize  or  represent  to  each  other. 

It  is  in  the  period  of  convalescence  that  one  may 
be  made  aware  of  the  emotional  significance  of  ill- 
ness and  of  the  interpersonal  relationships  between 
physician  and  patient.  Certainly  convalescence  is 
constituted  of  more  than  a return  of  the  vital  signs 
to  normal,  the  resumption  of  appetite,  and  the  gain 
in  weight  and  strength.  In  a broader  sense,  the 
patient  returns  to  reality.  He  redirects  his  emotional 
energies  into  new  and  previously  used  channels  of 
effort  and  interest,  leaving  behind  him  the  self- 
absorption and  regression  of  the  sick  period. 

Perhaps  the  story  of  Mr.  P.’s  illness  may  help  to 
illustrate  these  phenomena. 

Mr.  P.,  a 41  year  old,  oil  burner  service  man,  was  admitted 
to  the  surgical  service  because  of  severe  abdominal  pain  of 
12  hours’  duration.  In  the  preceding  week,  he  had  suffered 
from  headache,  sore  throat,  fever  (101-104°),  chilliness, 
weakness,  anorexia,  accompanied  by  marked  constipation 
and  vomiting.  Thirty-six  hours  before  entry  he  had  the  fairly 
sudden  onset,  some  3 hours  after  an  enema,  of  severe  diffuse 
colicky  abdominal  pain  with  vomiting.  During  this  illness 
he  had  considerable  difficulty  in  starting  his  urinary  stream 
and  was  catheterized  by  his  doctor  4 hours  before  admis- 
sion. Past  history  indicated  the  patient  had  been  in  excellent 
health,  and  with  the  exception  of  the  usual  childhood  diseases 
had  never  been  ill  nor  hospitalized.  Examination  on  entry 
led  to  a tentative  diagnosis  of  generalized  peritonitis  due  to 
a ruptured  viscus.  The  diagnosis  was  established  after  ex- 
ploratory laparotomy.  The  presence  of  large  matted  glands 
between  the  leaves  of  the  mesentery,  together  with  a small 
perforation  of  the  ileum,  led  the  surgeon  to  consider  typhoid 
fever.  This  diagnosis  was  confirmed  five  days  later  with 
culture  of  typhoid  bacilli  from  the  abdominal  exudate. 

The  patient  experienced  a very  eventful  postoperative 
course,  with  fever,  wound  infection,  and  eventually  relapsed 
with  chills  and  fever.  He  was  delirious  the  greater  part  of 
his  illness.  With  continued  symptomatic  and  supportive 
treatment  he  improved;  his  blood,  urine,  and  stool  cultures 


became  consistently  negative,  and  infectious  precautions  were 
discontinued.  At  this  time  of  maximum  improvement,  to 
everyone’s  surprise,  he  developed  new  and  strange  symp- 
toms. He  had  episodes  of  blindness  and  mutism,  which  will 
be  discussed  in  detail  later.  Suffice  it  to  say  that  these  latter 
symptoms  disappeared  rapidly,  so  that  the  patient  was  able 
to  leave  the  hospital  a few  days  later.  He  has  been  seen  in 
the  outpatient  clinics  at  regular  intervals  in  the  year  which 
has  elapsed  since  his  discharge. 

Although  the  patient  had  been  studied  psychologically  dur- 
ing his  protracted  delirious  phase,  the  sudden  dramatic  onset 
of  blindness  and  mutism  while  he  was  in  excellent  physical 
condition  naturally  focussed  more  attention  on  the  personal 
aspects  of  his  illness. 

Previous  study  had  revealed  certain  facts  of  his  life  history. 
His  parents  had  been  Italian  immigrants  and  had  remained 
in  the  Boston  urban  area  since  coming  to  the  United  States. 
The  patient  was  the  eldest  of  nine  siblings,  had  been  very 
attached  to  his  parents,  had  assumed  the  responsibilities  of 
the  family  circle  after  their  death,  and  had  been  much  more 
ambitious  and  energetic  than  any  of  his  siblings.  He  was 
characterized  as  a good,  honest,  reliable  person,  at  times 
subject  to  emotional  outbursts,  but  one  who  wished  con- 
stantly to  improve  himself.  He  went  to  engineering  school 
for  a year,  and  when  financial  circumstances  prevented  his 
continuing,  he  worked  and  attended  night  school,  enabling 
him  to  become  a skilled  electrician.  Rigidly  honest,  he  ex- 
perienced considerable  anxiety  if  he  had  any  outstanding 
debts.  He  was  married  in  his  late  20’s  to  a girl  of  his  own 
cultural  pattern.  The  marriage  has  been  described  as  a happy 
one.  They  have  two  living  children  who  are  well  adjusted 
at  home  and  in  school.  With  the  exception  of  the  usual  child- 
hood illnesses,  he  had  never  been  ill  and  had  never  been 
hospitalized. 

During  the  prolonged  delirious  phase  of  his  illness  the 
patient’s  behavior  caricatured  many  of  his  personality  char- 
acteristics. With  psychologic  release  of  certain  inhibiting 
factors,  confirmation  of  his  over-determined  need  to  avoid 
dependence  was  seen  in  an  exaggerated  dependence  on  fam- 
ily, nurses,  and  physicians.  On  many  occasions,  his  delirious 
productions  were  direct  requests  for  the  security  of  the  par- 
ent’s love  and  attention. 

When  the  patient  was  interviewed  concerning  the  symp- 
toms of  blindness  and  mutism,  it  was  found  that  he  experi- 
enced these  symptoms  shortly  after  he  had  been  told  he 
was  to  be  changed  from  a single  room  (infectious  precau- 
tions) to  a small  ward,  and  a day  following  his  being  pre- 
sented at  a clinical  conference.  In  late  afternoon  the  patient 
had  called  the  nurse  and  asked,  somewhat  petulantly,  why 
the  room  light  had  been  turned  off.  When  told  that  the 
lights  were  on  and  had  not  been  turned  off,  the  patient  cried 
out  in  alarm,  stating  his  vision  was  growing  dimmer  and 
dimmer.  With  this  his  voice  became  weaker,  so  that  in  a 
few  minutes  he  was  unable  to  speak  or  whisper.  He  became 
panicky,  thrashed  about  in  bed,  gesticulating  for  help.  In 
about  fifteen  minutes,  his  symptoms  disappeared  almost  as 
quickly  as  they  had  started.  These  attacks  recurred  four  or 
five  times  in  the  course  of  the  afternoon  and  evening  and 
between  attacks  he  appeared  to  be  very  excited,  perplexed 
and  frightened.  He  was  examined  immediately  by  the  house 
officers,  who  found  no  evidences  of  physical  disease.  He 


24 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


was  reassured  and  told  he  would  be  all  right,  but  continued 
to  experience  these  attacks  the  following  day.  He  was  re- 
examined thoroughly  and  told  again  that  the  attacks  did  not 
constitute  a relapse  of  his  typhoid  fever,  nor  were  they 
evidences  of  new  infection  or  involvement.  On  this  occa- 
sion the  patient  offered  the  suggestion  that  perhaps  his 
symptoms  were  due  to  “nervousness.”  Spontaneously  he 
proceeded  to  speak  of  his  anxiety  throughout  his  prolonged 
illness,  of  his  concern  over  the  cost  of  medical  care,  of  the 
delay  in  his  return  to  work.  He  spoke  further  of  the  change 
of  rooms,  of  his  concern  over  his  embarrassing  flatus  and 
believed  he  would  receive  less  attention  and  therefore  not 
improve  as  quickly  if  he  was  moved  to  a ward.  He  recounted 
his  experiences  in  the  clinic  two  days  before,  when  he  had 
misinterpreted  one  of  the  clinicians,  and  had  been  led  to 
believe  he  was  due  for  another  perforation  and  a second  re- 
lapse. All  these,  he  believed,  contributed  to  his  present 
emotional  distress.  Thus,  while  able  to  accept  the  fact  that 
he  was  anxious,  he  remained  perplexed  as  to  the  choice  of 
blindness  and  mutism  as  the  expression  of  his  “nervousness.” 

During  this  interview  the  patient  added  there  was  another 
peculiar  thing  which  was  happening  to  him.  He  asked  the 
examiner  to  palpate  the  anterior  surface  of  his  left  thigh,  stat- 
ing there  was  a “bump”  there.  The  thigh  was  palpated  by  a 
number  of  examiners  who  were  unable  to  feel  any  promin- 
ence, and  when  this  was  told  to  the  patient  he  insisted  a 
“bump”  was  there.  He  added  that  he  had  found  it  possible 
to  abort  or  stop  his  attacks  of  blindness  and  mutism  by 
pressing  on  the  “bump.”  I his  added  to  his  (and  to  the 
examiners’)  perplexity.  Upon  further  inquiry,  the  patient 
stated  he  had  never  experienced  symptoms  such  as  these 
before,  had  never  known  his  family  or  friends  to  be  so  af- 
fected, nor  in  any  way  had  been  aware  of  blindness  or  loss 
of  speech.  Later,  in  a somewhat  surprised  tone,  he  described 
the  death  of  his  father.  The  latter,  at  the  age  of  70,  afflicted 
with  heart  disease  and  diabetes,  suffered  from  erysipelas  of 
the  face  which  was  so  extensive  it  prevented  his  opening  his 
eyes.  The  patient  added  that  the  father  died  without  being 
able  to  see  again.  Continuing  his  story,  the  patient  spoke  of 
his  mother’s  terminal  illness.  Disabled  for  some  time  be- 
cause of  severe  cardiorenal  disease  with  marked  visual  im- 
pairment, she  had  gangrene  of  the  left  leg  and  had  died 
after  a two  day  coma.  As  he  told  this  story,  he  automatically 
patted  his  left  thigh  in  the  area  where  he  alone  was  able  to 
feel  a “bump.”  Following  this  account  the  patient  lay  back 
in  bed  silently  for  a few  minutes,  then  sat  up  quickly  and 
remarked  how  strange  it  was  he  had  forgotten  these  incidents 
of  his  parents’  illnesses. 

Opportunity  presented  itself  immediately  for  a series  of 
explanations.  It  was  attempted  to  explain  certain  facts  of  the 
patient’s  personality,  particularly  his  need  to  avoid  dependence 
and  the  significance  of  the  threat  of  illness  to  him,  as  it 
would  and  did  remove  one  of  the  essential  defenses  of  his 
personality-  The  importance  of  the  prolonged  illness  with 
its  physical,  personal,  and  economic  aspects  was  then  dis- 
cussed. The  onset  and  development  of  the  hysterical  conver- 
sion symptoms  in  the  period  of  convalescence  were  inter- 
preted as  emotional  resistances  to  returning  to  reality.  The 
“choice”  of  the  neurotic  symptoms  were  attributed,  at  least 
in  part,  to  the  patient’s  identification  with  his  parents,  and 
were  interpreted  to  him  as  his  need  for  the  security  sym- 


bolized by  them.  It  was  also  pointed  out  that  the  symptoms 
occurred  at  a period  in  his  physical  illness  when  he  was 
recovering  and  was  about  to  lose  the  security  afforded  him 
by  the  “single  room”  and  the  intensive  medical  and  nursing 
care.  The  role  of  the  misinterpretation  in  mobilizing  further 
anxiety  was  discussed.  It  was  possible  to  have  the  clinician 
in  question  come  to  the  patient’s  bedside  and  explain  what 
he  had  said. 

The  patient  took  an  active  part  in  these  explanations,  con- 
firming certain  impressions,  asking  about  others.  He  had 
no  further  attacks  that  evening  and  on  the  following  morn- 
ing experienced  blindness  and  loss  of  voice,  which  lasted 
only  two  or  three  minutes,  and  during  which  pressure  on 
the  trigger  zone  on  the  thigh  did  not  alter  his  symptoms. 
Interviews  were  held  with  the  patient  in  the  remaining  two 
or  three  days  of  his  hospital  stay,  during  which  time  he 
remained  symptom  free. 

He  was  seen  two  weeks  later  in  the  outpatient  clinic,  at 
which  time  he  asked  the  examiner  why  the  latter  had  not 
told  him  of  his  suburban  office  near  the  patient’s  home. 
When  told  the  examiner  had  no  office  outside  the  hospital, 
the  patient  insisted  he  had  seen  the  physician’s  sign  near  his 
home,  and  that  the  sign  indicated  the  physician  had  evening 
office  hours.  Two  weeks  later  the  patient  returned  to  the 
clinic  and  announced  that  he  must  have  dreamed  of  the 
physician’s  sign,  as  he  had  not  been  out  of  his  house  from 
the  time  he  left  the  hospital  to  the  time  of  his  first  visit 
to  the  clinic. 

The  patient  remained  symptom  free  and  after  a short  while 
returned  to  work.  Six  months  later  he  returned  to  the  clinic 
because  of  recurrent  abdominal  wound  infection  and  a lax 
abdominal  wall.  He  intends  to  return  to  the  hospital  soon 
for  surgical  repair  of  the  ventral  abdominal  herniation. 

On  one  of  his  latter  visits  to  the  hospital  he  was  presented 
before  a group  of  house  officers  and  students  during  a clinic, 
outlining  the  problems  of  convalescence  and  chronic  illness. 
When  asked  to  recount  the  story  of  his  illness,  he  gave  a 
remarkably  detailed  outline  of  his  experiences  from  begin- 
ning to  end,  with  the  exceptions  of  certain  days  of  his  de- 
lirium and  of  the  two  days  of  his  hysterical  symptoms.  Later 
he  told  the  examiner  it  was  difficult  for  him  to  remember 
the  details  of  his  emotional  distress. 

DISCUSSION 

Mr.  P.’s  illness  may  aid  in  illustrating  the  emo- 
tional phenomena  of  illness,  and  particularly  of 
convalescence.  The  dramatic  quality  of  his  be- 
havior when  ill  and  later  in  the  convalescent  period 
serves  to  caricature  these  emotional  phenomena 
which  are  fundamental  in  all  sick  people.  Every  sick 
person  does  not  become  delirious,  nor  does  he  expe- 
rience hysterical  symptoms  during  convalescence. 
But  Mr.  P.’s  experiences  help  us  to  see  more  clearly 
what  these  emotional  phenomena  are  based  upon 
and  what  are  some  of  their  purposes.  The  early 
phase  of  his  illness  with  the  sudden  and  formidable 
threat  to  his  security  provoked  considerable  anxiety 
and  led,  naturally,  to  the  self  absorption  and  retire- 


EMOTIONAL  COMPONENTS  OF  ILLNESS  — ROMANO 


2 5 


meat  from  reality  characteristic  of  the  sick  person. 
The  delirious  period,  with  its  release  of  inhibiting 
or  repressing  factors,  served  as  a further  threat  to 
his  ego  integrity.  His  compensatory  efforts  to  adapt 
to  the  released  and  greater  anxiety  led  to  disclosure 
of  neurotic  patterns  of  behavior  inherent  in  his 
personality  structure.  It  was  in  this  period  that  one 
saw  clearly  the  “negative”  of  his  usual  overdeter- 
mined need  to  avoid  dependence  through  his  need 
and  acceptance  of  the  nurse  and  physician  as  sur- 
rogates of  parental  security. 

Further  anxiety  was  mobilized  through  the  misin- 
terpretation and  change  of  room  incidents  and  pos- 
sibly were  some  of  the  multiple  determinants  of  the 
hysterical  conversion  symptoms  in  this  period  of 
convalescence.  Relief  of  symptoms  was  obtained 
through  a combination  of  suggestion  and  emotional 
insight.  The  role  of  the  physician  in  relieving  the 
symptoms  may  be  judged  by  the  patient’s  more  or 
less  transparent  wishful  dream  after  he  had  left  the 
hospital.  Further  evidence  of  the  emotional  signifi- 
cance of  the  hysterical  symptoms  may  be  found  in 
the  eventual  selective  amnesia  for  these  events. 

Convalescence  presents  a significant  challenge  to 
most  patients.  It  necessitates  the  abandonment  of 
certain  emotionally  regressed  attitudes  and  a return 
to  adult,  independent  and  useful  channels  of  effort 
and  thinking.  Air.  P.  was  unable  to  meet  the  chal- 
lenge without  the  use  of  hysterical  symptoms; 
others  meet  it  with  more  or  less  difficulty.  The 
physician  and  nurse  can  be  of  inestimable  aid  to  the 


convalescent  patient  by  being  aware  objectively  of 
their  individual  role  in  the  interpersonal  relation- 
ship, in  discouraging  further  dependence  and  in 
encouraging  as  soon  as  possible  a return  to  useful 
adult  living. 

SUMMARY 

The  medical  student  and  physician  should  be 
aware  constantly  of  the  emotional  components  of 
illness.  Each  and  every  person  experiences  anxiety 
when  ill.  The  degree  of  this  anxiety  depends  on  the 
nature  of  the  illness  and  the  personality  character- 
istics of  the  patient.  Although  the  expression  of 
anxiety  may  vary  considerably,  a common  mechan- 
ism is  that  of  self  absorption  and  retirement  from 
reality.  In  this  emotional  regression  the  patient  seeks 
for  and  needs  the  security  symbolized  by  the  nurse 
and  physician.  This  interpersonal  relationship  is  de- 
pendent, not  only  on  the  technical  skill  and  personal 
charm  of  the  medical  attendants,  but  on  what  the 
latter  may  represent  emotionally  to  the  patient.  In 
this  regard  it  is  necessary  for  the  nurse  and  physi- 
cian to  be  aware  of  their  emotional  significance  to 
the  patient  and  thus  to  use  it  intelligently.  This  is 
particularly  true  during  convalescence  when  the 
nurse  and  physician  should  aid  the  patient  to  re- 
direct his  emotional  energies  into  useful,  independ- 
ent and  adult  channels  of  interest  and  work.  Other- 
wise, further  dependence  on  the  physician  or  nurse 
may  delay  “emotional  healing”  and  promote  in- 
validism. 
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This  communication  considers  the  modern  treat- 
ment of  acute  hematogenous  osteomyelitis  as 
based  upon  an  accurate  conception  of  the  total 
clinical  condition  which  one  is  proposing  to  treat  as 
well  as  the  total  objectives  which  are  to  be  reached. 
It  will  also  emphasize  the  advantage  of  conservative 
treatment  during  the  relatively  early  period  at  which 
time  operative  intervention  is  contraindicated. 

At  present,  there  is  general  agreement  that  acute 
hematogenous  osteomyelitis  is  a metastatic  lesion  in 
the  course  of  a general  blood  infection  derived  from 
a primary  source;  that  the  bone  lesion  is  caused  in 
the  same  way  as  are  other  metastatic  lesions  com- 
monly found  in  other  regions  or  organs;  that  the 
physical  characteristics  of  any  of  these  are  deter- 
mined by  the  anatomical  structure;  that  in  osteo- 
myelitis the  lesion  is  influenced  by  the  gross  archi- 
tecture and  microscopic  structure  of  bone  tissue; 
and  that  all  metastatic  lesions  occur  most  common- 
ly during  the  height  of  the  blood  stream  infection 
(i.e.,  bacteremia) . The  therapeutic  problem  is,  there- 
for, concerned  with  three  components:  (i)  the 

general  infection;  (2)  the  bone  lesion;  and  (3)  the 
presence  of  other  metastatic  lesions  (heart,  lungs, 
kidneys,  etc.)  or  complication  (joint  infection, 
meningitis,  etc.)  which  may  coexist. 

THE  GENERAL  INFECTION 

It  is  important  to  have  an  adequate  conception 
of  the  relationship  of  bacteremia  to  the  local  lesion 
of  osteomyelitis.  The  following  facts  seems  to  be 
well  substantiated. 

1.  Most  of  the  available  data  tends  to  show  that 
at  an  early  period  in  the  development  of  the  bone 
focus,  bacteremia  is  due  to  a primary  lesion  else- 
where such  as  a furuncle,  a carbuncle,  etc.  This 
opinion  is  confirmed  by  the  fact  that  early  bac- 


teremia commonly  disappears  spontaneously  within 
a few  days,  even  without  operation  or  the  use  of 
chemotherapy. 

2.  At  a later  period,  both  the  primary  lesion  and 
the  bone  lesion  may  be  responsible  for  maintaining 
the  positive  blood  culture.  This  is  indicated  by  the 
diminution  in  the  bacteremia  which  occurs  spon- 
taneously or  following  chemotherapy.  When  the 
progressive  diminution  in  the  number  of  colonies 
ceases  and  a few  colonies  persist  in  spite  of  con- 
tinued chemotherapy,  the  probable  cause  is  throm- 
bophlebitis in  the  bone  focus.  A common  example 
of  this  is  seen  in  the  association  of  lateral  sinus 
thrombosis  with  mastoiditis.  The  exact  analogue  of 
this  is  seen  in  a thrombophlebitis  extending  from  a 
focus  in  the  upper  end  of  the  tibia  out  into  the 
saphenous  vein. 

3.  Trauma  provides  a common  causal  connection 
between  a focus  of  osteomyelitis  and  bacteremia. 
This  may  be  incident  to:  (a)  operative  interference; 
(b)  the  dressing  of  an  open  bone  wound;  (c)  some 
manipulation  of  the  limb.  Such  bacteremia  is  almost 
always  slight  and  ephemeral,  and  is  clinically  un- 
important. 

TREAMENT  OF  THE  GENERAL  INFECTION 

For  purposes  of  treatment  the  cases  of  general 
infection  with  positive  blood  cultures  can  be  divided 
into  the  following  groups: 

1.  The  mild  cases  are  those  with  slight  clinical 
symptoms  and  with  positive  blood  cultures  of  ap- 
proximately 10  to  30  colonies  per  cubic  centimetre. 
Even  though  many  such  cases  spontaneously  dissi- 
pate their  positive  blood  cultures,  one  ought  not  to 
nonchalantly  await  this  result  without  aiding  with 
chemotherapy.  The  drug  selected  should  be  admin- 
istered with  an  intensity  commensurate  with  the 
degree  of  infection.  If  the  blood  culture  does  not 
become  sterile  within  a reasonably  short  time,  and 
if  the  bacteremia  remains  unchanged,  the  reasonable 
assumption  is  that  there  is  an  active  thrombophle- 
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bids  in  the  focus  of  osteomyelitis.  This  should  be 
searched  for  with  the  hope  that  it  may  be  anatomic- 
ally accessible  and  can  be  excised.  If  excision  is 
impossible,  one  should  consider  ligating  the  main 
vein  which  drains  the  involved  part  of  the  bone. 
In  either  case  we  make  use  of  principles  firmly 
established  in  the  treatment  of  mastoid  disease  with 
sinus  thrombosis.  Usually  these  measures  are  suc- 
cessful in  eliminating  the  positive  blood  culture.  In 
the  uncommon  event  of  failure,  one  should  look 
for  other  associated  or  complicating  lesions  in  the 
body.  If  none  are  discoverable,  chemotherapy  should 
be  continued  and  the  local  bone  focus  should  be 
excised. 

2.  The  severe  cases  of  general  infection  are  those 
with  large  numbers  of  colonies  ( ioo  or  more)  in  the 
culture  plates.  The  clinical  symptoms  always  corre- 
spond. It  is  imperative  in  such  cases  that  chemo- 
therapy be  pushed  to  the  maximum  degree.  The 
number  of  clinical  successes  in  thus  controlling  the 
bacteremia  is  large  and  most  of  the  cases  reported 
in  glowing  colors  are  in  this  group. 

In  a certain  number,  however,  there  is  a marked 
improvement  both  in  the  general  picture,  the  local 
findings  and  in  the  bacteremia,  but  the  latter  does 
not  disappear  completely.  In  this  event,  further 
therapeutic  effort  should  follow  the  lines  indicated 
for  the  first  group. 

3.  The  most  severe  cases  are  those  with  bacteremia 
of  such  magnitude  that  the  colonies  are  almost  un- 
countable. The  clinical  picture  always  indicates  an 
acute  and  overwhelming  form  of  infection  in  which 
it  may  be  confidently  assumed  that  various  organs 
(heart,  lungs,  kidneys,  etc.)  are  studded  with 
metastatic  lesions  in  addition  to  the  bone  foci.  In 
these  cases  the  main  and  possibly  the  only  treatment 
is  chemotherapy.  It  should  be  administered  in  every 
possible  way,  orally,  subcutaneously  and  intraven- 
ously, in  order  to  deliver  it  quickly  and  in  high  con- 
centration. I have  not  had  experience  with  enough 
of  this  group  to  enable  me  to  say  what  percentage 
of  cases  can  be  saved  but  am  of  the  opinion  that 
most  of  the  failures  of  chemotherapy  fall  into  this 
group. 

In  spite  of  some  favorable  reports,  I have  never 
seen  any  good  results  from  bacteriophage  and 
vaccine  treatment.  Nevertheless,  use  of  them  should 
be  made  in  these  desperate  cases.  It  should  be  re- 
membered that  operation,  even  amputation  of  a limb 
will  not  influence  the  outcome  of  so  severe  an  in- 
fection. 


Until  recently  there  has  existed  an  almost  univer- 
sal opinion  that  urgency  in  the  operative  treatment 
of  acute  hematogenous  osteomyelitis  is  important. 
This  is  because  of  the  belief  that  the  general  infec- 
tion is  derived  from  the  local  lesion  and  osteotomy, 
with  or  without  excision  of  the  diseased  area,  is 
required  to  control  the  bacteremia.  In  another  com- 
munication I have  shown  that,  except  in  rare  in- 
stances, this  idea  is  incorrect  and  that  operation  on 
the  bone  focus  does  not  accomplish  this  object. 
Either  the  patient  dies  or  the  postoperative  course 
gives  the  impression  that  the  operation  did  not  in- 
hibit the  general  infection.  At  present,  the  proper 
treatment  in  the  early  stages  of  an  acute  hemato- 
genous osteomyelitis  while  the  bacteremia  is  still 
present  is  entirely  medical  and  includes  chemo- 
therapy, transfusions,  bacteriophage,  and  vaccines. 

As  long  as  the  general  infection  persists,  it  de- 
mands the  most  important  attention  therapeutically. 
This  is  obvious  for  a patient  may  die  from  the  blood 
infection  and  its  accompanying  toxemia  or  from 
metastatic  lesions  in  other  regions,  such  as  the  hol- 
low spaces,  or  in  the  viscera.  Ordinarily  a metastatic 
bone  lesion  does  not  carry  this  potential  risk,  except 
through  the  development  of  complication  by  in- 
volvement of  a neighboring  hollow  space,  such  as 
the  pleura  or  subarachnoid  space,  otherwise  the 
surgical  treatment  of  the  bone  lesion  should  be  held 
in  abeyance  until  the  general  infection  is  adequately 
controlled. 

THE  LOCAL  LESION 

A focus  of  osteomyelitis  is  formed  by  a bacterial 
thromboembolus  lodging  in  some  point  of  the  vascu- 
lar network  of  a bone.  Three  conditions  may  fol- 
low: (1)  Spontaneous  resolution  and  healing.  (2) 
An  abscess  may  form  under  the  periosteum  or 
within  the  bone  which  may  spread  into  the  soft 
parts.  (3)  Necroses  and  sequestration  of  bone  may 
result  from  deprivation  of  the  blood  supply,  or  the 
development  of  a collateral  blood  supply  may  occur 
before  necrosis  develops  or  in  time  to  revascularize 
necrotic  bone. 

The  treatment  of  the  bone  lesion  is  a problem  by 
itself.  If  a bacteremia  exists,  it  must  be  dealt  with  as 
indicated.  In  the  absence  of  demonstrable  evidence 
of  a general  bacterial  infection,  the  treatment  of  the 
local  lesion  is  to  be  decided  on  its  own  merits. 

Urgency  in  operation  is  less  important  than  in- 
telligent observation.  Afore  commonly  than  is  gen- 
erally supposed,  foci  of  hematogenous  osteomyelitis 
subside  without  developing  necroses  and  sequestra- 
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tion.  Similarly  sequestrated  areas  of  bone  can  be 
revascularized  and  reincorporated  into  neighboring 
normal  bone  in  the  same  manner  as  a bone  graft. 
Finally,  more  frequently  than  is  generally  under- 
stood, operation  may  and  can  be  entirely  avoided. 

In  any  event,  most  of  the  healing  process  must  be 
left  to  nature  in  order  that  avascular  areas  may  have 
an  opportunity  to  become  re  vascularized;  so  that 
as  little  as  possible  of  the  compromised  area  may  be 
lost,  and  that  the  areas  of  bone  tissue  which  are  lost 
may  be  allowed  to  separate  and  be  cast  ofF  as  foreign 
bodies. 

Except  as  previously  indicated,  local  operations 
should  be  limited,  especially  in  the  early  stages,  to 
incision  and  drainage  of  abscesses.  There  should  be 
no  uncontrolled,  vaguely  planned,  hasty  drilling  or 
chopping  of  bone  in  areas  where  the  pathologic 
process  is  not  always  perceptible  to  the  unaided  eye, 
in  which  the  boundaries  of  normal  and  diseased 
bone  are  not  differentiated  and  in  which  the  possi- 
bilities for  revascularization  cannot  be  foretold.  By 
such  treatment  much  harm  can  result,  due  to  the 
extension  of  the  osseous  lesions  and/or  the  produc- 
tion of  contiguous  complications  and,  subsequently, 
to  the  retention  of  factors  which  make  for  recur- 
rence and  recrudescence  of  infection  or  the  produc- 
tion of  mechanical  conditions  which  prevent 
healing. 

RESULTS  OF  CHEMOTHERAPY  IN  THE  GENERAL 
INFECTION 

When  an  appropriate  and  adequate  sulfonamide 
drug  is  employed  for  a sufficiently  long  time  expe- 
rience shows  that  the  bacteremia  in  the  majority  of 
the  cases  is  promptly  eliminated  or  materially  re- 
duced. The  features  of  the  clinical  picture  caused 
by  the  bacteremia  (i.e.,  chills,  at  least  part  of  the 
fever,  toxicity,  etc.)  are  either  materially  lessened 
or  entirely  eliminated  in  proportion  to  the  effective- 
ness of  the  bacteriostatic  action  of  the  drug.  This 
amelioration  of  the  clinical  symptoms  should  not 
delude  the  clinician  into  the  belief  that  an  equal 
effect  is  necessarily  being  produced  in  the  bone 
lesion. 

Chemotherapy  is  not  always  capable  of  control- 
ling bacteremia  because  the  rate  of  production  and 
discharge  of  the  bacteria  into  the  blood  stream  is 
sometimes  in  excess  of  their  chemical  inhibition  and 
destruction.  This  may  not  be  due  to  lack  of  proper 
concentration  of  the  drug  but  to  the  late  use  of  the 
drug.  Widespread  distribution  of  metastatic  lesions 
in  the  viscera,  the  muscles,  etc.,  as  well  as  in  the 


skeletal  system,  may  have  preceded  the  inaugura- 
tion of  chemotherapy  and  may  be  responsible  for 
the  persistence  of  the  bacteremia  and  the  fatal  result. 

PRACTICAL  RESULTS  OF  CHEMOTHERAPY  ON  THE  LOCAL 
LESION 

Chemotherapy  fails  to  halt  progress  in  the  bone 
focus  because  it  has  no  effect  on  the  restoration  of 
the  blood  supply  to  an  area  of  necrosis.  While  the 
toxic  symptoms  may  show  varying  degrees  of 
amelioration,  the  temperature  may  continue  as  a 
reflection  of  continued  local  inflammatory  activity. 
The  local  lesion  may  proceed  with  necrosis  and 
sequestration  and  with  the  production  of  such  com- 
plications as  an  adjoining  joint  infection,  a brain 
abscess  or  a meningitis  from  a cranial  osteomyelitis, 
a sinus  thrombosis  from  a mastoiditis,  any  of  which 
can  lead  to  a fatal  outcome. 

However,  beneficent  retrogressive  changes  were 
observed  in  many  cases  of  acute  osteomyelitis  before 
the  new  chemotherapeutic  drugs  were  used.  Some- 
times these  improvements  in  the  clinical,  anatomical 
and  pathological  pictures  were  surprising  and  re- 
markable when  an  opposite  outcome  seemed  immi- 
nent. With  chemotherapy  such  results  also  appear 
and  it  remains  for  accumulated  experience  to  show 
whether  they  will  be  more  or  less  frequent.  In  any 
event,  in  drawing  conclusions  concerning  the  effects 
of  chemotherapy  in  osteomyelitis,  the  possibility  of 
spontaneous  recovery  should  be  remembered. 

Latency  of  symptoms  is  commented  upon  by  all 
observers.  The  early  interruption  of  chemotherapy 
has  been  followed  by  exacerbations  of  general  and 
local  infection  and  by  local  complications  after  a 
period  of  complete  or  partial  cessation  of  symptoms. 
There  is,  therefore,  an  obligation  on  the  clinician  to 
continue  chemotherapy  until  there  is  bacteriological 
as  well  as  clinical  evidence  of  the  complete  sub- 
sidence of  the  infection. 

The  results  of  the  newer  methods  of  treatment 
can  be  classified  as  follows: 

Group  I.  Cases  in  which  operation  of  any  kind 
can  be  avoided: 

Subgroup  A. 

Cases  with  spontaneous  early  retrogression  of  the 
osseous  lesion. 

Subgroup  B. 

Cases  in  which  the  osseous  lesions  go  through  a 
complete  development  beginning  with  the  stage  of 
bacteremia  and  continuing  through  necrosis , se- 
questration and  exfoliation  of  bone  tissue , and  with-  j 
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out  any  operation , heal  spontaneously . 

Group.  II.  Cases  in  which  the  general  injection  is 
the  paramount  factor  and  determines  the  fatal  end- 
result. 

Subgroup  A. 

Cases  with  fatal  end-results  because  of  complica- 
tions or  associated  lesions. 

Subgroup  B. 

Cases  in  which  both  factors  are  controlled  and 
recovery  follows. 

This  group  includes  the  majority  of  the  cases  of 
acute  hematogenous  osteomyelitis.  With  the  elimi- 
nation of  the  general  infection,  the  clinical  problem 
is  the  treatment  of  one  or  more  local  bone  foci  with 
or  without  local  complications  or  distant  associated 
lesions.  The  care  of  these  cases  should  be  guided  by 
established  surgical  principles.  The  problem  is  one 
in  which  one  or  more  sinuses  at  the  site  of  the  local 
bone  focus  lead  to  bone.  The  sinus  cavity  contains 
sequestra  of  various  kinds  which,  if  not  spontaneous- 
ly expelled,  must  be  removed  as  foreign  bodies  with- 
out unnecessary  mutilation  of  the  surrounding  bone. 
If  conservative  treatment  is  followed,  it  will  be 
found  that  healing  will  occur  within  a reasonable 
length  of  time. 

Disturbances  or  delays  in  healing  are  commonly 
due  to  local  complications,  the  most  important  of 
which  are  joint  infections.  These  are  to  be  dealt 
with  along  established  lines  with  due  considerations 
to  conservatism  in  order  to  avoid  functional  dis- 
abilities. 


Under  radical  treatment  and,  exceptionally,  with 
the  conservative  method,  healing  is  either  prolonged 
or  does  not  occur.  Under  these  circumstances,  the 
bone  lesion  assumes  the  characteristics  of  “chronic” 
osteomyelitis. 

J 

SUMMARY 

The  modern  treatment  of  acute  hematogenous 
osteomyelitis  includes  the  following:  (1)  chemo- 
therapy for  the  early  infection:  i.e.,  the  period  of 
positive  blood  cultures;  (2)  the  utmost  conservatism 
in  the  treatment  of  the  bone  focus  after  the  general 
infection  has  been  eliminated.  This  means  that  early 
surgery  should  be  limited  to  the  incision  of  abscesses. 
The  pathological  process  should  be  permitted  to 
develop,  to  retrogress  spontaneously,  or  to  go  on  to 
the  stage  of  necrosis  and  sequestration,  uninfluenced 
by  osteotomy  in  order  to  avoid  unnecessary  me- 
chanical spreading  of  the  lesion.  When  the  removal 
of  sequestrum  is  necessary  it  should  take  the  form 
of  the  removal  of  a “foreign”  body. 

Chronic  osteomyelitis  may  follow  acute  osteo- 
myelitis and  is  a separate  problem  which  is  not  con- 
sidered in  this  communication. 
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INJURIES  OF  THE  GENITO  URINARY  SYSTEM 

Clyde  L,  Deming 

A majority  of  the  injuries  to  the  genito-urinary  system,  except  those 
to  the  external  genitalia,  will  be  produced  in  the  present  conflict  as 
a result  of  penetrating  objects.  Military  and  civilian  personnel  alike 
may  be  subjected  to  bombings  and  strafings.  Consequently,  many  individuals 
may  be  wounded  by  bullets,  and  fragments  from  exploding  shells.  Any 
wound  involving  the  thorax,  abdomen,  back  and  buttock  may  be  a portal  of 
entry  for  an  object  causing  injury  to  the  kidney,  ureter,  bladder  or  posterior 
urethra,  and  prostatic  gland.  A bullet  passing  straight  through  the  body  causes 
less  damage  than  a bullet  which  ricochets.  A shell  or  bomb  fragment  may,  on 
the  other  hand,  cause  severe  damage  not  to  one  organ  but  to  many  organs 
in  its  path.  According  to  the  British  Army  report,  40  per  cent  of  the  patients 
reaching  base  hospitals  with  renal  injuries  had  thoracic  injuries,  while  10  per 
cent  of  the  thoracic  injuries  had  renal  injuries.  Fullerton  found  that  33  per 
cent  of  the  renal  injuries  had  liver  damage.  Intestinal  injuries  associated  with 
renal  injuries  were  frequent.  According  to  Bailey,  in  World  War  I,  renal 
injuries  occurred  in  7.5  per  cent  of  the  abdominal  wounds.  This  is  probably 
too  small  a percentage,  since  this  does  not  include  those  who  might  have  died 
from  renal  injuries  on  the  battle  field. 

Kidney 

The  wounds  of  the  kidney  are  best  divided  into  wounds  involving 
(1)  the  hilum  and  (2)  the  parenchyma.  The  injuries  of  the  hilum  may  be 
subdivided  into  those  involving  the  vessels  and  those  involving  the  pelvis. 
The  vessels  are  more  frequently  injured  than  the  pelvis.  It  must  be  recalled 
that  the  arteries  to  the  kidney  are  terminal  arteries.  If  a minor  branch  of  the 
renal  artery  is  involved,  that  portion  of  the  kidney  which  it  supplies  will 
become  functionless.  When  the  main  renal  artery  is  severed,  death,  in  a 
large  percentage  of  patients,  occurs  on  the  field  or  before  the  patient  reaches 
the  hospital.  Veins  are  less  important,  since  they  anastomose  freely,  and 
allow  renal  circulation  and  continuation  of  function.  Wounds  involving 
the  pelvis  are  usually  associated  with  vessel  damage  as  well  as  peritoneal 
rupture  and  intestinal  injury.  Such  patients  show  evidences  of  intraperitoneal 
fluid  of  blood  or  urine  or  both.  Wounds  of  the  parenchyma  vary  greatly 
from  minor  contusions,  lacerations,  and  perforations,  to  complete  destruction 
of  the  organ. 

Signs,  Symptoms,  and  Diagnosis 

The  general  condition  of  the  patient  plays  a part  in  the  immediate 
diagnosis  of  renal  injury.  The  degree  of  shock  present,  the  amount  of  hemorr- 
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hage,  whether  bleeding  is  continuous,  length  of  time  since  injury,  and  the 
condition  of  the  wound  and  whether  other  organs  are  involved,  affect  the 
clinical  picture.  The  rapid  pulse,  low  blood  pressure,  and  general  weakness 
indicate  shock  of  great  severity.  If  the  kidney  alone  is  involved,  hemorrhage 
varies  according  to  the  degree  of  laceration  of  the  parenchyma  or  the  size 
of  artery  severed.  The  absence  of  blood  in  the  urine  is  not  of  diagnostic 
value,  while  the  presence  of  blood  is  fairly  good  proof  that  the  kidney  is 
involved.  Pain  in  the  wound  area  is  usually  severe  and  is  associated  with  muscle 
rigidity,  subcutaneous  bleeding,  and  dullness  in  the  flank.  Shifting  dullness 
in  the  flanks  and  lower  abdomen  indicates  free  fluid  within  the  peritoneal 
cavity  and  suggests  an  intraperitoneal  rupture  with  blood  or  urine  present. 
Great  pain  and  severe  splinting  of  the  abdominal  muscles  may  be  present 
when  other  organs  are  involved.  The  escape  of  urine  from  the  wound  is 
diagnostic  of  renal  injury,  but  this  is  hardly  recognizable  because  of  the 
bleeding  and  interference  with  the  urinary  secretion  of  the  kidney.  Patients 
always  should  be  asked  to  void  urine.  Bloody  urine  indicates  an  injury  to 
the  urinary  tract  but  not  the  severity  of  the  lesion.  Small  blood  clots  passing 
down  a ureter  may  induce  severe  ureteral  colic  even  from  a minor  injury. 

If  the  patient’s  general  condition  permits,  an  exact  diagnosis  of  the 
injury  is  possible  and  is  essential  for  correct  therapy.  Plain  x-ray  examination 
of  kidney  regions  for  renal  outlines  often  gives  a lead.  Stereoscopic  x-ray 
films  and  various  localizing  methods  as  used  in  general  surgical  diagnosis  for 
disclosure  of  presence  and  position  of  missiles  are  useful.  Today  intravenous 
urography,  cystoscopy  and  retrograde  catheterization,  functional  renal 
tests,  and  x-ray  disclose  the  true  lesion. 

Treatment 

There  is  very  little  difference  in  the  treatment  of  kidney  wounds  in 
war  from  those  in  civil  practice.  Appropriate  measures  should  be  applied 
for  the  treatment  of  shock.  If  there  is  severe  hemorrhage,  it  should  be  con- 
trolled by  adequate  morphine  hypodermatically,  pressure  and  packing  of 
the  wound,  or  immediate  operative  interference  may  be  necessary  for  hemo- 
stasis. The  substitution  for  loss  of  body  fluids  and  the  prevention  of  infec- 
tion are  the  two  paramount  factors.  Since  these  factors  are  provided  for  in 
the  adequate  supply  of  blood,  blood  serum,  saline  and  glucose  solution,  and 
sulfa  drugs,  a conservative  attitude  is  urged.  Clean  bullet  wounds  without 
severe  hemorrhage  are  best  left  alone.  British,  French,  and  American  sur- 
geons insist  that  most  wounds  involving  the  kidney  and  liver  be  let  alone. 
If  the  intestines  are  involved  early  surgical  intervention  with  repair  of  the 
injury  may  save  the  patient’s  life.  Undoubtedly  many  men  who  cannot  be 
evacuated  immediately  to  base  hospitals  die  in  the  front  lines  of  hemorrhage 
from  renal  lesions.  Contusions  and  minor  lacerations  of  the  kidney  are  treated 
as  in  civil  practice.  Nephrectomy  should  be  done  only  when  the  kidney 
cannot  be  saved  and  when  the  opposite  kidney  is  demonstrated  or  known 
to  be  present.  The  surgical  approach  is  usually  through  a lumbar  incision. 
If  there  is  a question  of  intraperitoneal  rupture,  intestinal  or  ureteral  injury, 
a pararectus  incision  affords  a better  opportunity  for  exploratory  examina- 
tion and  repair  of  damaged  organs,  as  well  as  adequate  drainage.  The  sur- 
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geon  should  not  forget  the  use  of  pieces  of  muscle  tissue  placed  or  tied  onto 
bleeding  surfaces  as  an  efficient  hemostatic  agent.  If  the  pelvis  is  ruptured,  a 
nephrostomy  should  be  done  and  the  pelvis  repaired  with  #000  chromic 
catgut  sutures.  When  the  kidney  can  be  repaired,  the  capsule  should  be 
sutured  and  pressure  applied  if  necessary.  The  use  of  through  and  through 
sutures  of  chromic  catgut  to  the  parenchyma  is  deplored  because  they  cause 
death  of  that  part  of  the  kidney  by  obstructing  the  circulation. 

Complications 

The  complications  are  usually  three:  sepsis,  hemorrhage,  and  fistula. 
Since  a large  percentage  of  patients  with  abdominal  injuries  have  injuries  other 
than  those  of  the  kidney,  it  is  expected  that  these  associated  wounds  may  play 
an  important  role  in  the  complications.  Sepsis  will  undoubtedly  be  pre- 
vented in  many  cases  by  the  use  of  the  sulfa  drugs,  by  mouth,  intravenously, 
locally,  or  rectally.  Secondary  hemorrhage  occurred  sufficiently  frequently 
during  the  First  World  War  as  to  be  of  consequence.  Urinary  fistulae  are 
not  of  great  significance  since  most  of  them  heal  spontaneously  and  if  not, 
they  can  be  successfully  treated  surgically  at  a convenient  time.  Late  com- 
plications such  as  nephrosis,  calculus  formation,  and  persistence  of  infection 
can  be  largely  prevented  if  these  cases  are  placed  on  a yearly  follow-up  list 
for  ten  years  subsequent  to  the  injury. 

Death  from  Kidney  Wounds 

The  most  common  causes  for  death  are  shock  and  hemorrhage.  Accord- 
ing to  A.  E.  F.  records  of  the  First  World  War,  50  per  cent  of  the  renal 
injured  cases  reaching  base  hospitals  recovered.  16  per  cent  recovered  with- 
out any  operation.  In  uncomplicated  kidney  wounds,  the  operative  mortality 
was  24  per  cent. 

Wounds  of  the  Ureter 

The  reports  from  World  War  I disclose  few  ureteral  injuries.  Young 
reports  four  cases.  Such  injuries  were  produced  by  missiles  of  the  same 
type  as  that  of  all  other  wounds.  The  ureter  may  be  partially  or  completely 
severed  and  is  more  commonly  associated  with  lesions  involving  multiple 
organs,  so  that  the  ureteral  lesion  may  be  masked.  The  symptoms  are  those 
of  bloody  urine,  and  urinary  drainage.  The  diagnosis  is  best  made  by  the 
use  of  intravenous  x-ray  series  or  retrograde  ureteral  catheterization  and 
x-rays.  The  exact  location  of  the  injury  should  be  determined.  Uncom- 
plicated partially  severed  ureters  many  times  heal  spontaneously.  Some  may 
be  made  to  close  by  an  indwelling  ureteral  catheter  for  four  or  five  days. 
Others  require  suturing  with  very  fine  chromic  catgut,  preferably  #00000. 

When  the  ureter  is  completely  severed,  end-to-end  anastomosis  with  or 
without  Vitallium  tubes  may  be  employed  or  the  upper  segment  may  be 
intussuscepted  into  the  lower  segment,  or  it  may  be  transplanted  into  the 
opposite  ureter  after  the  method  of  Neuswanger.  Transplantation  of  the 
ureter  to  the  skin  and  bowel  is  hardly  justifiable  when  so  many  other  dis- 
positions of  the  ureter  are  available.  Nephrectomy  is  the  method  of  choice 
when  the  ureter  and  kidney  are  badly  lacerated  or  when  the  future  of  a 
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kidney  is  very  doubtful  and  there  is  a good  functioning  kidney  on  the  other 
side. 

Wounds  of  the  Bladder 

Wounds  of  the  bladder  are  frequent  in  war.  Bullets,  fragments  from 
explosives  and  various  projectiles  from  high  explosive  shells  and  shrapnel 
enter  the  body  most  commonly  obliquely  or  from  behind.  The  projectile  is 
retained  in  most  of  these  cases.  These  are  among  the  most  serious  wounds. 
In  Wallace’s  series,  70  per  cent  were  complicated  by  injury  of  the  pelvic 
bones  or  intestines  or  both.  Pelvic  bones  were  involved  in  25  per  cent  of 
the  cases  and  the  lower  intestines  in  50  per  cent.  Extraperitoneal  rupture  of 
the  bladder  was  four  times  as  common  as  intraperitoneal  rupture.  75  per 
cent  of  the  bladder  injuries  were  associated  with  a wound  in  the  buttock. 
Occasionally,  the  prostatic  gland  and  posterior  urethra  are  involved  in  severe 
fragmentation  of  the  pelvic  bones.  The  internal  iliac  artery  is  sometimes 
included  in  bullet  wounds  and  extensive  pelvic  lesions. 

Signs,  Symptoms,  and  Diagnosis 

The  symptoms  from  bladder  wounds  vary  according  to  the  lesion  and 
the  complicating  injuries  of  adjacent  organs  and  bones.  The  inability  to 
void,  the  desire  to  void,  or  the  passage  of  a little  bloody  urine  is  the  usual 
complaint.  If  only  the  vertex  of  the  bladder  is  involved  with  intraperitoneal 
rupture,  lack  of  desire  to  void  may  exist.  Extraperitoneal  ruptures  are 
characterized  by  local  tenderness,  swelling,  and  extravasation  of  urine. 
Intraperitoneal  rupture  is  usually  associated  with  more  shock,  abdominal 
rigidity,  and  the  presence  of  fluid  within  the  peritoneal  cavity. 

Fracture  of  the  pelvic  girdle  may  obscure  some  of  the  bladder  symp- 
toms. The  occurrence  of  the  passage  of  feces  in  the  urine  assists  in  the 
diagnosis  of  lesions  involving  the  bladder  and  bowel,  also  the  passage  of 
blood  and  urine  through  the  rectum  suggests  a combined  lesion.  Catheteriza- 
tion of  the  bladder  followed  by  saline  irrigation  to  determine  the  ratio  of 
intake  and  return  gives  conclusive  evidence  of  rupture  of  the  bladder. 
Cystoscopy  may  be  done  in  cases  of  doubt.  Air  injection  of  the  bladder 
followed  by  x-ray  examination  for  its  position,  or  introduction  of  an  opaque 
substance,  not  sodium  iodide,  through  a catheter  with  subsequent  x-ray,  are 
of  assistance.  Even  intravenous  urographic  series  may  be  employed  if 
catheterization  of  the  bladder  is  not  possible  or  not  desirable.  The  location 
and  extent  of  bladder  injury  can  be  ascertained  in  all  but  the  most  serious 
cases  complicated  with  intestinal  lesions.  Anuria  must  be  differentiated  from 
retention  of  urine,  and  from  intra  and  extraperitoneal  rupture  of  the  bladder. 

Treatment 

Tissues  tolerate  uninfected  urine  well.  When  the  urine  or  the  wound 
becomes  infected  the  serious  phase  of  ruptured  bladder  cases  begins.  Since 
many  of  these  have  lower  bowel  complications,  with  retention  of  the  foreign 
bodies  the  bladder  lesions  are  potentially  infected  from  the  beginning. 
These  lesions  are  difficult  to  treat.  In  the  simple,  uncomplicated  cases  not 
associated  with  intraperitoneal  rupture  of  the  bladder,  hemorrhage  or  shock 
intelligent  waiting  is  advisable.  After  debridement,  removal  of  foreign  body 


34 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


and  the  bleeding  is  controlled,  an  inlying  catheter  may  be  placed  in  the 
urethra.  When  there  is  bleeding  or  retained  blood  clots  in  the  suprapubic  and 
perineal  regions,  through  and  through  drainage  may  be  used.  If  intraperi- 
toneal  rupture  is  present,  immediate  drainage  of  the  bladder  and  peritoneum 
is  imperative.  At  the  same  time,  any  intestinal  lesions  should  be  repaired  and 
in  the  event  that  extensive  or  multiple  large  bowel  lesions  are  involved,  the 
surgeon  should  be  prepared  to  do  a colostomy.  When  bone  fractures  occur, 
adequate  drainage  plus  sulfa  drug  powder  will  lessen  the  suppurative  process. 
It  is  rarely  necessary  to  suture  the  ruptured  bladder  wall  unless  the  rent  is 
a long  one.  The  least  suture  material  used  in  these  wounds,  the  better  the 
result.  Bladder  wounds  should  be  treated  as  early  as  possible,  as  the  mortality 
rate  increases  greatly  after  the  first  twenty  four  hours  following  the  injury. 

According  to  Bailey,  in  the  First  World  War,  the  mortality  from  bladder 
injuries  was  56  per  cent,  and  according  to  the  A.  E.  F.  records  61  per  cent, 
although  about  50  per  cent  were  operated  upon  within  24  hours  of  injury. 
Since  a great  number  had  intestinal  injuries,  many  died  of  septic  complica- 
tions. The  reports  of  Legueu,  Chevassu,  Jeanbrau,  Ercat,  all  indicate  that 
early  drainage  of  the  bladder  favors  recovery.  Complications  of  draining 
fistulae  from  the  bowel  or  bladder  or  both,  osteomyelitis,  and  subsequent 
hernia  are  bound  to  occur  in  the  severe  cases  so  that  secondary  operations 
at  an  opportune  time  may  be  expected  in  a certain  percentage  of  the  critical 
cases. 

The  Bladder  in  Spinal  Injuries 

The  management  of  bladder  cases  with  spinal  and  nerve  injuries  has 
always  been  a debatable  question.  However,  certain  principles  are  involved 
which  should  be  considered.  If  there  is  spinal  shock  without  severance  of 
the  cord,  interval  catheterization  or  a retention  urethral  catheter  is  advisable, 
supplemented  with  sulfa  drugs,  two  or  three  grams  per  day,  and  bladder 
irrigations  three  or  four  times  per  day,  using  1000  cc.  of  potassium  per- 
manganate (1-10,000  solution).  If  the  urine  remains  strongly  alkaline,  Suby’s 
solution  may  be  used  for  the  bladder  irrigation.  The  bladder  should  not  be 
allowed  to  become  greatly  distended  as  an  atonic  muscular  condition  of  the 
detrusor  muscle  develops  which  favors  infection,  retention,  and  delays  the 
return  of  the  normal  bladder  physiology. 

When  the  bladder  can  be  made  to  empty  by  expression,  such  a proce- 
dure may  be  followed,  but,  in  general,  it  is  not  very  satisfactory.  Pressure 
to  the  distended  bladder  which  contains  an  infection  should  never  be  applied 
because  of  the  danger  of  rupture.  Suprapubic  aspiration  of  the  bladder  can 
be  done  in  distress,  but  there  is  always  danger  of  intestinal  injury.  Where 
possible,  a small  skin  incision  with  exposure  of  the  bladder  and  introduction 
of  a drainage  tube  is  more  satisfactory  and  requires  but  little  more  time. 
Patients  with  transection  of  the  spinal  cord  are  best  treated  with  suprapubic 
drainage.  A retention  urethral  catheter  with  tidal  irrigation  of  potassium 
permanganate  (1-30,000)  will  give  relief  and  prevent  serious  upper  urinary 
tract  infection.  Those  individuals  who  have  a permanent  cord  injury  with- 
out hope  of  recovery  of  muscular  activity  of  the  lower  extremities  should 
be  treated  by  suprapubic  bladder  drainage.  At  least  4,000  to  5,000  cc.  of 
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fluids  should  be  given  daily.  If  these  therapeutic  measures  are  kept  vigilant, 
recovery  can  be  accelerated  and  many  deaths  prevented. 

Vellacott  reported  66  cases  of  spinal  injuries  with  bladder  retention,  of 
which  14  per  cent  died  of  pyelonephritis  within  three  weeks  and  30  per 
cent  died  within  the  first  few  weeks.  Walker  reported  339  cases  of  which 
47.2  per  cent  died  in  the  first  two  months  of  sepsis  and  80  per  cent  died 
within  three  years  of  urinary  tract  infection.  The  management  of  these  cases 
demands  daily  consideration  of  drainage  and  control  of  infection. 

Wounds  of  the  Urethra 

Wounds  of  the  urethra  are  not  very  common  and  are  apt  to  be  over- 
looked, especially  those  of  the  anterior  urethra.  Those  wounds  of  the 
bulbous  and  prostatic  urethra  are  serious,  as  more  than  half  of  them  are 
complicated  with  rectal  punctures  and  lacerations  from  missiles  entering  the 
buttock  and  perineum.  Extensive  bone  fractures  and  splinters  frequently 
accompany  the  urethral  lesions.  Large  hematomas  and  extravasation  of  urine 
or  the  escape  of  urine  through  the  rectum  may  be  found.  Lesions  of  the 
anterior  urethra  are  usually  associated  with  more  or  less  extensive  wounds 
involving  the  scrotum,  testicles,  penis,  and  spermatic  cord.  In  the  A.  E.  E. 
records,  there  are  forty  three  cases  of  injuries  of  the  anterior  urethra  and 
penis.  46  per  cent  had  other  injuries.  Most  of  them  were  treated  surgically 
within  the  first  forty  eight  hours,  with  the  result  of  one  death.  Reconstruc- 
tion of  the  penis  should  be  done  if  the  wound  is  seen  within  1 8 hours  of  the 
injury.  A catheter  should  be  placed  in  the  urethra  for  forty  eight  hours, 
even  in  the  minor  cases.  The  use  of  a large  amount  of  fluids  and  sulfa  drugs 
aids  materially  in  preventing  complications.  The  treatment  of  the  bulbous 
and  prostatic  urethra  consists  of  reconstruction  of  the  urethra  over  a #24-26 
catheter  and  free  drainage.  If  there  is  an  associated  fracture  of  the  pelvic 
bones,  the  patient  may  be  placed  in  a pelvic  sling.  In  some  cases  it  may  be 
necessary  to  do  a suprapubic  drainage,  especially  when  there  has  been  an 
extensive  laceration  of  the  urethra.  The  complications  of  gangrene  and  in- 
fections, especially  gas  bacillus  and  tetanus,  should  be  less  troublesome  in 
the  military  personnel  who  have  had  prophylactic  treatment,  but  for  the 
civil  population  such  lesions  may  be  expected  and  special  treatment  accorded. 
The  sequelae  of  these  injuries  include  fistulae,  strictures  of  the  urethra, 
kidney  infections,  and  sex  disfunction. 

Wounds  of  the  Scrotum,  Testes,  and  Penis 

Wounds  of  the  external  genitalia  are  comparatively  common  but  not 
considered  severe  unless  they  are  complicated  with  vesical  and  deep  urethral 
lesions.  Cases  of  complete  emasculation  rarely  occur.  The  penis  and  one  or 
both  testes  may  be  destroyed.  Scrotal  injuries  are  not  difficult  to  treat,  since 
the  scrotum  has  great  power  of  regeneration.  Even  when  it  is  entirely 
destroyed,  skin  from  the  thigh  and  groin  is  accessible  for  a scrotal  sac  and 
lends  itself  well  for  this  purpose.  Compound  dislocation  of  the  testes  is  com- 
mon. Testicular  injuries  are  associated  with  hematomas,  gangrene,  hema- 
tocele, spermatocele,  and  spermatic  cord  injuries.  Treatment  consists  of 
debridement,  conservation  of  the  testes,  even  when  their  circulation  is  in 
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doubt;  and  evacuation  of  any  blood  clots  by  multiple  small  punctures  of 
the  albuginea  and  free  drainage.  Rarely  is  orchidectomy  indicated.  Great 
caution  should  be  used  in  placing  sutures  in  the  repair  of  these  wounds 
because  of  impairment  of  the  circulation. 

The  penile  injuries  vary  greatly  from  minor  lesions  to  fractures  and 
lacerations  of  the  corpora  cavernosa.  Most  of  them  can  be  repaired.  Ampu- 
tation of  the  penis  is  very  rarely  necessary.  Sufficient  skin  can  be  obtained 
from  the  thigh  for  repair,  or  the  penis  may  be  transplanted  temporarily 
under  the  skin  of  the  thigh.  Borgoras  reports  satisfactorv  results  with  the 
use  of  the  costal  cartilage  for  shaft  of  the  penis  when  the  organ  is  destroyed. 

After  the  wounds  are  healed,  secondary  operations  may  be  done  for 
further  correction  of  the  deformities.  Loss  of  blood  supply  to  the  penis  and 
testes,  sterility,  loss  of  potency,  neuralgia  of  the  testes  are  sequelae  of  these 
injuries.  The  loss  of  the  testes  is  not  as  serious  a psychological  loss  as  the 
loss  of  the  penis,  because  of  the  availability  of  male  sex  hormone  therapy. 
For  psychological  reasons  any  portion  of  a viable  remaining  part  of  the  ex- 
ternal genitalia  should  be  preserved. 
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The  General  Assembly 

On  August  28,  1638  Governor  Winthrop  of  Bos- 
ton wrote  to  Mr.  Hooker  of  Connecticut  and  “ex- 
postulated about  the  unwarrantableness  and  unsafe- 
ness of  referring  matter  of  counsel  or  judicature  to 
the  body  of  the  people,  quia  the  best  part  is  always 
the  least,  and  of  that  best  part  the  wiser  part  is 
always  the  lesser.”  Mr.  Hooker’s  reply  reflects  his 
famous  sermon  before  the  General  Court  on  May 
3 1 of  that  year  in  which  he  had  put  forth  the  noble 
and  historic  doctrine  that  “the  foundation  of 
authority  is  laid  ...  in  the  free  consent  of  the 
people.”  To  Governor  Winthrop  he  wrote,  “ I he 
law  is  not  subject  to  passion  nor  to  be  taken  aside 
with  self-seeking  ends,  and  therefore  ought  to  have 
chief  rule  over  rulers  themselves.  It’s  also  a Truth 
that  counsel  ought  to  be  sought  from  counselors; 
but  the  question  of  it  is,  who  those  should  be. 
Reserving  smaller  matters,  which  fall  in  occasionally 
in  common  course,  to  a lower  counsel,  in  matters  of 
greater  consequence,  which  concern  the  common 
good,  a general  counsel,  chosen  by  all,  to  transact 
businesses  which  concern  all,  I conceive,  under 


favour,  most  suitable  to  rule  and  most  safe  for  the 
relief  of  the  w hole.” 

d he  principles  of  American  Democracy  as  w^e 
understand  them  were  established  in  the  very  be- 
ginnings of  our  State  and,  in  the  words  of  the  his- 
torian Charles  M.  Andrews,  our  “Fundamental 
Orders  represent  the  first  formal  attempt,  in  the 
history  of  this  country,  or  of  any  country,  to  draft 
a frame  of  popular  self  government,  free  from  any 
power  over  and  outside  of  the  colony  itself.” 

The  present  form  of  our  General  Assembly  stems 
from  the  adoption  of  the  State  Constitution  in  1818, 
the  principles  of  which  were  similar  to  those  of  our 
Charter  of  1662,  which  in  itself  was  an  adaptation 
of  the  Fundamental  Orders  of  1639. 

The  members  of  our  General  Assembly,  which 
meets  this  year  1943,  are  thus  the  direct  political 
descendants  of  those  men  of  Windsor,  Hartford  and 
Wethersfield  who  three  centuries  ago  framed  that 
extraordinary  instrument,  the  first  written  consti- 
tution of  a purely  representative  republican  govern- 
ment known  to  history.  Our  elected  legislators  have 
responsibilities  to  our  State  and  Nation  which  are 
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grave  and  great.  To  them  we  offer  our  sincere  hope 
that  they  shail  be  able  to  meet  with  wise  considera- 
tion every  circumstance  that  calls  upon  them  for 
decision  and  action. 

The  interest  of  the  physicians  of  Connecticut  in 
matters  of  public  welfare  from  the  earliest  days 
has  been  productive  of  great  good  for  the  people 
of  our  State.  Our  excellent  laws  relating  to  public 
health  and  our  noteworthy  State  health  program 
could  not  have  been  realized  without  the  counsel 
and  advice  of  the  medical  profession.  In  many  in- 
stances such  health  measures  have  been  really 
pioneer  and  have  served  as  models  to  be  copied  else- 
where. This  has  been  possible  because  our  legislators 
have  sought  opinion  from  Medicine  in  these  matters. 
Many  times  our  profession  has  been  called  upon  for 
advice  in  order  to  actually  protect  our  citizens  from 
themselves,  for  every  Assembly  has  to  deal  with 
the  proposal  of  thoughtless  and  unsound  measures 
dealing  with  the  public  health.  In  many  instances 
such  bills  are  introduced  by  people  of  influence 
who,  though  well  meaning,  are  misguided  and  unin- 
formed. Without  doubt  the  present  Assembly  will 
be  no  exception  and  such  legislation  will  be  at- 
tempted. It  become,  therefore,  the  direct  respon- 
sibility of  the  medical  profession  to  be  familiar  with 
every  proposed  bill  dealing  with  the  public  health. 
Only  in  this  way  may  we  hope  to  maintain  the  high 
position  of  confidence  which  the  public  has  ac- 
corded to  us.  Each  member  of  our  Society  can  keep 
himself  informed  on  these  matters  by  carefully 
reading  this  Journal  in  the  department  devoted  to 
legislative  matters. 

Without  doubt  every  one  of  our  elected  assem- 
blymen has  physician  friends  whom  he  may  ask  for 
opinion  on  medical  matters.  When  called  upon  we 
must  be  able  to  give  such  opinion  with  a proper 
knowledge  and  assurance.  The  Society’s  Committee 
on  Public  Policy  and  Legislation,  which  has  so 
wisely  dealt  with  these  matters  in  the  past,  we  count 
upon  in  our  present  need.  It  is  certain,  however, 
that  it  will  ask  for  help  and  advice  from  our  mem- 
bers. As  good  citizens  of  our  State  and  as  good 
physicians  devoted  to  their  responsibilities,  we  must 
be  prepared  to  give  it. 

Our  chosen  representatives  will  not  need  to  be 
reminded  of  their  stern  obligation,  for  like  all  true 
citizens  of  our  State  they  are  conscious  of  the  tradi- 
tion which  belongs  to  us.  Nowhere  has  been  more 
inspiring  the  struggle  for  a better  way  of  life  than 
in  this  Land  of  Steady  Habits.  The  challenge  to 


them  and  to  us  may  be  found  in  these  significant 
words  from  a recent  editorial  in  the  London  Econo- 
mist: “The  need  is  to  translate  into  a burning  faith 
the  inarticulate  belief  of  a people  that  is  as  great  and 
as  creative  as  ever  it  was.  The  need  is  not  for  a break 
with  the  past  but  for  a return  to  the  native  tradi- 
tion of  clear  thinking  and  courage,  of  lucidity  and 
daring,  of  bold  action  for  modern  ends.” 

The  Beveridge  Plan 

Referred  to  bv  the  noted  British  author  Harold 

J 

J.  Laski  as  one  of  the  vital  documents  of  modern 
Britain,  the  recent  report  to  the  Parliament  by  Sir 
William  Henry  Beveridge  on  a plan  for  social 
security  has  already  become  significant  to  the 
English  speaking  world.  The  plan  recommended  for 
a system  of  compulsory  State  insurance  presents  a 
broad  scheme  to  protect  every  man,  woman  and 
child  in  England  from  practically  every  personal 
insecurity  and  want.  To  the  medical  profession  of 
the  United  States  it  does  have  important  meaning, 
for  that  part  of  the  plan  devoted  to  medical  care 
will  be  studied  by  all  those  in  our  country  who  are 
thinking  of  health  problems  and  the  public  welfare. 

It  should  be  useful  to  consider  in  brief  the  main 
features  of  the  Beveridge  plan  and  these  have  been 
set  down  for  us  by  Mr.  Laski  in  a recent  issue  of 
the  New  York  Times. 

“First,  it  makes  complete  provision  against  unem- 
ployment. The  wage-earner  is  freed  from  the  haunt- 
ing fear  of  insecurity. 

“Second,  it  makes  complete  provision  for  a com- 
plete national  health  service  for  every  man,  woman 
and  child. 

“Third,  it  simplifies  and  unifies  the  whole  system 
of  workmen’s  compensation  and  introduces  order 
into  the  present  legal  jungle  in  which  insured  work- 
men have  lost  themselves. 

“Fourth,  it  protects  the  interest  of  the  family  by 
establishing  endowment  of  all  children  after  the 
first;  it  therefore  relieves  the  pressure  on  husband 
and  wife  in  a period  where  children,  as  the  re- 
searches of  Booth  and  Rowntree  show,  are  the  main 
causes  of  poverty,  especially  in  the  lowest  income 
bracket. 

“Fifth,  it  protects  the  aged  and  those,  like  the 
blind  and  deaf,  who  are  at  present  hopeless  depend- 
ents of  charity. 

“Sixth,  it  provides  for  the  vital  elements  of  life, 
childbirth,  death  and  marriage,  in  each  case  modest- 
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ly  but  far  more  adequately  than  at  present. 

“Seventh,  it  simplifies  the  whole  process  of  ad- 
ministration by  entrusting  the  objectives  involved  to 
a single  Ministry  of  Social  Security,  where  these  are 
now  entrusted  to  the  overlapping  zeal  of  some  eight 
ministries. 

“Eighth,  it  abolishes  the  necessity  of  the  means 
test  for  relief— a method  that  has  been  one  of  the 
most  fruitful  causes  of  class  hatred  in  the  last 
generation. 

“Ninth,  it  is  a contributory  scheme  that  on  any 
rational  calculation  is  well  within  the  compass  of  the 
taxable  capacity  of  the  British  nation. 

“Tenth,  it  is  simple,  direct  and  intelligible— the 
main  political  administrative  merits  to  be  sought  in 
any  such  scheme.” 

In  spite  of  the  “revolutionary”  recommendations 
of  the  plan  Mr.  Laslti  believes  it  will  be  most  diffi- 
cult for  the  War  Cabinet  not  to  accept  the  plan 
generally  and,  if  rejected,  that  it  may  not  be  pos- 
sible for  the  Labor  Patty  to  continue  in  the  Na- 
tional Government. 

The  primary  interest  for  the  medical  profession 
of  course,  is  that  which  pertains  to  health  insurance. 
This  will  mean  a national  medical  service  in  which 
the  entire  hospital  system  will  be  controlled  by  local 
and  national  authorities.  On  our  own  side  of  the 
Atlantic  no  such  sweeping  reforms  have  been  seri- 
ously considered;  nevertheless,  most  of  the  prob- 
lems in  Britain  concerning  health  insurance  are  very 
like  our  own.  The  health  of  our  industrial  workers 
has  already  become  one  of  our  major  problems  and 
its  solution  may  be  eventually  worked  out  along 
very  broad  lines.  These  recent  words  of  Henry  J. 
Kaiser  before  the  National  Association  of  Manufac- 
turers may  hold  definite  prophecy:  “will  the  manu- 
facturers now  dare  to  organize,  finance  and  manage 
medical  centers  in  every  industrial  community, 
where  medical  service  could  be  purchased  on  an 
insurance  basis  at  a cost  which  would  bring  not  only 
skill  and  facilities,  but  all  the  advantages  of  research 
within  the  reach  of  common  man  and  at  the  same 
time  provide  the  doctors  of  America  with  a par- 
ticipation which  would  adequately  remunerate  them 
for  their  long  and  expensive  training?” 

The  physicians  of  America  can  no  longer  consider 
these  and  similar  proposals  merely  as  evolutionary 
trends,  for  they  are  unquestionably  part  of  a definite 
movement  toward  the  extension  of  medical  practice 
on  a broad  social  basis.  It  is  only  by  being  con- 
stantly aware  of  these  things  that  the  profession 


can  hope  to  place  itself  in  a position  to  aid  in  the 
direction  of  such  thought  to  proper  and  practical 
channels  for  the  common  good. 

The  Toxicity  of  Sulfonamide  Drugs 

It  is  always  interesting  to  note  the  professional 
and  public  reaction  to  any  new  remedy  which  re- 
ceives large  publicity.  It  is  also  interesting  to  review 
the  literature,  say  five  or  ten  years  after  a drug’s 
introduction. 

Some  of  us  remember  when  strychnine  was  dis- 
pensed by  the  handful.  One  shot  of  “606”  cured 
syphilis.  Russian  Mineral  Oil  sold  for  $100  a quart. 
The  Gold  Cure  for  alcoholism  and  many  others  are 
now  relegated  to  innocuous  desuetude. 

Thus  it  is  with  the  widely  heralded  sulfonamides 
now  in  their  super  heyday.  Any  drug  capable  of 
such  astounding  changes  in  pathology  must  always 
be  searched  carefully  for  untoward  effects.  In  the 
papers  of  Drs.  Long  and  Irving,  published  in  this 
issue,  the  toxic  manifestations  of  the  sulfonamides 
are  well  set  forth  and  careful  reading  should  curb 
some  of  the  enthusiasm  now  rampant.  There  is  no 
question  of  the  usefulness  of  these  drugs  but  they 
should  only  be  used  when  indicated  and  under 
strict  supervision,  not  only  to  reduce  the  toxic  mor- 
tality but  to  prevent  the  sensitizing  of  future  pneu- 
monia patients  by  ill  advised  use.  These  papers 
should  receive  wide  circulation. 

Internes 

It  is  a “sellers’  market”  for  internes.  There  are 
many  more  positions  than  men  and  prospective 
internes  can  pick  and  choose  in  a way  that  has  never 
been  possible  before.  It  is  well  known  that  the 
quality  and  desirability  of  interneships  vary  in  the 
mind  of  the  recent  graduate.  Some  appointments  are 
much  more  sought  after  than  others  and  sometimes 
it  is  the  hospital’s  fault  that  interneships  offered  are 
not  attractive,  for  although  a large  amount  of  clini- 
cal material  may  be  available  in  the  hospital  it  is  not 
developed  to  the  best  advantage  for  a training  pro- 
gram for  internes. 

Service  in  small  hospitals  in  general  is  not  as 
appealing  as  in  hospitals  where  the  service  is  more 
active  and  varied.  An  institution  in  a small  city 
naturally  does  not  have  so  large  a number  of  patients 
as  a hospital  in  a more  populous  community.  It  is 
possible,  however,  and  many  instances  are  known 
where  smaller  hospitals  have  given  unusual  interne 
experience  because  the  members  of  the  attending 
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staff  have  realized  the  obligation  to  the  young  men 
serving  with  them  and  have  utilized  the  relatively 
small  number  of  patients  to  good  advantage.  Such 
hospitals  appreciate  that  a clinical  and  pathological 
teaching  program  set  up  by  the  staff  is  not  only  of 
great  value  to  the  interne  but  increases  the  efficiency 
of  the  entire  service.  Even  though  the  times  demand 
that  hospital  staff  members  be  busier  than  ever  the 
training  of  internes  must  be  judged  as  an  important 
function  of  the  staff.  If  this  is  not  done  some  hos- 
pitals are  going  to  find  themselves  without  interne 
assistance. 

Competition  between  hospitals  solely  on  the  basis 
of  cash  allowances  given  to  internes  is  not  certain  to 
be  sufficient  to  attract  adequate  staffs,  for  good 
interne  material  is  more  likely  to  be  attracted  by 
interesting  and  valuable  service  rather  than  a few 
extra  dollars  a month. 

In  Connecticut  there  is  an  opportunity  to  develop 
what  might  become  an  unique  type  of  interne  serv- 
ice. A number  of  our  larger  hospitals  have  interne- 
ships  which  have  long  been  considered  especially 
desirable.  These  hospitals  will  have  less  difficulty 
recruiting  their  staffs  than  some  of  the  smaller  in- 
stitutions. Some  time  ago  a proposal  was  discussed 
informally  that  might  lead  toward  the  development 
of  a cooperative  interne  service.  This  plan  con- 
templated that  the  large  hospitals  would  increase 
the  number  of  their  internes,  the  major  part  of 
whose  time  would  be  spent  in  those  hospitals;  how- 
ever, a few  months  of  each  appointment  would 
be  spent  in  a smaller  hospital  which  would  also 
maintain  an  adequate  educational  program. 

There  appear  to  be  advantages  in  this  proposal. 
First,  it  would  be  a means  whereby  qualified  small 
hospitals  would  be  assured  of  an  interne  staff  and, 
second,  it  may  be  admitted  that  there  is  a certain 
type  of  experience  and  a development  of  resource- 
fulness that  come  from  service  in  a small  hospital 
that  is  not  usually  acquired  in  the  larger  and  more 
complex  institution. 

Here,  surely,  is  a field  of  cooperative  service  that 
may  well  be  explored  during  this  time  of  emer- 
gency. 

Hartford  Entertains 

For  the  first  time  the  American  Laryngological, 
Rhinological  and  Otological  Society  is  meeting  in 
Hartford.  Section  meetings  are  replacing  many  of 
the  annual  meeting  of  the  national  medical  societies, 
thus  assisting  in  conservation  of  physicians’  time,  of 


transportation  facilities  and  of  gasoline  and  rubber. 
Hence  we  find  Hartford  host  on  January  15  to  the 
Eastern  Section  of  this  national  society.  The  meeting 
will  be  held  in  the  Hunt  Memorial  Building,  38 
Prospect  Street,  under  the  chairmanship  of  Edward 
J.  Whalen  of  Hartford,  and  will  be  a one  day  ses- 
sion. I he  detailed  program  appears  elsewhere  in 
this  issue.  Guest  physicians  will  be  welcome. 

LeRoy  A.  Wilkes 

For  the  past  nine  years  LeRoy  A.  Wilkes  has  been 
Executive  Officer  of  the  Medical  Society  of  New 
Jersey.  His  sudden  death  on  November  29,  1942 
constituted  a severe  loss  to  organized  medicine  in 
that  state  where  he  had  devoted  his  entire  time 
during  his  last  years,  ff  o his  friends  outside  of  New 
Jersey  he  appeared  in  the  best  of  health.  His  com- 
panionship at  the  Secretaries  and  Editors  Confer- 
ence in  Chicago  only  a few  days  before  his  death 
remains  as  a pleasant  memory. 

Fb*.  Wilkes  during  his  fifty-nine  years  developed 
an  unusual  well  rounded  life.  Born  in  South  Caro- 
lina and  educated  in  Philadelphia,  he  specialized  in 
pediatrics  during  his  early  years  as  a physician. 
Later  he  labored  gallantly  and  effectively  in  Child 
Welfare  both  at  home  and  abroad,  finally  turning 
to  organized  medicine  as  his  field  of  endeavor.  It 
was  while  serving  as  Director  of  the  Child  Hygiene 
Division  of  the  Bridgeport  Department  of  Health 
that  Dr.  Wilkes  became  a member  of  the  Connecti- 
cut State  Medical  Society  in  1919.  Fwo  years  latpr 
after  moving  to  I renton  he  transferred  his  member- 
ship to  the  New  Jersey  Society. 

LeRoy  W ilkes  was  a kindly  gentleman,  never 
lacking  in  loyal  and  affectionate  friends  wherever 
his  field  of  endeavor  brought  him.  By  lus  quiet,  re- 
seived  mannei  he  endeared  himself  to  many  and 
through  his  generous  nature  cultivated  many  friend- 
ships which  made  life  the  more  abundant  for  him. 
His  loss,  as  is  usual  with  such  statesmen,  is  an  lrre- 
paiable  one,  while  the  lesson  of  his  achievements 
should  encourage  those  who  remain  to  carry  out  his 
ideals. 

Dr.  Blanton  Retires  as  Editor 

Wyndham  B.  Blanton,  after  ten  years  of  service 
to  the  profession  of  Virginia,  has  retired  as  editor 
of  Virginia  Medical  Monthly.  Active  on  the  faculty 
of  the  local  medical  school  as  well  as  a medical  his- 
torian of  note,  Dr.  Blanton  has  brought  to  his  medi- 
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cal  journal  a broad  viewpoint  gathered  from  his 
years  of  experience  as  a writer,  in  addition  to  the 
benefit  of  his  position  as  clinician  and  teacher.  As 
an  editor  he  ranked  among  the  conservative  liberals, 
repeatedly  calling  attention  to  the  need  for  carefully 
planned  changes  in  the  practice  of  medicine  to  fit 
the  new  social  and  economic  pattern  of  life.  One 
paragraph  from  his  editorial  valedictory  is  worthy 
of  careful  thought  by  all  of  our  readers.  We  quote: 
“It  has  been  our  belief  that  the  ideals  of  a State 
medical  journal  should  not  be  very  far  removed 
from  the  ideals  of  the  medical  society  itself.  No 
medical  organization  has  a right  to  feel  proud  of  it- 
self if  it  is  ridden  by  pressure  groups,  and  is  con- 
cerned only  with  its  own  selfish  position.  If  we  can 
think  of  nothing  higher  than  the  conditions  which 
protect  us  in  our  work  from  competition,  even 
though  it  be  unworthy  competition,  we  are 
doomed.  We  will  continue  to  be  a noble  profession, 
looked  up  to  and  respected  by  the  public  only  if 
we  think  chiefly  in  terms  of  others  and  not  of  our- 
selves. We  will  fulfill  our  high  destiny  if  we  have  as 
our  objectives  such  worthy  purposes  as  a more 
equitable  distribution  of  medical  services,  smaller 
costs  for  special  services,  higher  standards  of  educa- 
tion and  the  abolishment  of  such  iniquities  as  the 
office  of  coroner  and  the  office  of  jail  physician  as 
they  are  at  present  provided  for  in  the  Virginia 
code  of  laws.” 

Dr.  Blanton  characterizes  the  medical  journal 
editor  as  a voice  crying  in  the  wilderness,  often 
with  no  language  but  a cry.  To  his  successor, 
M.  Pierce  Rucker  of  Richmond,  the  Journal  ex- 
tends its  sincere  good  wishes.  Virginia  medicine  has 
much  of  which  it  may  rightly  be  proud. 


Have  You  Registered? 

In  accordance  with  Section  2389  of  the 
General  Statutes  (1930)  as  amended  in  1935 
and  1939  every  physician  residing  and  prac- 
tising within  the  State  must  register  with  the 
State  Department  of  Health  during  the  month 
of  January.  No  notice  will  be  sent  to  each 
physician  but  he  is  expected  to  use  the  appli- 
cation form  attached  to  registration  certificate 
for  1942,  enclosing  fee  of  two  dollars  ($2.00) 
with  his  application. 

January  31  is  the  dead  line!  Attend  to  it 
NOW! 


Call  for  Nurses 

The  American  Red  Cross  has  issued  a call  for 
3,000  nurses  a month,  2,500  for  the  Army  and  500 
for  the  Navy.  Believing  this  to  be  a community 
problem  the  Red  Cross  is  asking  all  eligible  nurses 
to  recognize  their  responsibility,  and  all  employers 
to  replace  such  eligible  nurses  with  older  or  married 
nurses  who  may  be  excluded  from  military  service. 
Good  nursing  in  the  Armed  Forces  means  not  only 
that  the  chances  of  our  sons  coming  back  are 
greater,  it  also  means  that  their  chances  of  coming 
back  sound  in  body  and  mind  are  better. 

Eligible  nurses  are  urged  to  join  the  Red  Cross 
reserves,  either  through  the  Local  Committee  on 
Red  Cross  Nursing,  or  at  555  Asylum  Street,  Hart- 
ford, or  by  writing  to  the  Nursing  Service,  Ameri- 
can Red  Cross,  Washington,  D.  C. 


Prepaid  Service  in  West  Virginia 

The  Council  of  the  West  Virginia  State  Medical 
Association  recently  adopted  a resolution  calling 
for  the  introduction  into  the  next  session  of  the 
legislature  of  a bill  providing  for  the  organization 
and  operation  of  non  profit  medical  service  or  hos- 
pital service  corporations  in  West  Virginia. 


Army-Navy  "E”  to  Winthrop  Chemical 
Company 

Twin  ceremonies  on  Thursday,  December  17— 
one  in  Rensselaer,  N.  Y.,  and  the  other  at  the  Hotel 
New  Yorker  in  New  York  City— marked  presenta- 
tion of  the  Army-Navy  “E”  to  Winthrop  Chemical 
Company.  Principal  speakers  at  both  ceremonies 
were  Brig.  General  Charles  Clark  Hillman,  chief  of 
professional  service  of  the  Surgeon  General’s  office 
of  the  War  Department;  Rear  Admiral  Charles  S. 
Stephenson,  head  of  the  division  of  preventive  medi- 
cine, Bureau  of  Medicine  and  Surgery,  Navy  De- 
partment; and  Dr.  Morris  Fishbein,  editoi  of  the 
Journal  of  the  American  Medical  Association. 

The  Armv-Navy  E flag  was  accepted  for  Win- 
throp’s  plant  at  Rensselaer  by  Dr.  A.  F.  Sherndal, 
plant  superintendent,  who  was  responsible  for  the 
atabrine  research  which  freed  the  United  States 
from  dependence  on  foreign  sources  for  supplies 
required  in  the  production  of  atabrine.  In  New 
York,  Dr.  Theodore  G.  Klumpp,  president,  ac- 
cepted the  flag  on  behalf  of  the  management. 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 

THE  PROCUREMENT  AND  ASSIGNMENT  SERVICES  IN  1943 


'T'he  reorganization  of  the  War  Manpower  Com- 
mission  will  have  a favorable  effect  on  the  op- 
eration of  the  Procurement  and  Assignment  Serv- 
ice. Placing  the  Selective  Service  in  the  War  Man- 
powei  Commission  and  under  the  direction  of  the 
Commissioner  of  War  Manpower,  Mr.  McNutt, 
should  make  for  better  understanding  of  the  Pro- 
curement and  Assignment  Service  on  the  part  of  the 
Selective  Service  and  make  possible  the  accomplish- 
ment of  the  objectives  of  the  Procurement  and 
Assignment  Service  by  official  directive  rather  than 
coercion. 

A low  per  cent  of  figures  for  1942  quota  on  the 
Connecticut  quota  for  medical  officers  has  been 
published  recently  and  may  be  confusing.  The 
figuies  were  compiled  on  November  1,  and  included 
only  those  Connecticut  physicians  who  were 
actually  on  active  duty,  probably  not  later  than 
October  15,  because  it  takes  about  two  weeks  for 
information  to  travel  from  the  Adjutant  General’s 
Office  of  the  Army  and  the  Bureau  of  Medicine 
and  Surgery  of  the  Navy  to  the  statistical  section 
of  the  Procurement  and  Assignment  Service  in 
Chicago.  In  addition  to  the  members  listed  there 
are  already  enough  Connecticut  physicians  ap- 
pointed to  commissioned  status  but  not  yet  on  active 
duty,  to  complete  the  1942  quota. 

The  Army,  Navy  and  Public  Health  Services  will 
require  additional  commissioned  personnel  and  the 
Procurement  objective  for  1943  must  be  given 
serious  consideration.  1'he  State  quota  for  1943  has 
not  yet  been  officially  announced,  but  it  may  be 
said  that  between  November  1,  1942  and  November 
1,  1943  Connecticut  will  be  expected  to  furnish  284 
additional  medical  officers.  Of  this  number  probably 
at  least  100  will  have  been  ordered  to  duty  between 
November,  1942  and  January,  1943  from  the  num- 
ber of  men  already  appointed  and  not  ordered  to 
active  duty  and  those  with  applications  pending. 
Therefore,  subject  to  later  revision,  it  appears  that 
this  State  will  be  required  to  furnish  somewhere  in 
the  neighborhood  of  160  to  175  more  medical 


officer  recruits  during  the  first  ten  months  of  1943. 
In  order  to  have  this  number  actually  commissioned, 
it  will  be  necessary  to  have  about  225  applicants 
since  approximately  20  per  cent  are  lost  because  of 
physical  or  other  disqualifications.  Physicians  serv- 
ing as  internes,  residents,  or  in  full  time  public 
employ,  who  are  commissioned,  are  not  to  be 
counted  in  the  1943  quota. 

1 he  allocation  of  the  1943  requirements  by 
counties  has  not  yet  been  computed  accurately  but 
for  the  purposes  of  general  consideration,  it  may  be 
assumed  that  h airfield  County  will  be  required  to 
furnish  about  60  applicants,  Hartford  County  about 
70,  Litchfield  County  about  5,  Middlesex  County 
about  10,  New  Haven  County  about  70,  New  Lon- 
don County  about  10,  Tolland  County  about  1 or 
2,  and  Windham  County  probably  3 or  4.  The 

1 942  quota  was  met  with  only  a minimum  disturb- 
ance of  civilian  medical  practice  but  before  the 

1943  requirements  can  be  met  it  is  certain  that  a 
revision  of  some  essential  qualifications  will  be  re- 
quired. The  majority  of  men  to  be  recruited  in  the 
coming  year  must  come  from  the  larger  cities  be- 
cause many  of  the  smaller  communities  are  already 
at  a dangerous  minimum  of  medical  personnel. 

The  1943  method  of  procedure  will  be  for  the 
Procurement  and  Assignment  headquarters  in 
Washington  to  make  a monthly  call  on  the  State 
and  the  names  of  a sufficient  number  of  physicians 
to  meet  this  call,  with  some  extra  to  provide  for 
loss,  will  be  sent  on  or  about  the  first  of  each  month 
to  Procurement  and  Assignment  headquarters  by 
the  State  Procurement  and  Assignment  office. 
Washington  headquarters  will  then  send  a letter  to 
the  physicians  on  the  list  submitted,  informing  them 
that  they  have  been  placed  on  the  list,  and  call  upon 
them  to  apply  for  a commission  in  either  the  Army 
or  Navy,  according  to  their  choice.  What  the  re- 
sponse to  this  invitation  to  apply  for  a commission 
will  be,  no  one  has  vet  foreseen.  Neither  has  it 
been  determined  what  plan  will  be  followed  with 
those  physicians  who  decline  to  apply  for  a com- 


THE  SECRETARY’S  OFFICE 


43 


mission  when  asked  to  do  so. 

The  recent  Selective  Service  regulation  concern- 
ing registrants  who  have  passed  their  38th  birthday 
has  caused  some  confusion  in  relation  to  physicians 
and  others  applying  for  commissions.  The  facts  are 
as  follows: 

(a)  The  military  liability  for  registrants  in  all 
classes  between  38  and  45  has  not  been  changed, 
(b)  The  Army  has  said  that  it  does  not  wish  to 
have  any  more  selectees  who  are  over  38  inducted 
for  enlisted  service  and  registrants  over  38  are,  for 
the  present  at  least,  not  faced  with  induction  as 
soldiers  but  their  liability  for  military  service  is  not 
ended,  (c)  The  new  regulation  which  stopped  vol- 
untary enlistment  does  not  preclude  physicians 
applying  for  commissions  in  either  the  Army  or  the 
Navy  but  in  every  instance  such  applications  must 
be  accompanied  by  a clearance  report  for  the  Pro- 
curement and  Assignment  Service  stating  that  the 
applicant  is  available  for  military  duty. 

1943  Annual  Meeting 

The  Council  has  determined  that  the  151st  an- 
nual meeting  of  the  Society  will  be  held  in  New 
Haven,  on  Alay  26  and  27,  1943.  The  House  of 
Delegates  will  meet  on  Tuesday,  May  25.  Because 
of  the  war  emergency,  the  place  where  the  meet- 
ing will  be  held  has  not  yet  been  decided  but  inso- 
far as  possible  the  character  and  program  of  the 
meeting  will  not  be  changed. 

The  local  arrangements  for  the  meeting  are  in 
charge  of  a committee  of  which  Ralph  W.  Nichols 
of  New  Haven  is  chairman,  assisted  by  Marion  E. 
Howard,  Allan  K.  Poole,  William  C.  McGuire, 
Maxwell  Lear,  Samuel  B.  Rentsch  of  Derby,  Don- 
ald T.  Hughson  of  Madison,  Theodore  S.  Evans, 
also  Mr.  James  A.  Hamilton,  Associate  Member  of 
the  Society,  William  J.  H.  Fischer,  Milford,  Presi- 
dent of  the  New  Haven  County  Association,  and 
Ralph  E.  McDonnell,  Secretary  of  the  New  Haven 
County  Association. 

The  scientific  program  for  the  meeting  is  being 
arranged  under  the  direction  of  Berkley  M.  Parme- 
lee,  chairman,  Bridgeport,  Sidney  S.  Quarrier, 
Hartford,  and  Harold  M.  Marvin,  New  Haven. 

Dues  For  1943 

The  House  of  Delegates,  voting  by  a postal  ballot 
in  which  votes  were  returned  by  all  but  four  mem- 
bers of  the  House,  adopted  the  budget  for  1943  as 


proposed  by  the  Council  and  approved  the  dues 
assessment  of  $15,  per  member,  for  the  year  of  1943. 

December  Council  Meeting 

1 he  Monthly  Meeting  of  the  Council  was  held 
on  December  16. 

Statement  To  The  Public 

In  the  belief  that  the  people  of  Connecticut 
should  be  properly  informed  relative  to  the  de- 
mands of  time  on  physicians  during  the  period  of 
the  war  emergency,  The  Council  has  approved  a 
statement  to  the  public  in  this  connection. 

It  does  not  appear  that  there  will  be  an  immedi- 
ate shortage  of  physicians  in  any  community  in  this 
State  but  the  entry  into  the  military  services  of  a 
large  number  of  Connecticut  physicians  has  created 
the  necessity  for  a careful  consideration  of  available 
medical  service  in  order  that  it  may  be  made  to 
meet  the  demands  of  the  care  of  our  people.  In  order 
to  aid  the  best  and  most  efficient  utilization  of 
physicians'  time  The  Connecticut  State  Medical 
Society  makes  these  stiggestions  to  the  people  of 
Connecticut. 

1.  Call  the  physician  to  your  home  only  when 
necessary . Go  to  his  office  when  you  can. 

2.  Help  your  doctor  to  plan  proper  use  of  his 
time  by  calling  him  before  nine  o'clock  in  the  morn- 
ing whenever  possible. 

5.  Have  an  examination  at  the  first  sign  of  sick- 
ness. This  helps  to  prevent  long  and  serious  illness. 

4.  Some  conditions  require  treatment  in  the  hos- 
pital but  hospitals  are  crowded  and  if  your  physi- 
cian is  able  to  take  care  of  you  at  home  you  are 
urged  to  follow  his  advice. 

5.  When  you  call  your  doctor's  office  by  tele- 
phone do  not  insist  on  speaking  with  him.  Tele- 
phone conversations  are  often  prolonged  and  take 
valuable  time.  Give  your  message  to  his  nurse  or 
office  attendant. 

6.  Every  physician  left  in  civilian  practice  is  prob- 
ably doing  a lot  of  extra  work  in  industry  and 
public  health  and  serving  with  drafts  boards,  that 
you  may  not  know  about,  the  demands  upon  his 
time  are  ever  increasing.  Help  your  doctor  to  con- 
serve his  health  by  avoiding  unnecessary  responsibil- 
ities for  him  and  do  not  expect  too  many  frills  in 
your  medical  care  these  days.  The  population  of  our 
State  has  increased  and  more  medical  service  has  to 
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be  given  by  two-thirds  as  many  physicians  as  we 
had  a year  ago  but  there  are  still  enough  to  go 
around. 

A placard  bearing  this  statement  will  soon  be 
distributed  to  members  of  the  State  Society  and 
local  Societies  are  urged  to  reprint  it  for  their  mem- 
bers to  distribute  to  their  patients. 

Blackout  Regulations  for  Physicians 

At  the  request  of  Mr.  Austin  Purves,  Jr.,  Black- 
out Director  of  the  State  Defense  Council,  the 
Council  appointed  James  R.  Miller,  Arthur  B. 
Landry,  and  Stanley  B.  Weld,  a Conference  Com- 
mittee to  meet  with  the  State  Defense  Council  to 
determine  policies  and  regulations  relative  to  the 
movement  of  physicians  during  blackouts. 

Committee  on  Public  Policy  and  Legislation 

Harry  S.  Frank  has  been  appointed  a member  of 
the  Committee  on  Public  Policy  and  Legislation  to 
succeed  Joseph  A.  Beauchemin,  who  is  now  an 
officer  in  the  Navy. 

A Course  in  Anesthesia  for  Dentists 

The  Council  approved  a proposal  from  the  Den- 
tal Association  from  the  State  Defense  Council  that 
courses  in  anesthesia  be  made  available  to  dentists 
in  the  State  in  order  that  their  services  may  be  used 
for  that  purpose,  in  emergency. 

Oleomargarine 

The  Public  Health  Committee  recommended  that 
the  Council  suggest  to  the  Dairy  and  Food  Com- 
missioner of  Connecticut  that,  because  of  the  im- 
pending butter  shortage  that  Oleomargarine  be 
made  more  readily  purchasable. 


Rheumatic  Heart  Disease  Campaign 

An  intensive  educational  program  on  rheumatic 
fever  and  heart  disease  has  been  launched  by  the 
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Metropolitan  Life  Insurance  Company  with  the 
cooperation  and  advice  of  the  American  Heart 
Association,  the  Academy  of  Pediatrics,  and  the 
Crippled  Children’s  Division  of  the  U.  S.  Children’s 
Bureau. 

1 he  purpose  of  this  activity  is  twofold.  Through 
popular  literature,  addresses,  radio  programs,  news 
releases,  and  advertisements  the  public  will  be  ac- 
quainted with  the  newer  knowledge  of  rheumatic 
fever  and  rheumatic  heart  disease,  and  their  special 
war  time  significance  in  overcrowded  and  insanitary 
environments.  The  program  will  stress  the  import- 
ance of  early  diagnosis,  proper  care  for  rheumatic 
fever  victims,  and  the  declining  mortality  rate 
among  children  in  the  younger  age  groups.  The 
Metropolitan  is  using  the  services  of  its  Field  Staff 
in  some  three  thousand  communities,  and  it  expects 
to  reach  over  a million  homes. 

An  equally  important  objective  of  this  program 
will  be  to  distribute  to  the  medical  profession  up-to- 
date  literature  covering  various  aspects  of  the  rheu- 
matic fever  problem.  The  printed  materials  for 
physicians  will  include  a clinical  booklet  which  sets 
forth  in  concise  form  the  modern  concept  of  the 
disease,  criteria  for  its  early  diagnosis  and  treatment, 
methods  of  managing  the  disease  and  recognizing  its 
cardiac  involvements.  This  booklet  is  being  devel- 
oped in  collaboration  with  special  committees  of  the 
American  Heart  Association  and  the  Academy  of 
Pediatrics.  The  membership  of  these  committees 
include:  Drs.  T.  Duckett  Jones  and  Edward  F. 
Bland  of  Boston;  Arthur  C.  DeGraff,  Ann  G.  Kutt- 
ner,  Homer  Swift,  and  A.  T.  Martin  of  New  York 
City;  Ethel  C.  Dunham  and  O.  F.  Hedley  of  Wash- 
ington, D.  C;  Hugh  McCulloch,  St.  Louis  and  Stan- 
ley Gibson  of  Chicago.  Others  being  consulted  in- 
clude Dr.  May  G.  Wilson,  New  York  City;  Dr. 
Albert  Kaiser,  Rochester;  Dr.  David  Rutstein, 
Albany;  and  Dr.  Elizabeth  Huse,  Washington,  D.  C. 

This  program  marks  the  first  time  that  a national 
educational  campaign  has  been  undertaken  to  reach 
the  general  public  and  the  medical  profession  with 
rheumatic  fever  literature,  especially  prepared  ac- 
cording to  the  needs  and  interests  of  each  group. 


IF  YOU  HAVE  NO  PRIORITY  — for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention— a bandage  scissor,  or  an  x-ray 
machine— call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,” 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 

(SEE  PAGE  2) 
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THE  CONNECTICUT  HOSPITAL  ASSOCIATION 

Anna  M.  Griffin,  President  I.  S.  Geeter,  m.d.,  Vice-President 

William  B.  Sweeney,  Secretary  Helen  Nivison,  Treasurer 

The  hospitals  in  Bridgeport— St.  Vincent's  and  Bridgeport  Hospital— have  done  a splendid  job  in  co- 
operation with  the  State  Health  Department  in  an  effort  to  meet  the  emergency  situation  governing  the 
care  of  maternity  cases.  We  are  indebted  to  Mr.  Bartine  for  the  following  material  which  is  sent  out 
to  each  one  of  the  maternity  patients  as  they  are  registered  for  hospitalization. 


Mrs. Patient  of  I)r. 

Either  Bridgeport  Hospital  or  St.  Vincent’s  Hos- 
pital will  be  pleased  to  make  reservation  for  you  as 
a maternity  patient.  In  order  to  assure  you  and  your 
baby  the  best  care  possible  during  this  war  emer- 
gency, the  following  regulations  have  been  adopted 
by  these  hospitals  in  cooperation  with  the  State 
Department  of  Health: 

1.  Your  doctor  will,  or  has,  registered  with  the 
hospital  of  your  choice  your  name  and  the  expected 
date  of  your  baby’s  birth. 

2.  Particularly  if  this  is  your  first  baby,  and  if 
you  are  not  planning  periodic  instruction  from  your 
doctor,  you  will  profit  by  attending  the  series  of 
classes  for  expectant  mothers  being  given  by  the 
Visiting  Nurse  Association.  These  classes  will  teach 
you  how  best  to  care  for  your  infant  after  it  arrives. 
All  this  will  be  a valuable  supplement  to  the  instruc- 
tion you  will  receive  while  a patient  at  the  hospital. 

You  may  arrange  to  attend  these  preparatory 
classes  bv  calling: 

Miss  Amelia  Meyersieck,  Director 
Visiting  Nurse  Association 
297  Golden  Hill  Street 
(Telephone  4-3168) 

Bridgeport,  Connecticut 

3.  In  order  to  give  the  advantages  of  hospital  care 
to  as  many  mothers  as  possible,  but  help  relieve 
crowded  conditions  in  hospitals  in  Bridgeport  and 
all  of  Connecticut,  you  should  plan  to  limit  your 
stay  to  seven  days  after  delivery.  1 his  is  in  accord- 
ance with  regulations  of  the  Public  Health  Com- 
mittee of  the  State  Medical  Society.  Your  physician 
will  himself  suggest  it  if  he  thinks  your  condition 
warrants  your  staying  longer  in  the  hospital. 

4.  Your  relatives  and  friends,  of  course,  will  be 
very  interested  in  you  and  your  baby.  However, 
we  are  sure  they  will  realize,  as  you  do,  how  im- 
portant it  is  that  you  keep  telephone  lines  at  the 


hospital  open  at  all  times  for  all  possible  emer- 
gencies. Accordingly,  please  ask  your  friends  to  call 
your  home,  rather  than  the  hospital,  for  informa- 
tion about  you. 

5.  We  can  all  imagine  how  difficult  it  is  to  give 
proper  care  to  flowers  sent  to  the  hospital  for 
patients.  Through  the  cooperation  of  the  Florists’ 
Association  of  Bridgeport,  flowers  sent  to  the  hos- 
pital will  be  placed  in  chemically  treated  containers, 
the  flowers  already  expertly  arranged.  All  that  will 
be  required  will  be  to  add  water  to  the  container. 
Everyone  is  confident  this  way  of  handling  flowers 
will  please  you  as  it  has  others.  Only  flowers  in  such 
containers  will  be  accepted  in  the  Maternity  De- 
partment. 

6.  It  is  requested  that  you  cooperate  further,  in 
this  emergency,  by  nursing  your  baby  if  possible. 

7.  Because  of  your  shortened  stay  in  the  hospital 
everything  must  be  arranged  so  that  you  will  regain 
your  strength  as  quickly  as  possible.  It  has  been 
observed  that  too  many  visitors  exhaust  the  patient, 
aside  from  increasing  the  chances  of  infection  and 
slowing  nursing  service.  Accordingly,  your  visitors 
will  be  limited  to  the  child’s  father  and  grandpar- 
ents. (Assuming,  of  course,  that  they  do  not  have  a 
cold  or  other  infection.) 

Visiting  hours,  for  private  patients  as  well  as 
others  in  the  Maternity  Department  will  be  from 
7:00  to  8:00  p.  m.  daily  with  only  two  visitors  ad- 
mitted at  a time.  Your  baby  will  be  shown  to  your 
husband  once  during  your  stay. 

8.  Ritual  circumcision,  normally  on  the  eighth 
day,  should  be  planned  for  your  own  home  rather 
than  the  hospital.  This  is  to  allow  for  the  usual 
number  of  witnesses  who,  under  conditions  prevail- 
ing  today,  cannot  be  admitted  to  the  maternity 
department  with  safety  to  patients,  inasmuch  as  the 
time  consuming  precautions  taken  in  the  past  (in- 
cluding isolation  of  the  infant  after  the  ceremony) 
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are  not  feasible  now.  In  the  event  a prolonged  stay 
makes  it  mandatory  that  the  ceremony  be  held  in 
the  hospital  witnesses  must  be  limited  to  three. 
(This  has  the  sanction  of  rabbinical  law.) 

9.  The  hospital  will  supply  all  necessary  nursing 
attention  to  assure  your  safe  care.  Most  patients  are 
cooperating  in  the  present  emergency  by  limiting 
their  requests  for  special  attention  and  in  this  way 
sharing  the  time  of  nurses  fairly  with  other  patients. 
Unless  your  physician  feels  it  absolutely  essential, 
please  do  not  engage  special  duty  nurses. 

10.  If  you  or  any  member  of  your  family  is 
suffering  from  an  infection  or  contagious  condition, 
please  notify  your  physician  before  you  are  ad- 
mitted to  the  hospital  in  order  that  special  prepara- 
tions may  be  made  to  care  for  you.  This  is  for  your 
safety  and  the  baby’s  safety. 

1 1 . Never  before  have  we  realized  so  fully  the 
importance  of  having  proper  information  recorded 
on  the  birth  certificate.  Please  have  the  following- 
data  available  when  you  come  to  the  hospital.  It 
will  be  helpful  if  you  have  it  written  out. 

You  Your  husband 

Maiden  name 

Date  of  birth Date  of  birth 

Place  of  birth Place  of  birth 

Occupation Occupation 

Where  employed Where  employed 

Social  security  number Social  security  number 

You  and  your  husband  should  decide  upon  a 
name  for  your  baby,  boy  or  girl,  before  the  birth 
of  the  infant  so  that  the  birth  certificate  may  be 
executed  in  full  immediately  after  the  child’s  birth. 
This  will  help  avoid  any  possibility  of  confusion 
in  later  years. 

12.  This  explanation  of  new  maternity  regula- 
tions, such  as  are  being  adopted  throughout  the 
state  because  of  the  necessities  of  the  war,  is  given 
you  now'  so  that  you  may  be  sure  the  hospital  will 
give  every  service  and  attention  your  safety  re- 
quires, while  at  the  same  time  extending  similar 
service  to  the  many  others  being  admitted  to  our 
hospitals. 


MINUTES  OF  MEETING  OF 
BOARD  OF  TRUSTEES 
November  20,  1942 

The  meeting  of  the  Board  of  Trustees  of  the  Connecticut 
Hospital  Association  opened  at  10:00  a.  m.,  November  20, 


1942  at  the  Veterans’  Hospital,  Rocky  Hill,  Connecticut, 
with  President  Anna  M.  Griffin,  presiding.  Members  present: 
Miss  Nivison,  Treasurer;  Dr.  Allen;  Air.  Sweeney,  Secretary; 
Dr.  Geetter. 

Voted:  That  the  minutes  of  the  previous  meeting  be  ap- 
proved as  distributed  by  the  Secretary. 

Secretary  reported  that  he  had  also  distributed  copies  of 
the  “Report  of  the  Board  of  Trustees  for  the  Assembly”  to 
members  of  the  Board. 

Voted:  That  the  Report  of  the  Board  of  Trustees  be  ap- 
proved for  the  Assembly. 

Application  for  personal  membership  in  the  Association 
was  presented  from  Dr.  John  C.  White,  Managing  Director 
of  the  New  Britain  General  Hospital. 

Voted:  That  Dr.  John  C.  White  be  accepted  as  a personal 
member  to  the  Association. 

Suggestion  was  made  that  a Roll  Call  be  called  at  the 
Assembly  so  that  delegates  from  member  hospitals  could 
identify  themselves  to  the  other  members. 

Voted:  1 hat  the  Board  unanimously  request  Dr.  I.  S. 

Geetter  to  reconsider  his  resignation  as  Trustee  and  that  we 
urge  him  to  continue  his  present  offices  in  the  Association. 

Secretary  reported  on  statement  submitted  to  Mr.  Chester. 

Voted:  That  the  Secretary’s  statement  to  Mr.  Chester  be 
approved  as  official  statement  of  the  Association.  Copy  fol- 
lows: 

“ I he  Hospitals  of  the  State  are  interested  in  any  program 
that  will  facilitate  the  return  to  good  physical  health  of  our 
people  and  restoration  of  the  earning  power  of  the  individual 
towards  the  program  of  winning  this  war. 

“Such  cases,  following  thorough  examination  and  classifica- 
tion by  the  medical  authorities  in  industry,  should  be  ad- 
mitted where  necessary  for  hospital  care  on  a basis  com- 
parable with  that  of  other  employees  in  industry.  With  the 
scarcity  of  definite  information  available  at  the  preliminary 
meetings  as  to  the  types  of  disability,  it  is  difficult  to  deter- 
mine whether  the  volume  of  such  admissible  cases  would 
present  any  great  problem  to  the  hospitals  now  serving  the 
individual  centers.” 

Dr.  Allen  submitted  the  report  of  the  Arbitration  Com- 
mittee. (See  Convention  minutes.) 

Voted:  That  the  recommendations  of  the  Arbitration  Com- 
mittee be  adopted  and  presented  to  the  Assembly. 

The  Treasurer  reported  an  outstanding  bill  of  $23.41  for 
postage  and  Secretary’s  services. 

Voted:  Approval  of  above  bill  for  payment. 

Treasurer  reported  two  members  desiring  their  dues 
already  paid  to  apply  for  next  year.  She  was  instructed  to 
write  them  to  the  effect  that  dues  paid  after  fall  meeting  of 
convention  can  apply  to  next  year. 

Meeting  adjourned. 

Respectfully  submitted, 

William  B.  Sweeney,  Secretary. 

Note:  The  President  pointed  out  that  Aliss  Edith  Oddy  of 
Milford  was  a member  of  the  Nominating  Committee  instead 
of  Aliss  Nellie  K.  Ferguson. 
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MINUTES  OF  MEETING  OF 
CONNECTICUT  HOSPITAL  ASSOCIATION 
November  20,  1942 

The  fall  convention  of  the  Connecticut  Hospital  Associa- 
tion opened  with  a meeting  of  the  Assembly  at  n:oo  a.  m.  at 
the  Veterans’  Hospital,  Rocky  Hill,  Connecticut,  with  Presi- 
dent Anna  M.  Griffin  presiding. 

The  President  called  a Roll  of  the  members,  and  two  new 
members  were  introduced.  Dr.  John  C.  White,  Managing 
Director  of  New  Britain  General  Hospital  and  Roy  Brown, 
Assistant  Superintendent  of  Stamford  Hospital. 

The  Secretary  reported  that  the  minutes  of  the  previous 
meeting  had  been  distributed  and  were  also  published  in  part 
in  the  State  Medical  Journal. 

Voted:  That  the  minutes  be  approved  as  printed. 

Report  of  the  Board  of  Trustees 

Several  meetings  of  the  Board  of  Trustees  have  been  held 
at  the  Hartford  Hospital  through  the  courtesy  of  Dr.  Wilmar 
Allen,  Director,  with  President,  Miss  Anna  Griffin,  presiding. 

The  office  of  Secretary  has  endeavored  through  the  splen- 
did cooperation  of  Mr.  Sidney  Davidson,  Editor  of  the  Hos- 
pital Division  of  the  Medical  Journal,  and  also  by  mailing  to 
both  personal  and  institutional  members  bulletins  on  all  major 
activities  so  that  little  is  left  to  report  directly  to  the  mem- 
bership at  this  time. 

Resolutions  have  been  prepared  and  mailed  to  all  members 
of  Congress  advocating  a betterment  of  Priority  Regulations 
for  member  Hospitals.  We  are  pleased  to  report  splendid 
cooperation  on  the  part  of  our  Congressional  representatives, 
and  at  today’s  meeting  we  have  as  our  guest  a member  of 
the  hospital  field  whose  message  will  be  of  tremendous  value 
to  all. 

Follow  up  work  with  the  State  Welfare  Department  on 
the  billing  of  Dependent  Children  Cases  under  the  joint  state 
and  national  regulations  lias  secured  at  least  a compromise. 

The  Trustees  will  recommend  through  a special  com- 
mittee a request  for  a io%  increase  in  the  compensation  rates. 
Further  details  on  this  subject  I anticipate  will  be  furnished 
with  this  committee’s  report  at  today’s  meeting. 

The  Trustees  have  cooperated  with  the  State  Educational 
authorities  in  the  development  of  a Trained  Attendant  pro- 
gram which  is  now  functioning  at  the  New  Britain  State 
Trade  School.  Three  member  hospitals  are  cooperating  in 
this  course,  and  as  additional  classes  are  accepted,  more 
member  hospitals  will  be  asked  to  join  in  this  program. 

The  Trustees  will  present  for  your  consideration  today 
further  requests  under  provisions  of  the  Social  Security  Act 
through  the  State  Department  of  Health  for  the  purchase  of 
Hospital  care  under  Crippled  Children’s  or  Maternal  or  Child 
Health  programs. 

The  Trustees  during  the  ensuing  period  have  also  requested 
consideration  by  both  Connecticut  Group  Hospitalization 
Plans  for  consideration  of  adjustment  of  rates.  A state 
meeting  is  scheduled  for  this  week. 

Many  other  problems  have  been  presented  to  your  Board 
for  action  during  the  past  six  months,  some  of  which  have 
been  referred  to  special  committees. 


I he  Board  regrets  the  loss  of  the  services  of  Mr.  Fred 
Loase,  Trustee,  former  Superintendent  of  Greenwich  Hos- 
pital, whose  resignation  will  be  presented  to  the  Association 
today. 

Your  Secretary  was  appointed  to  the  post  of  State  Hos- 
pital Consultant  in  the  U.  S.  P.  H.  S.  in  July  and  assigned 
to  the  State  Civilian  Defense  Council  endorsed  by  your 
Association  Defense  Committee. 

Trustees  express  their  thanks  for  the  cooperation  of  all 
members  in  their  work  on  the  various  committees  and 
assignments. 

Respectfully  submitted. 

Board  of  Trustees. 

Voted:  To  accept  the  Report  of  the  Board  of  Trustees  as 
read. 

Dr.  Albert  W.  Buck  submitted  the  report  of  the  Advisory 
Committee  of  the  State  Board  of  Nurses  Examiners  stating 
essential  facts  would  be  covered  in  Miss  Ohlson’s  paper, 
submitted  at  the  afternoon  meeting. 

Report  of  the  Arbitration  Committee 

Your  Committee  was  instructed  to  request  an  increase  in 
payments  on  compensation  cases  from  the  Carriers. 

Since  the  per  diem  cost  of  nearly  all  hospitals  has  in- 
creased by  at  least  io%  since  November  i,  1941,  when  our 
present  agreement  began,  and  since  a 10%  surcharge  on  the 
board  and  care  rate  has  been  granted  in  New  York  State, 
your  Committee  requested  the  same  addition  for  Con- 
necticut. 

The  Carriers  after  reference  to  their  national  Executive 
Committee  have  offered  a surcharge  of  25  cents  per  day  for 
the  first  seven  days  of  each  patient’s  stay.  On  the  basis  of  an 
average  ten-day  stay,  this  equals  approximately  a 3 14  % 
increase. 

Your  Committee  recommends  that  the  Association  recom- 
mend to  its  member  hospitals  that  they  accept  this  offer, 
with  the  amendment  that  the  25  cents  a day  apply  through- 
out the  patient’s  stay;  and  that  this  agreement  be  in  effect 
for  six  months  from  November  1,  1942,  with  the  proviso 
that  rates  may  be  brought  up  for  reconsideration  during 
this  period  in  case  of  extraordinary  changes  in  costs. 

Respectfully  submitted, 
Wilmar  M.  Allen,  m.d., 

E S.  Geetter,  m.d. 

Dr.  Allen,  from  his  contacts  with  the  Insurance  Carriers, 
suggested  that  we  should  submit  an  x-ray  report  with  the  bill 
for  x-ray  and  also  an  itemized  list  of  drugs  when  charged. 

Voted:  That  the  Report  of  the  Arbitration  Committee  be 
approved  and  that  the  additional  cost  should  be  billed  as  a 
surcharge  of  25  cents  per  day  at  the  bottom  of  the  bill  and 
list  the  cost  per  day  for  Board  as  $5.25  for  Compensation 
Cases. 

Voted:  That  the  Secretary  should  notify  each  member 
hospital  to  present  this  plan  to  his  Board  to  see  if  the  Board 
will  accept  this  increase  in  rate  and  report  back  to  the  Com- 
mittee in  10  days  from  date  of  letter  received  from  Secretary. 

Suggestion  was  made  that  the  Association  adopt  a uniform 
rate  for  both  compensation  and  liability  cases. 
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Voted:  That  we  amend  the  previous  vote  that  the  Secre- 
tary recommend  also  when  he  writes  that  the  Hospital  charge 
the  same  for  liability  as  for  compensation  cases. 


Statement  of  Cash  Receipts  and  Disbursements 
Fiscal  year  ended  October  31,  1942 
Balance,  November  1,  1941: 

Birmingham  National  Bank,  Derby,  Con- 


necticut: Checking  account $1,139.18 

Derby  Savings  Bank,  Derby,  Connecticut: 

Savings  account  710.47 

$1,849.65 


Receipts: 

Institutional  dues: 

American  Hospital  Association  $1,279.11 
Connecticut  Hospital  Associa- 
tion   1,279.11 

2,558.22 


Personal  dues: 

American  Hospital  Association  240.00 
New  England  Hospital  Assem- 
bly   72.00 

Connecticut  Hospital  Associa- 
tion   72.00 

384.00 


Initiation  fee: 

American  Hospital  Association 10.00 

Interest  income— savings  account 17.44 

Advance— personal  membership  dues 8.00 

Refund— prior  year  institutional  dues— 

American  Hospital  Association 16.58 

Miscellaneous— overpayment  of  dues .08 


Total  receipts 


2,994.32 


$4,843.97 

Disbursements: 

American  Hospital  Association— dues  col- 
lected, less  commissions $1,298.67 

New  England  Hospital  Assembly— dues 

collected  72.00 

Refund  of  dues  collected  in  prior  year 43 .9 1 

Legal  services  528.00 

Stationery  and  printing 65.00 

Proportionate  cost  of  Connecticut  State 

Medical  Journal— year  1941 564.07 

Treasurer’s  bond  7.50 

Treasurer’s  expenses  21.77 

Secretary’s  expenses  50.94 

Delegate’s  expenses— Chicago  meeting 105.05 

Total  Disbursements  $2,756.91 


Balance,  October  31,  1942: 

Birmingham  National  Bank,  Derby,  Con- 


necticut: Checking  account $1,359.15 

Derby  Savings  Bank,  Derby,  Connecticut: 

Savings  account  727.91 

$2 ,08  7 .06 


November  19,  1942. 

'The  accounting  firm  of  Seward  & Monde  completed  their 
examination  of  our  Treasurer’s  records  for  the  Fiscal  Year 
ended  October  31,  1942,  and  have  reconciled  the  Cash  Bal- 
ances in  the  Checking  and  Savings  Accounts. 

The  following  comprises  the  auditors’  comments  on  their 
examination. 

The  statement  of  Cash  Receipts  and  Disbursements  has 
been  included  in  our  Treasurer’s  Report  and  has  been 
covered  in  detail  by  her. 

Respectfully  submitted, 

Carl  F Wieler, 

Chairman,  Auditing  Committee. 


Report  of  William  B.  Sweeney,  Delegate  to  the 
House  of  Delegates 

American  Hospital  Association  Convention 

To  the  members  of  The  Connecticut  Hospital  Association: 

I wish  to  report  attendance  at  all  of  the  meetings  of  the 
House  of  Delegates  at  the  Hotel  Jefferson,  St.  Louis, 
Missouri,  opening  Saturday,  October  10,  1942,  and  conclud- 
ing the  following  Wednesday. 

A great  deal  of  time  was  given  to  listening  to  the  reading 
of  detail  reports  from  the  many  standing  committees.  These 
reports  will  be  printed  in  detail  in  “Hospitals”  and  are 
omitted  from  this  report. 

A Resolution  from  Committee  recommending  a full  time 
representative  at  Washington  with  permanent  office  quarters 
provoked  much  discussion.  This  proposal  would,  in  effect, 
abolish  the  present  Commission  representing  the  three  hos- 
pital associations  that  have  functioned  so  efficiently  over  a 
period  of  time.  The  expenses  of  this  full  time  secretary  and 
office  personnel  would  be  provided  for  through  an  assess- 
ment on  member  institutions.  The  annual  expenses  estimated 
at  $30,000  per  year.  The  Board  of  Trustees  of  the  National 
Association  would  be  empowered  to  make  all  necessary 
arrangements.  The  above  Resolution  was  voted  with  con- 
siderable opposition. 

The  report  on  committees  concerning  Hospital  Care  re- 
ferred in  considerable  detail  to  the  many  Congressional  Acts 
related  to  Social  Security  trends.  Many  delegates  stressed  the 
further  development  of  Blue  Cross  activities  as  a substitute 
for  national  hospitalization  under  the  Social  Security  Act. 
Following  a long  day  of  discussion,  the  attached  Resolutions 
were  finally  adopted. 

Post  War  planning  for  Hospitals  was  another  subject  pro- 
voking much  discussion,  and  a National  Commission  was 
established  to  develop  plans.  The  details  of  this  program, 
quite  lengthy,  will  be  available  to  all  members  through  our 
Hospital  magazine. 

Resolutions  were  also  adopted  requesting  the  immediate 
establishment  by  each  Blue  Cross  Plan  of  low  cost  contracts 
for  service  in  minimum  rate  accommodations.  (See  attached 
detail  report.) 

Amendments  were  adopted  to  the  Constitution  concerning 
procedures  relative  to  alternates  replacing  absent  delegates 
at  the  session  of  the  House  of  Delegates. 

At  the  final  session  in  joint  meeting  with  the  Assembly, 
the  officers  of  the  National  Association  were  elected. 


Treasurer’s  report  was  accepted. 
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The  Convention  itself  was  well  attended;  the  exhibits  were 
varied  and  complete;  and  rite  session  programs  revolving 
around  the  problems  created  in  the  Hospital  field  as  a result 
of  war,  were  of  tremendous  value  to  all  who  had  an  oppor- 
tunity to  be  present. 

Respectfully  submitted, 

William  B.  Sweeney,  Delegate. 

Discussion  ensued  on  the  advisability  of  determining  the 
number  of  voters  employed  in  our  institutions  to  submit  to 
the  proposed  full  time  secretary  in  charge  in  Washington. 

Voted:  To  accept  Mr.  Sweeney’s  report  as  Delegate  to 
the  House  of  Delegates. 

Voted:  To  refer  to  the  Board  of  Trustees  the  question  of  a 
full  time  Secretary  in  Washington  from  the  National  Asso- 
ciation and  also  the  advisability  of  checking  up  on  the  num- 
ber of  voters  employed  in  our  hospitals. 

Mr.  Oliver  H.  Bartine  submitted  the  report  of  the  Council 
on  Government  Relations.  He  reported  that  there  were  no 
bills  to  be  presented  to  the  legislature  this  year  except  those 
concerning  Licensing  of  Nurses  and  Trained  attendants. 
Judge  Thomas  is  willing  to  work  with  us  upon  the  same  basis 
as  he  has  in  the  past  six  years,  he  stated. 

Dr.  Smith  reported  as  Chairman  of  the  Hospital  Day  Com- 
mittee that  no  reports  had  been  received  to  turn  in  to  the 
National  Hospital  Association  as  the  majority  of  the  hos- 
pitals did  not  participate  this  year. 

Dr.  Buck,  Chairman  of  the  Hospitalization  Committee  of 
the  Defense  Council,  brought  up  the  question  as  to  whether 
this  committee  should  still  function  since  the  State  Hospital 
Officer,  who  is  the  Secretary  of  the  Association,  has  been 
appointed.  Discussion  ensued,  Mr.  Sweeney  expressing  his 
opinion  that  some  such  committee  should  function  where 
lie  could  seek  advice. 

Voted:  That  we  express  our  appreciation  to  the  Hospitali- 
zation Committee  for  the  work  that  they  have  done  and  that 
state  activities  be  placed  in  the  hands  of  the  Board  of 
Trustees. 

The  report  of  the  Nominating  Committee  was  submitted 
as  follows:  President,  Miss  Anna  M.  Griffin;  Vice-President, 
Dr.  I.  S.  Geetter;  Secretary,  William  B.  Sweeney;  Treasurer, 
Miss  Helen  T.  Nivison. 

Mr.  Robert  N.  Brough  was  nominated  to  fill  the  one 
vacancy  in  the  Board  of  Trustees  caused  by  the  resignation 
of  Mr.  Fred  J.  Loase.  Mr.  Brough  asked  for  withdrawal  of 
his  name  for  nomination;  and  the  Nominating  Committee 
decided  to  meet  again  after  lunch  and  report  to  the  Assembly 
another  name  for  nomination. 

Secretary  read  the  resignation  of  Mr.  Fred  J.  Loase  as 
Trustee  and  as  a member  of  the  Connecticut  Hospital 
Association  which  was  presented  to  the  Board  of  I rustees 
this  morning  and  accepted. 

Secretary  read  the  application  for  personal  membership  of 
Dr.  John  C.  White,  Managing  Director  of  New  Britain  Gen- 
eral Hospital,  which  was  presented  to  the  Board  of  I rustees 
this  morning  and  was  approved. 

Voted:  To  accepted  Dr.  John  C.  White  as  a member  of 
our  Association. 

Secretary  read  to  the  Association  a statement  from  the 


Commissioner  of  Welfare  as  to  what  constitutes  a patient 
day  for  payment. 

Dr.  Martha  L.  Clifford,  Director  of  Bureau  of  Child 
Hygiene  and  Dr.  Louis  Spekter,  Chief  of  Crippled  Chil- 
dren’s Clinic  were  introduced  to  the  Assembly  and  spoke 
briefly  presenting  the  regulations  concerning  the  billing  and 
hospitalization  of  Crippled  Children  and  Maternity  Cases 
under  the  National  Security  Act  wherein  the  government 
has  proposed  a plan  of  payment  covering  full  cost  of  care. 
Much  discussion  ensued  concerning  this  bulletin  which  had 
been  sent  out  to  members  and  to  become  effective  July,  1943. 

Voted:  1 hat  the  Board  of  Trustees  give  the  matter  study 
and  then  make  a recommendation  back  to  the  member  hos- 
pitals. 

Dr.  Sperry,  Delegate  of  the  State  Medical  Society,  was 
introduced  to  the  Assembly  and  extended  the  greetings  and 
cooperation  of  the  Connecticut  State  Medical  Society. 

Mr.  Pfirman  asked  if  there  was  any  report  from  the  meet- 
ing of  the  Plans  for  Hospital  Care  in  New  Haven  on  No- 
vember 19.  Dr.  Allen  reported  that  he  did  not  consider  it 
was  in  order  to  discuss  for  the  Connecticut  Plan  for  Hos- 
pital Care  this  matter  as  several  member  hospitals  of  the 
Association  were  not  members  of  the  Plan.  He  did  report, 
however,  that  the  Plan  for  Hospital  Care  has  offered  5% 
additional  payments  of  amount  paid  to  hospitals.  At  the 
meeting  it  was  decided  to  appoint  a special  advisory  com- 
mittee from  among  member  hospitals  to  confer  with  the 
Connecticut  Plan  as  this  5%  did  not  seem  to  be  a sufficient 
increase  to  take  care  of  increased  costs  in  hospitals. 

Air.  Bartine  discussed  the  possibility  of  consolidation  of 
the  two  Plans  for  Hospital  Care  now  existing  in  Connecti- 
cut. Mr.  Brough  remarked  as  a member  of  the  Executive 
Committee  of  the  Norwalk  Plan  for  Hospital  Care  that 
there  is  very  little  chance  of  merging  of  the  two  companies 
at  the  present  time  as  this  was  considered  some  time  ago, 
and  the  Connecticut  Plan  was  not  in  accord.  Since  that  time 
the  assets  of  the  Norwalk  Plan  have  grown  proportionately 
larger,  and  a merger  is  rather  improbable  at  this  time. 

Considerable  discussion  followed  on  the  problem  of  Con- 
scientious Objectors  as  a possible  solution  to  the  labor  prob- 
lem affecting  member  hospitals.  It  was  decided  that  this 
matter  be  referred  to  the  Board  of  Trustees  and  that  a report 
be  made  in  the  immediate  future.  Dr.  Leak  stated  that  these 
Conscientious  Objectors  may  be  used  for  labor  in  state  in- 
stitutions and  possibly  any  additional  numbers  would  be 
used  in  the  voluntary  hospitals. 

Mr.  Everett  Jones,  Hospital  Consultant,  Bureau  of  Gov- 
ernmental Requirements,  Division  of  Industrial  Operation, 
War  Production  Board,  of  Washington,  was  then  introduced 
to  the  Assembly. 

Assembly  recessed  until  following  lunch.  The  Assembly 
reconvened  in  the  Auditorium  Building  at  2:15  p.  m.  for  the 
afternoon  program  as  follows: 

Priorities  and  the  Hospitals 

Everett  W.  Jones,  Washington,  D.  C.,  Hospital  Consult- 
ant, Bureau  of  Governmental  Requirements,  Division  of 
Industrial  Operation,  War  Production  Board 
Civilian  Defense  and  the  Hospital 

William  B.  Sweeney,  Hospital  Officer  U.  S.  P.  H.  S., 
State  Civilian  Defense 


50 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Nursing  Problems  of  Today 

Miss  Agnes  K.  Ohlson,  r.n.,  Secretary  State  Board  of 
Examiners  for  Nursing 
Open  Forum 

Mr.  Everett  Jones  outlined  in  considerable  detail  the 
methods  of  procedures  and  the  problems  in  Priority  in  so 
far  as  the  Hospital  field  is  concerned.  Some  notes  taken  on 
the  oustanding  points  in  his  speech  will  be  covered  in  an 
article  in  the  Hospital  Secetion  of  the  State  Medical  Journal 
at  an  early  date.* 

The  Secretary  has  also  requested  a copy  of  Miss  Ohlson’s 
paper  which  will  also  be  published  in  the  Journal. 

Much  of  the  material  covered  by  the  State  Hospital  Con- 
sultant will  be  included  in  a Manual  of  Procedure  to  be  sent 
out  at  an  early  date  to  all  hospital  officials. 

Following  the  program,  the  business  meeting  reconvened, 
and  the  Nominating  Committee  presented  its  complete  re- 
port, adding  to  their  previous  report  the  names  of  Mr. 
Richard  Hancock  and  Mr.  Howard  Pfirman  for  nomination 
as  Trustee  to  the  Board.  A ballot  was  taken,  and  Mr.  Richard 
j.  Hancock  was  elected  as  Trustee  to  fill  the  vacancy  exist- 
ing. 

Voted:  That  the  Secretary  cast  one  affirmative  ballot  to 
elect  the  nominee,  Mr.  Richard  J.  Hancock  as  1 rustee. 

Secretary  read  a letter  sent  by  Mr.  Davidson  suggesting 
that  the  Secretary  be  given  a monthly  salary  of  $50  per 
month  and  take  over  the  duties  as  Editor  of  the  Journal  in 
place  of  Mr.  Davidson.  Mr.  Sweeney  stated  that  his  present 
duties  would  prevent  accepting  any  such  proposition,  if 
offered.  Following  discussion,  it  was 

Voted:  That  Air.  Davidson’s  communication  be  referred  to 
the  Board  of  Trustees  for  whatever  action  they  desire. 

Vote  of  thanks  was  extended  to  Superintendent  Raymond 
F.  Gates  and  his  Assistants,  Major  Peck  and  Major  Sweet 
for  their  hospitality  and  service  rendered  to  the  Convention. 

The  delegates  spent  considerable  time  following  the  meet- 
ing on  a tour  of  inspection  of  the  very  modern  facilities  of 
the  Veterans’  Hospital. 

The  meeting  adjourned  at  5:00  p.  m. 

Respectfully  submitted, 

William  B.  Sweeney,  Secretary. 

*ln  the  November  issue  of  Modern  Hospital , on  page  64,  is 
an  article  which  should  be  read  with  great  care  by  all  of  the 
hospitals  superintendents.  It  covers  all  of  the  statements  made 
by  Mr.  Jones  at  the  State  Hospital  meeting. 


RESOLUTIONS  ADOPTED  BY 
TEIE  CONNECTICUT  STATE  HOSPITAL 
ASSOCIATION 

Whereas:  It  has  pleased  the  Creator  of  all  mankind  in  His 
infinite  wisdom  to  call  to  a higher  duty  our  late  friend  and 
associate,  James  S.  North,  it  is  fitting  that  full  recognition 
of  his  services  be  made  a matter  of  record. 

Whereas:  For  seven  years  Air.  James  S.  North  assumed 
the  duties  of  Superintendent  of  The  New  Britain  Hospital, 
and  gave  generously  of  his  time  and  energv  to  the  Hospital 
as  Administrator  and  in  service  on  the  Board  of  Directors 
for  twenty-one  years.  For  the  institution  he  met  the  critical 
problems  of  the  industrial  depression,  provided  for  the 
growth  of  the  Laboratory  and  X-ray  Departments,  and 
achieved  success  in  the  enlarged  new  building  program. 
Therefore,  be  it 

Resolved:  That  in  his  passing  the  community  has  lost  one 
of  its  most  beloved  and  highly  respected  citizens,  and  be  it 

Resolved:  That  this  Association  and  the  Hospital  field 

have  lost  a co-worker  and  friend  whom  we  admired  and 
respected  for  his  achievements  in  this  chosen  humanitarian 
effort.  Therefore  be  it 

Resolved:  That  the  heartfelt  sympathy  of  the  membership 
of  The  Connecticut  Hospital  Association  be  extended  to 
the  family  in  their  bereavement. 

Resolved:  That  these  Resolutions  be  spread  upon  the 
records  of  The  Connecticut  Hospital  Association,  and  that 
a copy  be  transmitted  to  the  family  and  to  the  Trustees  of 
The  New  Britain  Hospital. 

Harry  C.  Smith, 

Alanchester  Memorial  Hospital, 

James  A.  Hamilton, 

New  Haven  Hospital, 

William  B.  Sweeney, 

Windham  Community  Memorial  Hospital, 
Resolutions  Committee. 

November  Twenty 

Nineteen  hundred  and  forty-two 

Willimantic,  Connecticut 


New  Exchange  Publication 

We  welcome  to  our  list  of  exchange  journals  a 
new  publication,  Clinical  Proceedings,  the  Journal 
of  the  Cape  Town  Post-Graduate  Medical  Associa- 
tion, first  published  in  January  1942.  The  Journal 
comes  from  the  library  of  the  University  of  Cape 
Town,  South  Africa. 


BOOKS  — BOOKS  — BOOKS  The  next  time  you  have  a few 

minutes  to  spare,  why  not  stop  in  and  look  over  our  miniature  library.  Cur- 
rent editions  of  medical,  x-ray,  and  physical  therapy  publications  on  hand  for 
your  inspection.  For  a few  suggestions,  see  bottom  of  inside  front  cover. 
Professional  Equipment  Company,  36  Howe  St.,  New  Haven,  Connecticut. 


(SEE  PAGE  2) 
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PLANNING  FOR  DISASTER 

C.  F.  Yeager,  m.d.,  Bridgeport 


The  Author.  Medical  Supervisor,  Remington  Arms 
Co.,  Inc. 


Attempts  to  bomb  America  are  a distinct  possi- 
bility. The  term  “disaster”  as  used  here  refers 
to  any  sudden  and  extraordinary  situation  within 
a plant,  causing  injury  or  loss  of  life  to  a large 
number  of  employees. 

In  order  to  set  up  a sound  plan,  it  is  necessary  to 
have  a complete  knowledge  of  the  plant  layout,  the 
manufacturing  processes,  and  the  types  of  disaster 
which  may  take  place.  This  is  a fundamental  step. 
Although  it  would  be  impossible  to  make  plans  for 
the  management  of  every  conceivable  type  of  disas- 
ter, on  the  basis  of  present  day  war  conditions  the 
following  might  be  anticipated:  (1)  explosion,  (2) 
fire,  (3)  air  raid,  (4)  concerted  sabotage,  (5) 
poisoning,  (6)  epidemic,  (7)  flood.  Any  of  these, 
or  a combination  of  two  or  more,  might  make  it 
suddenly  necessary  to  care  for  a large  group  of 
employees.  The  chief  “focal  points”  of  a disaster  or 
“centers  of  action”  are:  the  site  of  the  disaster  itself, 
to  which  adequate  medical  aid  must  be  rushed;  the 
nearby  First  Aid  Stations,  where  the  less  seriously 
injured  must  be  evacuated;  and  finally  the  com- 
munity hospitals  of  the  surrounding  area,  to  which 
critical  cases  must  be  removed  for  hospitalization. 

FACILITIES 

In  most  plants  facilities  for  treating  those  injured 
in  minor  disasters  are  totally  inadequate  for  the  care 
of  one  or  two  hundred  injured.  1 he  Disaster  Plan, 
therefore,  must  provide  for  the  emergency  expan- 
sion of  present  facilities,  as  well  as  for  the  emer- 
gency mobilization  of  personnel  beyond  normal 
requirements.  Some  of  the  medical  and  hospital 
facilities  might  be  destroyed,  perhaps  even  the  Main 
Hospital  itself  in  the  event,  for  example,  of  an  air 


raid.  Additional  space  therefore,  should  be  selected 
for  emergency  medical  purposes,  possibly  in  office 
buildings  or  warehouses,  that  may  be  found  suitable. 
Where  the  Main  Hospital  and/or  some  of  the  First 
Aid  Stations  scattered  about  the  plant  are  destroyed 
the  remainder  could  adequately  meet  the  emer- 
gency. It  is  essential  that  the  hospitals  in  nearby 
towns  should  be  surveyed  periodically.  The  plant 
Medical  Department  should  be  thoroughly  ac- 
quainted with  their  location,  bed  capacity,  and  the 
approximate  number  of  cases  that  could  be  safely 
discharged  in  order  to  absorb  critical  cases  from  a 
disaster,  or  to  help  meet  the  serious  situation  that 
would  exist  if  the  Plant  Hospital  were  destroyed. 
Such  surveys  are  particularly  important  today  be- 
cause of  abnormal  shifts  of  population  brought 
about  by  the  war  effort.  Some  community  hospitals 
may  be  crowded  under  current  conditions.  Others 
may  have  available  bed  space.  Facilities  some  dis- 
tance from  the  plant  may  be  needed  in  emergency 
situation  and  can  be  used,  thanks  to  the  good  high- 
way system  in  our  country. 

An  effective  Disaster  Plan  would  provide  for 
emergency  treatment  for  all  critical  cases  prior  to 
evacuation,  even  to  neighboring  First  Aid  Stations. 
First  Aid  workers,  in  their  eagerness  to  do  some- 
thing immediately  for  critically  injured  employees, 
are  very  likely  to  let  their  good  intentions  run  away 
with  their  better  judgment.  They  must  be  taught 
again  and  again  not  to  transport  the  badly  injured 
before  emergency  treatment  has  been  rendered. 

A survey  of  available  ambulances  in  nearby  local- 
ities should  be  made,  and  the  telephone  numbers  for 
securing  them  promptly  should  be  conspicuously 
posted  and  accessible  to  those  responsible  for  the 
management  of  the  disaster.  Plant  trucks  and  station 
wagons  can  be  used  to  transport  seriously  injured 
employees  to  the  plant  hospital  or  First  Aid  Station 


Abstract  of  address  given  at  Conference  on  Industrial  Safety  and  Hygiene  conducted  by  the  Ordnance  Department,  Cin- 
cinnati,  September  18,  1942 
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hv  converting  them  into  ambulances.  This  is  readily 
accomplished  by  having  available  portable  stretcher 
racks  which  are  easily  placed  into  and  removed  from 
the  conveyance.  A number  of  these  stretcher  racks 
can  be  stored  very  conveniently  in  the  plant  garage. 

At  least  one  truck  should  be  set  aside  in  every 
Ordnance  Plant,  completely  loaded  with  supplies  to 
be  dispatched  to  the  scene  of  the  disaster  imme- 
diately. This  mobile  supply  truck  should  contain 
such  items  as  stretchers,  blankets,  cots,  splints,  ster- 
ile surgical  dressings  and  towels,  instruments  needed 
for  the  control  of  bleeding,  and  the  usual  medicinals 
which  are  necessary  before  transportation  of  the 
injured  is  undertaken. 

EQUIPMENT  AND  SUPPLIES 

Each  plant  should  prepare  its  own  list  of  emer- 
gency supplies  as  completely  as  possible.  The  list 
should  be  carefully  drawn  up  on  the  basis,  first,  of 
a complete  knowledge  of  the  manufacturing  pro- 
cesses in  that  particular  plant;  and  secondly,  upon  a 
knowledge  of  the  possible  type  of  disaster  which 
may  occur  there. 

PERSONNEL 

The  following  medical  and  first  aid  personnel  is 
considered  adequate  for  a plant  employing  10,000 
people,  operating  on  a three-shift  basis,  with  a Main 
H ospital  and  four  First  Aid  Stations: 

1 Medical  Director 
1 Assistant  Medical  Director 
5-6  Staff  Physicians 
1 Supervisor  of  Nurses 
30  Nurses 

3 Laboratory  Technicians 

4 X-ray  Technicians 

1 First  Aid  Instructor 
2,000  First  Aid  Workers 

Complete  Clerical  Staff 
Ambulance  Drivers 

SPECIFIC  DUTIES 

To  get  a better  idea  of  how  this  staff  is  organized 
and  prepared  for  an  emergency,  and  how  it  func- 
tions when  the  time  comes,  let  us  imagine  that  a 
disaster  has  taken  place  at  the  plant. 

a.  Doctors. 

The  Medical  Director,  or  his  assistant,  at  once 
takes  full  charge  of  the  medical  management  of  the 
catastrophe.  T he  physicians  on  duty  at  the  time 
hurry  at  once  to  the  scene  to  supervise  the  first  care 
of  the  injured,  quickly  survey  the  extent  of  the 


disaster  and  estimate  the  ultimate  requirements  that 
will  have  to  be  met  by  the  medical  organization. 

Meanwhile  doctors  not  on  duty  are  called  by 
telephone  and  told  to  report  immediately  to  the 
plant.  To  avoid  delay  in  reaching  the  plant  and 
gaining  admission  at  a time  when  the  patrol  force 
is  heavily  burdened,  they  carry  special  credentials, 
including  identification  conspicuously  placed  on 
their  automobiles.  They  go  at  once  to  the  Plant 
Hospital  to  manage  those  cases  sent  back  from  the 
scene  of  the  disaster.  Later,  the  physicians  at  the 
Main  Hospital  will  be  supplemented  by  the  field 
physicians  as  the  emergency  medical  work  at  the 
scene  diminishes.  This  is  necessary  because  many 
emergency  major  operations  may  be  required  be- 
fore patients  are  referred  for  hospitalization  out- 
side the  plant. 

In  the  meantime,  on  the  field,  care  is  taken  to 
tag  every  person  treated,  showing  the  injured’s 
name,  department  number,  and  all  important  infor- 
mation for  the  guidance  of  physicians  at  other 
stations.  It  is  best  to  attach  the  tag  to  a part  of  the 
patient’s  anatomy,  not  his  clothing.  Minor  cases  are 
sent  to  the  First  Aid  Stations  and  major  cases  to 
the  Main  Hospital.  Information  on  the  tags  will 
assure  attention  to  the  more  seriously  injured  first. 
All  field  dressings  for  minor  injuries  must  be  re- 
placed by  hospital  dressings  before  the  injured  is 
allowed  to  go  home. 

In  accordance  with  the  Disaster  Plan,  local  physi- 
cians from  the  community  do  not  report  to  the 
plant  unless  they  are  requested  to  do  so.  In  most 
instances  it  is  extremely  important  to  have  outside 
physicians  on  duty  at  their  own  hospitals  to  follow 
up  the  emergency  treatment  given  at  the  plant  and 
take  care  of  critical  cases  which  may  be  received  in 
large  numbers. 

In  this  connection  it  is  perhaps  unnecessary  to 
add  that  the  plant  Medical  Director  should  do  all  he 
can  to  help  the  physicians  and  hospital  officials  of 
the  vicinity  work  out  their  own  plans  for  covering 
a possible  major  disaster  at  the  plant.  A study  might 
well  be  given  to  the  extent  to  which  the  plant  can 
provide  temporary  reinforcements  from  its  own 
nursing  staff. 

When  a disaster  occurs,  the  Medical  Director 
must,  of  course,  take  whatever  steps  are  required 
to  comply  with  all  State  laws.  He  should  be 
thoroughly  familiar  with  the  regulations  that  apply. 
In  some  states  it  is  necessary  to  call  designated 
officials  immediately  by  telephone  to  report  certain 
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catastrophes.  This  list  should  be  conspicuously 
posted,  with  telephone  numbers,  in  the  Main  Hos- 
pital. So  that  there  will  be  no  conflict  or  duplica- 
tion of  phone  calls  to  authorized  persons,  all  de- 
partments planning  for  and  managing  a disaster 
should  discuss  and  formulate  separate  lists  of  per- 
sons to  be  notified. 

b.  Nurses. 

As  soon  as  news  is  received  of  the  explosion  or 
fire  or  whatever  the  disaster  may  be,  the  majority  of 
the  nurses  on  duty  at  the  plant  are  sent  to  the  scene 
immediately.  Nurses  off  duty  are  notified  by  tele- 
phone to  report  at  once.  They,  too,  carry  special 
identification  like  physicians,  to  expedite  their  re- 
turn to  the  plant.  As  soon  as  they  arrive  they  report 
to  the  Main  Hospital  for  duty  or  instructions  to 
go  to  the  scene  of  the  disaster  or  to  a First  Aid 
Station.  Field  nurses,  already  working  at  the  scene 
are  dispatched  where  needed. 

As  an  important  part  for  the  Disaster  Plan,  all 
these  nurses  will  have  previously  received  special 
instuction  in  the  emergency  treatments  required  in 
a disaster.  This  is  vital  because  physicians  will  be 
taking  care  of  the  serious  cases  and  the  nurses  will 
automatically  be  called  upon  to  accept  a marked 
increase  in  responsibility,  which  normally  they 
would  not  be  given. 

c.  Technicians. 

X-ray  and  laboratory  technicians  remain  in  the 
Main  Hospital.  All  those  off  duty  are  notified  to 
report  back  at  once,  carrying  the  emergency  identi- 
fication for  returning  to  the  plant.  The  laboratory 
technicians  perform  their  usual  duties  in  connection 
with  blood  typing  and  transfusions.  X-ray  techni- 
cians engage  in  all  necessary  x-ray  work. 

d.  Clerical  Staff. 

In  time  of  a major  disaster  the  chief  clerk  or  his 
assistant  must  supervise  extensive  clerical  activities 
which  are  not  only  of  extreme  importance  but  must 
be  carried  out  under  particularly  difficult  condi- 
tions. His  first  act  is  to  dispatch  a large  portion  of 
his  staff  to  the  scene  of  the  disaster  for  the  purpose 
of  recording  the  names  of  all  injured  leaving  the 
site,  a brief  description  of  the  extent  and  severity  of 
their  injuries,  and  their  disposition.  1 hese  lists  are 
made  in  duplicate,  the  original  going  to  the  chief 
clerk  at  the  Main  Hospital  as  soon  as  possible.  I his 
procedure  in  the  field  is  essential  because  if  injured 
people  manage  to  get  out  of  the  plant  without 


records  being  made,  they  may  be  presumed  later 
to  be  casualties,  buried  in  the  wreckage.  Proper 
records  are  also  important  for  necessary  follow-up 
treatment  and  for  compensation  insurance  purposes. 
At  such  a time  physicians  and  nurses  are  unable  to 
follow  ordinary  procedures  in  each  individual  case 
H eated  so  that,  temporarily,  the  chief  clerk  and  his 
staff  must  be  responsible  for  all  emergency  records. 

The  chief  clerk  and  the  Medical  Director  are 
responsible  for  making  statements  to  authorized 
plant  and  army  officials  regarding  injuries  and 
casualties.  The  chief  clerk  works  with  the  chief 
telephone  operator  to  keep  the  hospital  telephone 
lines  clear  for  only  urgent  and  official  business. 

Furthermore,  it  is  the  responsibility  of  the  chief 
clerk  and  his  staff  to  call  in  by  telephone  all  the 
medical  personnel  off  duty  at  the  time  of  a disaster. 
Doctors  are  called  first.  Nurses  are  given  the  names 
and  telephone  numbers  of  several  other  nurses  they 
are  to  call  before  leaving  home.  This  same  proce- 
dure is  used  in  calling  clerks  to  report  for  duty. 

e.  First  Aid  Instructor  and  -Workers. 

Needless  to  say,  if  a sound  Disaster  Plan  has  been 

developed  and  carried  out,  a well  trained  First  Aid 
force  is  ready  to  respond  at  once.  To  assure  this,  a 
qualified  instructor  in  First  Aid  has  previously 
organized  and  instructed  at  least  twenty  per  cent 
of  all  employees  in  the  administration  of  first  aid. 
From  this  group  the  best  students  are  carefully 
selected  for  actual  duty  in  time  of  emergency.  One 
thing  I wish  to  emphasize  particularly  at  this  time: 
the  First  Aid  group  must  be  given  frequent  and 
thorough  disaster  drills  in  the  same  manner  as  fire 
drills.  This  regular  practice  is  imperative  if  they 
are  to  function  effectively  under  fire. 

It  may  be  presumed  that  at  least  one-fifth  of  the 
plant’s  total  employment  will  be  working  at  the 
time  of  our  imaginary  disaster,  among  whom  will 
be  sufficient  number  of  first  aid  workers  to  make 
unnecessary  the  calling  in  of  supplementary 
workers.  All  authorized  first  aid  workers  report  at 
once  to  the  scene  of  duty  and  receive  instructions 
from  nurses  or  doctors.  They  should  be  provided 
with  some  form  of  conspicuous  identification,  such 
as  arm  bands,  to  facilitate  their  arrival  and  the 
carrying  out  of  orders. 

f.  Ambulance  Drivers. 

In  time  of  emergency  all  company  drivers  are 
considered  ambulance  drivers  and  report  to  their 
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own  supervisors  for  instructions.  Their  specific 
duties  will  depend  upon  the  needs  of  transporting 
the  injured  from  the  scene. 

g.  Miscellaneous. 

Depending  upon  the  type  and  severity  of  the 
catastrophe,  the  Disaster  Plan  should  be  organized 
to  include,  at  the  discretion  of  the  Medical  Direc- 
tor, the  Plant  Manager,  and  the  Commanding 
Officer,  outside  help  such  as  the  Red  Cross,  the 
Salvation  Army,  Federal,  State,  and  Local  Boards  of 
Health,  Office  of  Civilian  Defense,  etc. 

RELATIONSHIP 

In  order  to  avoid  duplication  and  confusion,  the 
plans  for  each  group— patrol,  fire,  maintenance, 
medical,  public  relations— should  be  carefully  re- 
viewed and  coordinated  in  a complete  overall  plan. 

PREVENTIVE  MEASURES 

The  five  divisions  mentioned  previously  should 
join  forces  not  only  in  preparing  for  possible  catas- 
trophies  but  in  working  to  correct  conditions  which 
might  cause  them.  These  divisions  should  conduct 
separate  and  joint  investigations,  surveying  periodi- 
cally the  entire  plant  and  making  their  recom- 
mendations to  the  proper  authorities.  Daily  inspec- 
tion of  the  cafeteria,  a vaccination  program  against 
typhoid  and  vaccinations  against  small  pox,  inspec- 
tion periodically  of  all  equipment  and  supplies  for 
the  treatment  of  injured  cases  in  a disaster,  familiar- 
ization of  all  doctors  and  nurses  with  unusual  types 
of  equipment,  maintenance  of  auxiliary  food  and 
water  supplies,  and  periodic  disaster  drills  should  all 
be  carried  out. 

REHABILITATION 

In  the  wake  of  a disaster  it  becomes  the  duty  of 
the  Medical  Division  to  rehabilitate  injured  em- 
ployees who  have  permanent  disabilities.  Many  who 
may  have  lost  their  sight,  one  arm,  or  maimed 
other  parts  of  their  anatomy,  will  become  public 
charges  unless  a vocational  or  rehabilitation  school 
is  established  by  the  plant.  With  proper  rehabilita- 
tion measures,  these  individuals  can  become  useful 
citizens  and  many  of  them  specialists  in  certain 
fields  of  activity. 

CONCLUSION 

The  Disaster  Plan  herein  outlined  is  adequate  to 
cover  the  emergency  situations  we  may  reasonably 
anticipate.  Protection  of  employees  of  America’s 
war  production  plants  can  be  assured  only  through 
careful  planning  and  thorough  organization. 


Medical  News  from  Germany 

(From  Review  of  World  Affairs , London,  England) 

The  scheme  of  the  evacuation  of  children,  a 
potent  means  of  increasing  Nazi  influence,  has 
brought  additional  strain  on  medical  services  as  a 
considerable  number  of  doctors,  orderlies,  and 
nurses  have  been  specially  drafted  to  these  duties. 

The  transport  of  wounded  from  the  Russian 
Front  has  created  serious  difficulties.  Special  Medi- 
cal Corps  aeroplanes  have  been  used  for  transport- 
ing casualties  in  need  of  immediate  major  opera- 
tions. Quite  a large  number  of  fatalities  have  been 
averted  by  this  means,  but  the  problem  is  by  no 
means  solved.  Many  badly  wounded  men  cannot 
stand  the  strain  of  a journey  over  such  vast  dis- 
tances by  any  means.  In  fact  the  Army  medical 
system  has  not  been  working  too  well.  It  is  over 
centralized.  There  is  also  a shortage  of  medical 
supplies  and  bandages. 

There  is  little  change  in  the  food  supply  situa- 
tion, except  that  there  are  more  potatoes  than  last 
year,  and  the  acute  shortage  of  fruit  and  vegetables 
seems  to  have  been  overcome.  There  is,  however, 
much  annoyance  about  poor  quality  bread.  Diges- 
tive diseases  are  increasing.  Bakery  instructors  have 
been  appointed  in  Berlin,  in  the  hope  of  over- 
coming some  of  the  difficulties. 

O 


Too  Many  Specialists 

Strange  as  it  may  sound,  a survey  of  practising 
physicians  in  Washington,  D.  C.,  made  in  1942  did 
not  show  an  acute  shortage  of  physicians  in  active 
practice  in  the  District  of  Columbia.  The  number 
of  effective  physicians,  however,  is  rapidly  ap- 
proaching the  lowest  safe  limit.  The  survey  revealed 
a total  of  543  specialists  out  of  a total  of  991  prac- 
titioners of  medicine.  Internal  medicine  claims  106, 
the  largest  group  of  specialists.  Because  of  this  high 
proportion  of  specialists  the  question  has  been  raised 
whether  some  of  them  could  not  be  influenced  to 
engage  in  general  practice.  Other  measures  are 
under  consideration  to  insure  the  most  efficient  use 
of  the  remaining  private  medical  facilities  in  that 
community.  With  this  in  mind,  the  District  of 
Columbia  Medical  Society  is  considering  the  crea- 
tion of  clinics.  Also  the  functions  of  the  Adedical 
Service  Bureau  of  the  District  Adedical  Society  may 
be  expanded  to  serve  as  a directing  and  integrating 
center  for  the  distribution  of  medical  care. 
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THE  SCRANTON  SCHOOL  WAR  TIME  CHILD  CARE  CENTER 

F.  E.  Engleman,  New  Haven 

The  Scranton  Child  Care  Center  is  the  only  nursery  school  operating  under  funds  made  available  by 
the  Lanham  Act  and  is  the  first  of  its  kind  to  be  opened  in  the  United  States.  On  August  31,  1942  the  Fed- 
eral Works  Administrator  announced  that  $30,427  had  been  allotted  to  the  Board  of  Education  of  New 
Haven  for  the  care  of  preschool , kindergarten  and  school  age  children  of  women  engaged  in  war  indus- 
tries. A day  nursery  at  Middletown  has  been  approved  but  has  not  been  opened  to  date  ( December  10). 
There  are  several  child  centers  in  Connecticut  financed  by  local  communities  and  doing  excellent  work. 
Mr.  Engleman , president  of  New  Haven  Teachers  College,  at  the  request  of  the  Journal,  furnishes  this 
resume  of  the  Scranton  School  project. 


STEPS  IN  ESTABLISHMENT 

Evidence  of  the  need  for  increased  service  to 
children  in  the  Scranton  School  area  of  New  Haven 
began  to  appear  soon  after  national  defense  activities 
assumed  major  proportions.  As  early  as  the  summer 
of  1941  a sub  committee  of  the  Council  of  Social 
Agencies  sponsored  a survey  to  determine  the  extent 
of  child  need  in  New  Haven.  This  was  followed  by 
a case  study  which  revealed  a startling  problem  in 
the  Scranton  School  area  which  is  adjacent  to  the 
Teachers  College.  During  this  same  period  the  Prin- 
cipal and  teachers  of  the  Scranton  School,  which  is 
one  of  the  Teachers  College  Laboratory  Schools, 
were  studying  conditions  and  attempting  to  meet 
them  partially  by  opening  the  doors  of  the  school 
as  early  as  7:30  a.  m.  and  by  permitting,  in  some 
cases,  older  children  to  bring  preschool  age  brothers 
and  sisters  to  the  school. 

On  the  Tuesday  following  the  attack  on  Pearl 
Harbor,  a special  War  Emergency  Committee  was 
formed  by  the  faculty  of  the  New  Haven  State 
Teachers  College.  From  this  group  a sub  committee 
was  formed  to  study  and  make  recommendations 
relative  to  child  care  problems  and  the  part  the 
Teachers  College  should  play.  This  sub  committee 
made  investigations  and  prepared  a program  of  vol- 
unteer service  to  be  staffed  by  students  and  faculty 
members. 

In  February,  the  Child  Care  Committee  of  the 
State  Defense  Council  was  contacted  and  on  March 
3,  Mr.  N.  S.  Light,  representing  that  committee  and 
the  State  Department  of  Education  met  the 
Teachers  College  group  to  discuss  the  possibility  of 
establishing  a child  care  project  under  the  provisions 
of  the  newly  enacted  Lanham  Act. 

Immediately,  representatives  of  the  college  in- 
vited the  Coalition  Committee  of  the  Council  of 


Social  Agencies,  representatives  of  the  New  Haven 
Defense  Council,  the  City  Board  of  Education,  the 
Public  Health  Department,  parent  groups,  Yale 
University,  and  Y.  W.  C.  A.,  to  further  study  the 
problem  and  to  work  out  a scheme  of  solution.  Thus 
a community  problem  was  studied  and  a plan  of 
solution  arrived  at  by  the  cooperation  of  many 
groups  and  agencies. 

By  the  provisions  of  the  act,  it  was  necessary  for 
the  City  Board  of  Education  to  act  as  sponsor  and 
handle  all  accounting.  The  planning,  administration, 
and  supervision  of  the  project,  locally,  however, 
became  the  responsibility  of  the  faculty  of  the 
Teachers  College  staff.  The  Board  of  Education  of 
the  City  of  New  Haven  appointed  the  President  of 
the  New  Haven  State  Teachers  College  as  its  agent 
in  charge  of  the  project.  He  thus  became  the  repre- 
sentative of  the  City  Board  serving  without  pay. 
The  Board  retains  responsibility  and  final  authority 
even  though  the  administration  and  supervision  fall 
upon  the  staff  of  the  college. 

THE  OBJECTIVES 

1.  Provide  industry  with  greater  manpower  by  en- 
abling mothers  to  work. 

2.  Provide  more  adequate  health,  educational,  and 
recreational  care  of  children  of  working  mothers 
engaged  in  the  war  program. 

3.  Provide  a laboratory  and  educational  program 
for  volunteer  adults.  Volunteers  undoubtedly 
must  be  depended  upon  in  this  area  as  in  many 
other  civilian  defense  efforts.  Their  training, 
however,  must  not  be  neglected. 

4.  Provide  a laboratory  in  which  student  teachers 
may  learn  more  of  the  child  development  through 
first  hand  contact  with  the  preschool  age. 

5.  Provide  an  educational  program  on  child  nature 
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and  needs  for  parents  and  for  the  older  child  of 
high  school  age  who  now  faces  the  responsibility 
of  caring  for  younger  brothers  and  sisters. 

THE  ADVISORY  COMMITTEE 

The  administration  set  up  an  Advisory  Committee 
to  assist  in  establishing  policies.  This  committee  was 
composed  of  the  following: 

1.  A professor  from  New  Haven  State  Teachers  College- 
Chairman. 

2.  Executive  Secretary,  The  Family  Society. 

3.  Representative  of  Committee  on  Health,  Welfare,  and 
Recreation. 

4.  Representative  Visiting  Nurses  Association. 

5.  Representative  of  Y.W.C.A. 

6.  Representative  of  New  Haven  City  Council  of  the 
P.T.A. 

7.  Representative  of  New  Haven  Public  Schools. 

8.  Principal  of  Scranton  School. 

9.  Child  Specialist  from  New  Haven  State  Teachers  Col- 
lege. 

10.  Director  of  Nursery  School  Unit. 

1 1 . Director  of  After-School  Recreational  Unit. 

12.  Consultant  to  Parents  from  Council  of  Social  Agencies. 

13.  Representative  Parents. 

One  of  the  first  responsibilities  of  this  group  was 
that  of  determining  policies  of  admission.  The  fol- 
lowing represents  the  bases  of  admission  adopted 
by  this  group  and  later  used  as  a guide  by  the  ad- 
ministration of  the  project: 

1.  Mothers  must  be  working  in  war  industries  and 
residing  in  or  possibly  adjacent  to  the  Scranton 
School  district.  (An  official  list  of  such  industries 
will  be  used  as  a guide.) 

2.  The  nursery  school  admits  children  from  two 
years  of  age  through  kindergarten  age. 

3.  The  hours  of  attendance  of  any  child  in  the  nur- 
sery school  depend  upon  the  working  hours  of 
the  parents. 

4.  The  nursery  school  is  in  operation  Mondays 
through  Fridays  from  6:30  a.  m.  to  6:30  p.  m. 

5.  Care  for  school  age  children  is  provided  each 
school  day  from  6:45  to  8:30  a.  m.  and  from 
3:00  to  5:30  p.  m.,  with  lunch  served  at  noon. 

6.  Each  child  who  is  accepted  for  admission  to  the 
nursery  school  must  have  had  physical  examina- 
tion by  the  family  physician  not  more  than  one 
month  prior  to  admission  and  a detailed  report 
submitted. 

7.  Fees  are  payable  in  advance  each  week.  The 
amount  of  the  fees  is  based  upon  the  number  of 


meals  served  and  the  ability  of  the  parents  to  pay. 

8.  Following  the  registration  and  application  for 
admission,  an  interview  with  each  mother  is  ar- 
ranged to  determine  the  working  status  of  the 
mother,  the  hours  during  which  the  care  of  chil- 
dren is  requested,  and  the  fee  to  be  paid. 

STANDARDS  FOR  PROFESSIONAL  STAFF 

In  order  to  insure  competency  in  the  personnel, 
the  administration  early  established  high  profes- 
sional standards.  The  minimum  qualifications  for  the 
several  positions  were  set  as  follows: 

1.  Director— Masters  Degree  from  a reputable  uni- 
versity in  the  field  of  Child  Development  and 
Nursery-Kindergarten  Education.  Six  years  of 
successful  experience  in  child  care,  two  of  which 
w'ere  spent  in  administration  or  supervision. 

2.  Head  Teachers— Same  qualifications  as  that  of 
director,  except  experience  which  may  be  only 
three  years  teaching  in  the  field  of  kindergarten 
or  nursery  school. 

3.  Assistant  Teachers— Four  years  of  college 
preparation  with  a major  in  the  field  of  child 
development  and  education.  One  year  of  success- 
ful teaching  is  a prerequisite. 

4.  Nurse— College  graduate  with  a degree  in  nursing 
and  experience  dealing  with  children  and  parents. 

5.  Physician— A reputable  pediatrician  will  be  avail- 
able, on  call.  Funds,  however,  do  not  permit  a 
regular  physician  to  be  in  daily  attendance. 

The  committee  of  the  Teachers  College  charged 

with  the  responsibility  of  selecting  the  staff  was 
free  to  choose  the  best  professionally  equipped 
persons  regardless  of  race,  color,  creed,  or  place  of 
residence. 

SCOPE  OF  PROJECT 

The  scope  of  this  project,  although  definitely 
outlined,  is  subject  to  change.  Flexibility  is  a neces- 
sary characteristic  of  any  child  service  program  in 
war  time.  The  plan  permits  care  for  100  children 
in  grades  1 to  7 in  the  Scranton  School  building, 
and  for  45  preschool  and  20  kindergarten  children 
in  a nearby  brick  residence  type  building.  The  care 
for  the  preschool  children  is  available  five  days  a 
week  from  6:  30  a.  m.  to  6:  30  p.  m.  These  hours  will 
be  lengthened  and  more  days  included  as  the  need 
becomes  evident.  Kindergarten  children  are  cared 
for  during  the  time  they  are  not  in  attendance  at 
either  the  morning  or  afternoon  session  of  the  pub- 
lic school  kindergarten. 
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The  care  for  children  of  school  age  is  also  avail- 
able five  days  a week.  During  the  summer  months, 
the  recreational  program  of  the  city  goes  through- 
out the  day  until  4:00  p.  m.  The  child  care  pro- 
gram provides  noon  lunches  and  assumes  the  cost 
for  extending  the  program  for  war  employment 
children  to  9:00  p.  m.  In  the  winter,  lunches  will  be 
served  and  the  care  for  children  of  school  age  will 
be  available  five  days  a week  from  6:45  a.  m.  to 
8:30  a.  m.  and  from  3:00  p.  m.  to  5:30  p.  m.  The 
two  preschool  groups  are  housed  in  a building  near 
the  Scranton  School.  This  building  was  originally  a 
large  residence  and  was  once  used  as  a private  nur- 
sery school. 

The  preschool  health  programs  are  based  on 
standards  acceptable  to  the  State  Child  Care  Com- 
mittee and  to  standards  which  are  accepted  as  good 
nursery  school  practice  in  general.  Consideration 
and  emphasis  will  be  given  to  protection  and  con- 
servation of  each  child’s  health,  including  a periodic 
health  examination  by  a competent  physician,  daily 
health  inspection  by  a qualified  nurse  on  arrival,  and 
provision  for  isolation  of  children  having  “suspicious 
symptoms  of  contagion.”  The  daily  program  is  so 
planned  that  each  child  will  have  a maximum  of 
sunshine,  outdoor  exercise  and  fresh  air,  an  adequate 
diet,  opportunity  for  rest  and  sleep,  and  guidance 
in  the  formation  of  wholesome  physical  habits. 

STAFF  ORGANIZATION 

The  organization  of  the  staff  is  as  follows:  A man 
who  is  now  a member  of  the  Teachers  College 
faculty  is  responsible  for  coordinating  the  total  pro- 
gram and  for  its  relationship  to  the  Child  Care  Com- 
mittee of  the  local  Defense  Council.  He  also  is  chair- 
man of  the  Advisory  Committee.  Two  full  time 
directors  have  been  chosen,  one  for  the  program  for 
the  children  of  school  age,  and  the  other  for  the 
program  for  the  preschool  and  kindergarten  chil- 
dren. These  directors  will  be  responsible  for  in- 
service  training  of  students  and  volunteers.  For  the 
preschool  and  kindergarten  program,  two  nursery 


school  teachers  with  two  assistants  are  on  duty. 
Students  from  the  Teachers  College  will  give  some 
assistance.  For  the  after  school  care  of  the  school 
age  children,  about  25  students  from  the  Teachers 
College  participate  in  group  leadership.  On  each 
afternoon,  two  men  and  three  women  students  assist 
the  director,  each  student  participating  once  a week. 
Students  who  participate  will  work  on  a schedule 
with  regular  assignments. 

Plans  for  participation  of  students  and  volunteers 
with  nursery  and  kindergarten  children  will  provide 
consistency  of  leadership  in  accordance  with  stand- 
ards acceptable  to  the  State  Child  Care  Committee. 

The  budget  for  the  project  is  planned  on  the 
assumption  that  half  the  income  will  be  derived 
from  pupil  fees  and  half  from  federal  funds  under 
provision  of  the  Lanham  Act.  Parents  will  be 
charged  in  accordance  with  their  ability  to  pay.  It 
is  estimated  that  the  fee  will  average  $2.50  for  the 
preschool  age  child  and  $1.25  for  the  school  age 
child. 


Maternity  Care  for  Wives  of  Men  in  Service 

According  to  The  Child , monthly  bulletin  of  the 
Children’s  Bureau,  Washington,  D.  C.,  State  and 
Territorial  health  departments  by  October  1942 
had  requested  from  the  Bureau  funds  amounting  to 
more  than  $1,500,000  to  provide  obstetric  and 
pediatric  medical  care  and  hospital  care  for  the 
families  of  men  in  military  service.  Plans  had  been 
received  from  25  States  and  Hawaii  and  most  of 
these  had  been  approved  and  were  in  operation. 
New  England  is  represented  in  this  list  by  Maine  and 
Rhode  Island. 

In  several  of  the  States  the  services  are  made  avail- 
able on  a statewide  basis;  in  the  others  they  are 
limited  to  the  most  critical  areas  surrounding  mili- 
tary posts.  Some  of  the  plans  provide  only  maternity 
care;  others  include  care  for  sick  children  under 
one  year  of  age. 


PROFESSIONAL  HEADACHES:  Few  medical  men  can  run 

an  office  without  an  occasional  headache.  N®  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 

(SEE  PAGE  2) 
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LESSONS  FROM  BRITISH  EXPERIENCE  IN  CIVIL  DEFENSE 

George  Baehr,  m.d.,  Chief  Medical  Officer,  O.C.D. 


>-pHREE  years  of  British  experience  with  air  raids 
have  significantly  modified  earlier  concepts  re- 
garding the  field  casualty  services.  The  following 
observations  made  on  a recent  inspection  of  emer- 
gency medical  facilities  in  England  and  Scotland 
are  forwarded  for  your  information  and  for  trans- 
mission through  State  Chiefs  to  local  Chiefs  of 
Emergency  Medical  Services. 

1.  Heavy  raids  occur  invariably  at  night;  heavier 
high  explosive  bombs  and  land  mines  are  now  being 
employed,  up  to  2,000  kg.,  with  much  greater  de- 
structive effects.  Incendiary  bombs  are  used  in  much 
larger  numbers,  and  fire  is  now  the  most  serious 
hazard.  Daylight  raids  are  usually  hit-and-run 
affairs  in  which  solitary  planes  participate. 

2.  In  large  cities  the  field  casualty  services  may 
handle  2,500  to  3,500  casualties  during  a night  raid. 
All  serious  casualties  are  moved  directly  to  hos- 
pitals, never  to  first-aid  posts.  Heavy  raids  are  apt 
to  be  repeated  on  subsequent  nights  when  the  pro- 
tective forces  are  exhausted. 

3.  A large  fleet  of  four-stretcher  ambulances  is 
essential  for  life  saving.  Fourteen  thousand  ambu- 
lances were  made  in  England  and  Scotland  by  pur- 
chasing used  cars,  stripping  them,  and  then  mount- 
ing a simple  ambulance  body  on  the  chassis.  Lon- 
don uses  over  1,500  of  such  ambulances  and  550 
sitting-case  cars.  The  use  of  tradesmen’s  trucks 
proved  universally  unsatisfactory;  3 out  of  4 never 
arrived  on  the  scene,  and  lives  were  lost  due  to  the 
delay  and  confusion.  Because  of  the  large  number 
of  casualties  to  be  transported  in  a few  hours,  no 
ambulances  which  carry  less  than  4 stretchers  are 
employed.  For  the  simultaneous  evacuation  of  dam- 
aged hospitals,  a fleet  of  200  converted  busses  carry- 
ing 10  stretcher  cases  and  6 to  10  sitting  cases  are 
immediately  available,  and  another  200  are  obtain- 
able within  2 hours. 

4.  Casualty  stations  (British  fixed  first-aid  posts) 
are  necessary  at  or  near  all  hospitals  and  at  places 
more  than  a mile  from  hospitals  to  care  for  minor 
casualties  which  do  not  require  hospitalization. 
Many  are  now  on  a care-and-maintenance  basis  and 
are  activated  only  during  a raid.  When  functioning, 
the  staff  usually  consists  of  one  or  two  doctors, 
several  nurses,  and  a variable  number  of  aides  and 
auxiliaries. 


5.  In  large  cities  casualty  stations  need  not  be 
more  numerous  than  1 per  25,000  inhabitants;  they 
should  be  located  about  a mile  apart.  There  are  less 
than  300  in  the  London  area,  with  a population  of 
about  10,000,000  and  a land  area  more  than  twice 
that  of  Greater  New  York.  In  smaller,  thinly  settled 
communities,  they  are  more  numerous  in  relation 
to  population,  but  the  distances  between  them  are 
proportionately  greater  than  in  metropolitan  cities. 
Many  of  the  minor  casualties  are  moved  to  first-aid 
posts  in  sitting-case  cars;  some  walk. 

6.  First-aid  parties  (our  stretcher  teams)  are  not 
necessary,  are  a waste  of  manpower,  and  are  rapidly 
being  eliminated.  First  aid  at  incidents  is  essentially 
a function  of  the  rescue  parties  (our  rescue  teams), 
which  extricate  the  casualties  from  under  the  debris 
of  demolished  buildings.  All  first-aid  parties  in 
England  and  Scotland  are,  therefore,  being  merged 
into  the  rescue  parties.  They  include  a leader,  an 
assistant  leader,  and  eight  other  members,  and  are 
entirely  independent  of  the  fire  department.  They 
are  a life-saving  service  related  to  the  medical  serv- 
ices concerned  in  field  casualty  work. 

7.  The  experiences  of  Britain  under  air-raid  con- 
ditions have  dispelled  many  preconceived  notions 
concerning  first  aid.  Almost  all  raids  occur  at  night; 
the  victims  are  crushed  under  the  debris  of  demol- 
ished buildings  and  are  either  dead  or  severely  in- 
jured; less  than  a third  are  slightly  injured  and  can 
be  cared  for  at  casualty  stations;  all  the  severely 
injured  must  go  to  a hospital;  victims  are  invariably 
covered  with  dust  and  dirt  which  hangs  in  the  air 
for  hours.  The  conditions  under  which  the  rescue 
workers  encounter  the  injured  beneath  the  struc- 
tural debris,  the  darkness  and  the  dust  which  always 
fills  the  air,  the  large  proportion  of  dead  and 
severely  injured,  and  the  urgent  need  for  immediate 
hospitalization  make  it  impossible  to  apply  most 
peacetime  concepts  of  first  aid. 

8.  Wounds  are  usually  grossly  contaminated  and 
need  only  be  covered  with  a shell  dressing  until  the 
casualty  reaches  the  hospital.  Hemorrhage  is  usually 
controllable  with  a pressure  dressing.  The  tourni- 
quet is  rarely  employed.  Burns  are  covered  only 
with  sterile  gauze  until  the  casualty  arrives  at  the 
hospital.  Tannic  acid  jelly  as  a first-aid  dressing  for 
burns  has  been  discarded  because  of  the  dirt  which 
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invariably  contaminates  the  burned  surface,  because 
the  jelly  deteriorates  rapidly,  and  lastly,  because 
tannic  acid  ignites  in  the  presence  of  phosphorus 
when  applied  to  burns  caused  by  the  explosion  of 
phosphorus  oil  bombs. 

9.  Traction  splints  are  not  used.  An  exception  is 
made  if  the  casualty  must  be  transported  a long  dis- 
tance over  country  roads.  Unlike  Army  field  expe- 
rience in  the  last  war,  the  few  miles  of  travel  to  a 
hospital  over  the  paved  roads  of  a city  do  not 
warrant  the  application  of  traction,  especially  as 
the  darkness  and  the  conditions  of  an  air  raid  also 
make  hurried  application  of  the  procedure  difficult 
or  impossible.  All  that  can  be  done  is  to  place  the 
fractured  extremity  gently  in  alignment,  bind  it  with 
triangular  bandages  to  the  uninjured  leg  or  to  an 
improvised  splint,  or  apply  a Thomas  splint  if  one 
is  on  hand.  Movement  of  the  fragments  can  also  be 
minimized  by  snug  application  of  the  blankets  ac- 
cording to  the  Wanstead  technic  of  blanketing  and 
by  the  use  of  sand  bags,  which  should  always  be 
carried  in  the  ambulance. 

10.  Shock  is  treated  at  the  incident  by  prompt 
administration  of  adequate  doses  of  morphine  (up 
to  T grain  for  adults),  coramine,  proper  blanket- 
ing, administration  of  fluids,  and  the  use  of  hot- 
water  bottles  during  transportation  to  the  hos- 
pital. The  use  of  plasma  or  blood  transfusion  is 
deferred  until  arrival  at  the  hospital;  it  is  ordinarily 
quite  impossible  in  the  darkness,  dirt,  and  confusion 
at  the  incident. 

11.  The  presence  of  a physician  at  the  incident 
is  invaluable,  but  more  than  one  is  unnecessary.  In 
fact,  one  physician  may  cover  several  nearby  inci- 
dents, leaving  his  nurse  or  one  of  the  nursing  auxil- 
iaries of  his  emergency  team  at  the  incident  while 
he  moves  temporarily  from  one  to  another  in  the 
immediate  neighborhood. 

1 2 . Even  though  a single  night’s  casualties  re- 
quiring hospitalization  may  total  one  or  two  thou- 
sand, large  hospitals  rarely  receive  more  than  50  to 
100,  the  load  being  distributed  as  evenly  as  possible 
throughout  the  city. 

13.  A large  casualty  receiving  hospital  is  often 
related  to  one  or  more  peripheral  hospitals  in  the 
suburbs  or  in  a country  district.  T here  are  now 
four  base  hospital  beds  for  each  casualty  bed  in 
the  cities. 

14.  Upon  receipt  at  a local  report  and  control 
center  of  a message  from  an  air  raid  warden  that 


an  incident  and  casualties  have  occurred,  an  “ex- 
press party”  is  immediately  dispatched  to  the  scene. 
An  “express  party”  includes  one  rescue-first  aid 
party,  one  ambulance,  one  sitting-case  car,  and  one 
mobile  medical  unit  (our  mobile  medical  team). 
1 he  latter  consists  of  one  physician,  one  nurse,  and 
two  auxiliaries.  No  other  equipment  and  personnel 
of  the  emergency  medical  service  is  dispatched  un- 
less additional  assistance  is  requested  by  the  incident 
officer  (usually  a higher  police  official)  or  by  the 
incident  physician  on  the  scene.  In  this  manner  use- 
less movement  is  avoided  and  equipment  and  per- 
sonnel of  the  community  is  carefully  conserved. 


Plasma  For  Civilian  Defense 

The  Medical  Division  of  the  Office  of  Civilian 
Defense  and  the  United  States  Public  Health  Serv- 
ice report  the  current  status  of  the  blood  plasma 
program  which  was  initiated  in  the  early  spring. 

The  report  indicates  that  1 30  hospitals  have  now 
received  grants-in-aid  and  are  preparing  reserves  of 
plasma  to  total  at  least  63,130  units.  In  addition  to 
this  reserve,  27,500  units  of  frozen  plasma  have 
been  obtained  through  the  Army  and  Navy  from 
blood  collected  by  the  American  Red  Cross.  This 
supply  has  been  distributed.  The  Medical  Division 
has  also  procured  37,500  units  of  dried  plasma  from 
blood  collected  by  the  American  Red  Cross,  and 
this  supply  is  in  process  of  distribution. 

The  total  reserve,  which  is  largely  concentrated 
in  the  300  mile  coastal  target  areas,  will  be  126,630 
units  for  treatment  of  casualties  resulting  from 
enemy  action.  In  addition,  1,250  units  are  in  "Puerto 
Rico  and  250  in  Alaska. 

In  addition  to  these  sources  of  plasma,  the  Red 
Cross  is  distributing  to  target  areas  5,000  units 
which  will  be  available  to  the  Office  of  Civilian  De- 
fense for  treatment  of  civilian  casualties  resulting 
from  enemy  action.  Adany  hospitals  which  have  not 
received  grants  under  the  OCD-USPHS  program 
are  also  preparing  plasma  reserves  which  total  ap- 
proximately 50,000  units. 

Plasma  required  for  the  treatment  of  war  related 
injuries  may  be  obtained  by  any  community 
through  its  Chief  of  Emergency  Medical  Service. 
To  meet  such  emergencies,  plasma  may  be  trans- 
ferred: (1)  within  a State  by  the  State  Chief  of 
Emergency  Medical  Service;  (2)  within  a Region 
by  the  Regional  Adedica!  Officer;  and  (3)  from  one 
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Region  to  another  by  the  Medical  Division,  U.  S. 
Office  of  Civilian  Defense.  Following  is  the  most 
recent  statement  of  the  amounts  of  plasma  available 
in  Civilian  Defense  Region  I: 

In  preparation: 

12,660  units  in  27  Grantee  Hospitals 

3,750  units  of  Dried  Plasma 
Distributed: 

3,000  units  of  Frozen  Plasma 

19,410  Total  units 

Courses  For  Gas  Specialists 

A new  five-day  gas  specialist  course  for  persons 
responsible  for  the  organization  of  gas  defense  in 
the  target  areas  will  be  presented  in  the  six  War 
Department  Civilian  Protection  Schools  conducted 
on  behalf  of  and  in  collaboration  with  the  U.  S. 
Office  of  Civilian  Defense,  it  was  announced  on 
November  14. 

This  is  the  first  course  to  be  presented  in  coopera- 
tion with  the  Chemical  Warfare  Service  for  State 
Gas  Consultants  and  Senior  Gas  Officers,  who  are 
responsible  for  the  organization  of  community  gas 
defense.  Courses  have  been  presented  at  regional 
schools  for  medical  school  representatives  who 
have  in  turn  been  responsible  for  the  education  of 
practicing  physicians  in  the  medical  aspects  of 
chemical  warfare.  These  schools  have  been  con- 
ducted in  the  East,  and  plans  are  under  way  for 
the  presentation  of  such  schools  elsewhere  in  the 
United  States.  The  first  session  of  the  gas  special- 
ists’ course  was  held  at  Amherst  College,  Amherst, 
Massachusetts,  November  29  through  December  4. 

Presentation  of  the  specialized  course  dealing 
with  gas  defense  is  part  of  a new  plan  of  instruction 
in  the  War  Department  Civilian  Protection  Schools. 
The  ten  day  general  course  formerly  given  by  the 
schools  was  discontinued  with  the  session  of  No- 
vember 1 -1 1,  and  the  new  plan  of  specialized  courses 
to  be  given  in  five  days  will  be  instituted  with  the 
session  announced  in  the  foregoing  paragraph.  The 
other  courses  cover  plant  protection,  basic  civilian 
protection  and  instruction  for  staff  members. 

The  gas  specialists’  course  will  at  first  be  limited 
to  State  Gas  Consultants  and  Senior  Gas  Officers 
and  their  assistants,  the  announcement  said.  Empha- 
sis will  be  placed  on  the  administrative  organization 
of  State  and  local  gas  defense  programs  and  the 
training  of  civilian  protection  personnel,  and  the 
interrelated  activities  of  all  units  of  the  U.  S.  Citi- 
zens Defense  Corps  at  the  time  of  a gas  attack  will 


be  considered  in  detail.  It  is  an  advanced  course 
open  to  those  with  college  degrees  in  chemical, 
sanitary  or  civil  engineering,  in  chemistry  or  equiva- 
lent scientific  training. 

Inasmuch  as  the  Medical  Division  of  the  Office 
of  Civilian  Defense  is  responsible  through  its  gas 
protection  section  for  the  administrative  and  techni- 
cal organization  of  the  gas  program,  responsibility 
for  recruitment  of  students  for  the  gas  specialists’ 
course  was  delegated  to  the  Regional  Medical 
Officers  and  the  Regional  Sanitary  Engineers. 

Nurses’  Aides  For  Veterans’  Hospitals 

Training  of  larger  numbers  of  nurses’  aides  and 
additional  hours  of  service  for  those  already  trained 
will  be  necessary  as  a result  of  a request  from  Brig. 
Gen.  Frank  T.  Hines,  Administrator  of  Veterans 
Affairs,  for  the  assignment  by  the  American  Red 
Cross  of  nurses’  aides  to  Veterans  Administration 
Facilities.  The  Medical  Division  of  the  Office  of 
Civilian  Defense  issued  a memorandum  October  3 1 
to  its  Regional  Medical  Officers  announcing  the 
new  arrangement. 

The  Red  Cross  in  a memorandum  addressed  to  its 
Area  Offices  for  transmission  to  local  chapters  ap- 
proved this  assignment  for  nurses’  aides,  but  empha- 
sized that  the  needs  of  the  civilian  hospitals  and 
other  community  organizations  should  not  be 
neglected.  In  communities  without  facilities  for 
training  nurses’  aides,  an  effort  should  be  made  to 
recruit  them  from  cities  nearby,  the  memorandum 
said.  Requests  should  be  sent  to  the  Area  Offices  of 
the  Red  Cross. 

Nurses’  aides  who  serve  in  Veterans  Administra- 
tion Facilities  will  be  paid  at  the  rate  of  one  dollar 
a year,  since  the  Veterans’  Administration  may  not 
under  the  law  accept  nursing  service  without  pay- 
ment for  it.  I hese  aides  will  then  be  considered 
government  employees  and  must  be  American  citi- 
zens. The  Veterans  Administration  is  prepared  to 
furnish  quarters,  meals  and  laundry  when  necessary. 
Assignment  of  aides  to  the  hospitals  will  be  the 
responsibility  of  the  local  Red  Cross  nurses’  aide 
committee,  of  which  the  local  chief  of  Emergency 
Medical  Service  is  a member. 

New  Method  of  Administering  Morphine 

Because  of  the  critical  shortage  of  tin,  the  U.  S. 
Office  of  Civilian  Defense  has  been  unable  to  pro- 
cure syrettes  for  administration  of  morphine  by 
physicians  of  Emergency  Medical  Service.  To  meet 
this  serious  difficulty,  a new  device  using  glass  and 
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plastic  has  been  developed. 

This  device  consists  of  a small,  sealed-glass  ampule 
containing  !4  gr.  or  /2  gr.  of  morphine  in  solution. 
This  solution  is  under  sufficient  pressure  to  eject 
the  entire  contents.  A piece  of  transparent  plastic 
tubing  encloses  the  neck  of  the  ampule  and  con- 
nects it  to  the  hub  of  the  needle.  The  shaft  of  the 
needle  is  enclosed  in  a small  glass  tube  to  which  is 
attached  a stylet.  At  the  hub  of  the  needle  within 
the  plastic  tube  is  a small  filter. 

First  Aid  Training  No  Longer  Required  for 
Staff  Units  In  Citizens  Defense  Corps 

Members  of  staff  units  of  the  U.  S.  Citizens  De- 
fense Corps  are  no  longer  required  to  acquire  ten 
hours  of  training  in  first  aid,  the  U.  S.  Office  of 
Civilian  Defense  has  announced.  It  was  pointed  out 
that  members  of  staff  units  would  be  employed  in 
the  headquarters  of  the  Citizens  Defense  Corps 
rather  than  at  the  scene  of  air  raid  emergencies. 

Air  raid  wardens,  auxiliary  police,  auxiliary  fire- 
men, decontamination  squads,  messengers  and  mem- 
bers of  the  drivers  corps  are  still  required  to  have  at 
least  ten  hours  of  first  aid  training.  Nurses’  Aides 
are  required  to  take  the  regular  first  aid  instruction 
in  addition  to  their  specified  training  given  by  the 
American  Red  Cross  in  connection  with  approved 
hospitals.  The  Medical  Corps,  a professional  group, 
has  special  training  as  directed  by  the  Medical 
Division  of  OCD. 

Provision  of  Day  Care  for  Chidren  of 
Working  Mothers 

Committees  or  subcommittees  charged  with  the 
provision  of  day  care  for  the  children  of  working 
mothers  should  be  appointed  by  all  State  Defense 
Councils  and  by  all  local  Defense  Councils  in  areas 
where  day  care  is  a problem,  James  M.  Landis, 
Director  of  the  U.  S.  Office  of  Civilian  Defense, 
urged  recently.  It  was  pointed  out  that  5,000,000 
women  may  be  needed  in  industry  by  the  end  of 

j943. 

The  State  committee  should  be  composed  of 
representatives  of  the  State  departments  of  welfare, 
health,  education,  the  U.  S.  Employment  Service, 
the  Works  Project  Administration,  organized  labor, 
employers  and  other  agencies  and  organizations 
concerned  with  child  welfare  in  the  state.  1 he  local 
committee  should  be  composed  of  the  local  depart- 
ments of  health,  welfare,  education  and  health,  the 
employment  service,  the  Works  Projects  Adminis- 


tration, organized  labor,  employers,  the  local 
housing  agency,  and  other  agencies  and  organiza- 
tions concerned  with  the  welfare  of  children  in  the 
community. 

Federal  assistance  for  day  care  may  be  obtained 
from  several  sources.  The  Office  of  Defense  Health 
and  Welfare  Services  has  funds  which  may  be  made 
available  for  State  and  local  administrative  and 
supervisory  personnel  in  the  field  of  day  care.  These 
funds  will  be  allocated  to  State  departments  of  wel- 
fare and  education  only  after  approval  of  a State 
plan  by  a committee  of  the  State  Defense  Council. 
Funds  may  be  obtained  under  the  Lanham  Act 
through  the  Federal  Works  Agency  for  operation 
and  maintenance  of  day  care  projects.  Through 
allocation  of  funds  for  public  schools,  for  instance, 
support  may  be  obtained  for  nursery  school  proj- 
ects. The  State  administrator  of  WPA  can  furnish 
information  as  to  how  to  obtain  Lanham  Act  funds 
for  other  types  of  projects.  Finally,  the  Works 
Projects  Administration  has  been  authorized  to 
spend  $6,000,000  in  1942-1943  in  the  operation  of 
day  nurseries  or  nursery  schools  for  children  of 
employed  mothers. 

Federal  Financing  of  Transportation  to 
Emergency  Base  Hospitals 

Federal  financing  of  transportation  necessary  in 
evacuating  casualties  and  other  hospitalized  sick  to 
Emergency  Base  Hospitals  can  be  accomplished  only 
through  State  evacuation  authorities,  Dr.  George 
Baehr,  Chief  Medical  Officer  of  the  Office  of 
Civilian  Defense,  points  out  in  a circular  (Medical 
Series  No.  22)  prepared  for  officials  of  the  Emer- 
gency Medical  Service. 

Allotment  of  funds  for  all  phases  of  evacuation 
will  be  made  by  the  Office  of  Defense  Health  and 
Welfare  Services,  through  its  Regional  Directors, 
to  State  evacuation  authorities  and  the  several  State 
agencies  concerned  in  the  fields  of  EMS,  health, 
welfare  and  education.  Evacuation  of  casualties  and 
other  hospitalized  sick  from  casualty  receiving  hos- 
pitals to  emergency  base  hospitals  will  be  initiated 
and  carried  out  by  the  Emergency  Medical  Service, 
but  it  may  take  place  concurrently  with  an  evacua- 
tion of  other  priority  groups.  The  directive  urges 
that  Regional  Medical  Officers,  State  Chiefs  of 
Emergency  Medical  Service  and  State  Hospital 
Officers  participate  in  the  planning  carried  on  by 
the  State  authority  in  order  that  provision  may  be 
made  in  advance  for  the  financing  of  this  phase  of 
evacuation. 


6i 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


COMMITTEE  ON  PUBLIC  POLICY  AND  LEGISLATION 


Berkley  M.  Parmelee,  Chairman 
Howard  Boyd 
Sanford  H.  Wadhams 
Harry  S.  Frank 
Theodore  S.  Evans 

Ira  V.  Hiscoek, 


Edmund  L.  Douglass 
Ralph  B.  Thayer 
Karl  T.  Phillips 
The  President 
The  Executive  Secretary 
Associate  Member 


PUBLIC  AFFAIRS  will  analyze  and  discuss  legislation  pending  before  the  Connecticut  General  Assem- 
bly while  the  House  is  in  session  and  legislation  and  news  from  Washington  pertaining  to  medicine,  health 
and  welfare  will  be  presented.  Members  of  the  Society  are  invited  to  make  inquiry  concerning  legislation 
and  every  effort  will  be  made  to  present  timely  information  concerning  legislative  matters  of  interest. 


THE  1943  CONNECTICUT  SENATE  AND  HOUSE  OF  REPRESENTATIVES 


State  Senators 


Dist.  Name  Pol 

1 William  A.  Scott  d 

2 William  H.  Adortensen  r 

3 Leon  RisCassi  d 

4 Henry  H.  Hunt  r 

5 Robert  E.  Parsons 

6 John  L.  Sullivan  d 

7 John  Christensen  r 

8 James  P.  Geelan  d 

9 Samuel  H.  Malkan  d 

10  Joseph  T.  Rourke  d 

1 1 William  L.  Egan  d 

1 2 C.  Raymond  Brock  r 

13  John  P.  Kreminski  r 

14  Warren  A.  Field  r 

15  Francis  J.  Summa  r 

16  John  F.  Tobin  d 

ij  Lewis  R.  Whitehead  r 

18  Thomas  F.  Dorsey,  Jr.  r 


. Address 

244  Fairfield  Ave.,  Hartford 
175  Ridgefield  St.,  Hartford 
77  Victoria  Rd.,  Hartford 
994  Main  St.,  Glastonbury 
Farmington,  P.  O.  Unionville 
Rosemary  Lane,  New  Britain 
88  Wilson  Ave.,  Wilson 
145  Henry  St.,  New  Haven 
380  Oak  St.,  New  Haven 
65  Spring  St.,  New  Haven 
400  Lombard  St.,  New  Haven 
35  Carleton  St.,  Hamden 
1 14  Carpenter  Ave.,  Meriden 
Laurel  Beach  Rd.,  Milford 
1 1 2 Central  Ave.,  W aterbury 
436  Hamilton  Ave.,  Waterbury 
70  West  St.,  Seymour 
558  Ocean  Ave.,  New  London 


19  Nicholas  J.  Spellman  d 


20  Adaxsim  Pepin,  Jr.  r 

21  Nicholas  Palladino  r&d 

22  Albert  L.  Coles  d&r 
23  Cornelius  Mulvihill, Jr. 

d&r 

24  Alice  Rowland  r 

25  Herbert  E.  Baldwin  r 

26  Stanley  P.  Adead  r 

27  Joseph  J.  Tooher  d 

28  William  Perry  Barber  d 

29  Adargaret  C.  Hurley  d 

30  Albert  K.  Bentley  r 

31  Frank  H.  Peet  r 

32  Joseph  R.  Neill  r 

33  J.  Frederick  Haig  r 

34  Hubert  C.  Hodge  r 

35  Eugene  W.  Latimer  r 

36  Edward  L.  Fenn  r 


40  Otis  St.,  Norwich 
R.F.D.  # 1,  Jewett  City 
1 240  Fairfield  Ave.,  Bridgeport 
271  Vine  St.,  Bridgeport 

84  Ashley  St.,  Bridgeport 

Ridgefield 

Westport 

Adead  St.,  New  Canaan 
37  Parker  Ave.,  Glenbrook 
245  School  St.,  Putnam 
194  North  St.,  Willimantic 
R.F.D.  #2,  Torrington 
Kent,  R.F.D. 

2 r Academy  Hill,  Watertown 
102  Highland  Ave.,  Adiddletown 
East  Hampton 
South  Coventry 
37  Orchard  Drive,  Greenwich 


T own 
Avon 
Berlin 

Bloomfield 

Bristol 


State  Representatives 


Hartford  County 

Name  Address 

F.  H.  Ventres,  r Lovely  St.,  Unionville 
J.  B.  Ellsworth,  r 24  Robbins  Rd.,  Kensington 
S.  Kamenski,  r Beckley  Rd. 

IT.  J.  Watkins,  r 18  Watkins  Rd.,  W.  Hfd. 
1.  E.  Pierce,  d Lake  Ave.,  R.F.D.  # 2 
H.  Zbikowski,  d 78  Hull  St. 


Burlington  H.  B.  Hinman,  d 
Canton  H.  Humphrey,  r 

East  Granby  AV.  Lampson,  d 
East  Hartford  M.  P.  McCue,  d 
R.  J.  Myers,  d 

East  Windsor  J.  Ad’Dermott,  r 
A.  G.  Goettler,  r 
Enfield  L.  D.  Griffin,  d 

P.  J.  Sullivan,  d 


R.F.D.  Bristol 
Canton  Center 
East  Granby 
1431  Main  St. 

12  Ellsworth  St. 
Warehouse  Point 
Broad  Brook 
Thompsonville 
Thompsonville 
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Hartford  County— Cont. 


Town 

Name 

Address 

Farmington 

W.  Hoppin,  Jr.,  r 

Adain  St. 

L.  Shapiro,  r 

Main  St.,  Unionville 

Glastonbury 

D.  H.  Potter,  d 

East  Glastonbury 

L.  O.  Kinne,  r 

Glastonbury 

Granby 

T.  F.  Holcomb,  r 

West  Granby 

L.  D.  Goddard,  r 

Granby 

Hartford 

H.  E.  Conroy,  d 

23  Wayland  St. 

R.  E.  Dupuis,  d 

282  Princeton  St. 

Hartland 

W.  Schenetsky,  r 

Riverton 

A.  E.  Parmelee,  r 

East  Hartland 

Manchester 

G.  E.  Keith,  r 

19  Lewis  St. 

S.  R.  Smith,  r 

53  Strickland  St. 

Marlborough 

A.  S.  Olander,  d 

East  Hampton,  R.F.D.  #2 

New  Britain 

L.  S.  Appell,  d 

290  Corbin  Ave. 

N.  Tomasetti,  d 

30  Erwin  Place 

Newington 

H.  L.  Warner,  r 

North  Newington 

C.  Sherwood,  r 

North  Newington 

Plainville 

J.  E.  Lamb,  r 

67  Broad  St. 

M.  M.  Koskoff,  r 

88  Trumbull  Ave. 

Rocky  Hill 

A.  Twaddle,  r 

Rocky  Hill 

Simsbury 

C.  H.  Vincent,  r 

Plank  Hill  Rd. 

J.  M.  Pattison,  r 

Massacoe  St. 

Southington 

L.  G.  Tolies,  r 

West  St. 

E.  C.  Butler,  r 

29  Eden  Ave. 

So.  Windsor 

H.  F.  Farnham,  r 

East  Windsor  Hill 

Suffield 

B.  J.  Ahrens,  r 

Main  St. 

M.  Leahey,  r 

West  Suffield 

W.  Hartford 

H.  E.  Mitchell,  r 

Cedar  Ledge  Rd. 

W.  Campbell,  r 

32  Bainbridge  Rd. 

Wethersfield 

W.  E.  Hanmer,  r 

431  Adain  St. 

W.  G.  Willsey,  r 

149  Garden  St. 

Windsor 

W.  E.  Hastings,  r 

24  Laurel  Ave. 

J.  F.  Ransom,  r 

no  Preston  St. 

Windsor 

T.  Ad.  Little,  d 

Grove  St. 

Locks 

New  Haven  County 

Ansonia 

E.  G.  Clancy,  d 

46  Vine  St. 

H.  Ad’Cormack,  d 

32  Hubbell  Ave. 

Beacon  Falls 

W.  Bradley,  Sr.,  : 

r Burton  Rd. 

Bethany 

S.  H.  Downs,  r 

R.F.D.  #2,  Westville  Sta. 

New  Haven 

Branford 

J.  E.  Brainard,  r 

Stony  Creek 

I.  Jacocks,  Jr.,  r 

660  So.  Main  St. 

Cheshire 

H.  F.  Baldwin,  r 

Cheshire 

F.  L.  Rice,  r 

Cheshire 

Derby 

A.  Degnan,  d 

269  Caroline  St. 

F.  H.  Pepe,  d 

122  Derby  Ave. 

East  Haven 

C.  E.  Miller,  r 

63  Bradley  Ave. 

R.  H.  Gerrish,  r 

45  Bradley  Ave. 

Guilford 

W.  Chittenden,  r 

Guilford 

G.  C.  Conway,  r 

Guilford 

Hamden 

E.  A.  Kirk,  r 

Shepard  Ave. 

J.  R.  Thim,  r 

31 1 Thornton  St. 

Madison 

F.  H.  Holbrook,  j 

r Madison 

Meriden 

C.  Hackbarth,  r 

372  Liberty  St. 

J.  F.  Papallo,  r 

16  Springdale  Ave. 

Middlebury 

C.  P.  Harper,  r 

Adiddlebury 

Milford 

N.  L.  Hall,  r 

Woodmont 

W.  Gitlitz,  r 

Milford 

Naugatuck 

A.  P.  Erk,  r 

New  Haven  Road 

W.  A„  Painter,  r 

34  Pleasant  Ave. 

New  Haven 

J.  E.  Bove,  d 

560  Chapel  St. 

J.  H.  Higgins,  d 

46  Dayton  St. 

No.  Branford 

R.  E.  Beers,  r 

R.F.D.  if  2,  Branford 

North  Haven  C.  F.  Andrews,  r 

North  Haven 

R.  Hemingway,  r 

North  Haven 

Orange 

R.  J.  Hodge,  r 

West  Haven 

G.  E.  Clark,  r 

Orange 

Oxford 

R.  Z.  Hawkins,  r 

R.F.D.  # 2,  Southbury 

Prospect 

T.  Plumb,  r 

R.F.D.  # 2 , Waterbury 

Seymour 

B.  H.  Matthies,  r 

Pearl  St. 

J.  B.  Baylis,  r 

Pearl  St. 

Southbury 

R.  C.  Mitchell,  r 

Southbury 

Wallingford 

P.  J.  Leonard,  d 

220  South  Whittlesey  Ave. 

F.  Valenti,  d 

126  North  Cherry  St. 

Waterbury 

D.  J.  Mahaney,  d 

1309  Bank  St. 

J.  Membrino,  d 

268  Cook  St. 

West  Haven 

(See  Orange) 

Wolcott 

R.  E.  Wakelee,  r 

R.F.D.  #4,  Waterbury 

W oodbridge 

C.  I.  Stoddard,  r 

North  Racebrook  Rd. 

New  London 

County 

Bozrah 

G.  Johnson,  d 

R.F.D.  #9,  Norwichtown 

Colchester 

C.  L.  Shailor,  d 

North  Westchester 

Rubin  Cohen,  d 

Colchester 

East  Lyme 

F.  A.  Beckwith,  r 

Niantic 

Franklin 

F.  Rockwood,  r 

North  Franklin 

Griswold 

N.  J.  Doyon,  d 

Glasgo 

J.  Sawicki,  d 

Jewett  City 

Groton 

O.  Grossman,  r 

Noank  Rd.,  West  Mystic 

T.  L.  Hagerty,  r 

Poquonnock  Bridge 

Lebanon 

V.  Ad.  Boothby,  r 

Chestnut  Hill 

J.  E.  Burgess,  r 

North  Franklin 

Ledyard 

P.  Holdridge,  d 

R.F.D.  # 6 , Norwich 

Lisbon 

E.  M.  Palmer,  r 

R.F.D.  #4,  Norwich 

Lyme 

C.  L.  Cone,  r 

R.F.D.  ff  2,  Old  Lyme 

R.  H.  Winslow,  r 

R.F.D.  #2,  Old  Lyme 

Adontville 

R.  Chagnon,  d 

Uncasville 

New  London  W.  C.  Fox,  Jr.,  d 

46  Squire  St. 

G.  Adorgan,  r 

25  Crest  St. 

N.  Stonington  J.  Bard  Bill,  r 

Clarks  Falls 

C.  Cottrell,  r 

R.F.D.  #2 

Norwich 

A.  Urbinati,  d 

Norwich 

N.  I3epin,  J 

Taftville 

Old  Lyme 

E.  L.  Marsh,  r 

Old  Lyme 

Preston 

G.  Miller,  r 

R.F.D.  ff 6 , Norwich 

W.  Sebastian,  r 

R.F.D.  # 1,  Norwich 

Salem 

J.  S wider,  d 

R.F.D.  #3,  Colchester 

Sprague 

J.  J.  Fanning,  d 

Baltic 

Stonington 

S.  Counsell,  r 

207  Adechanic  St., 
Westerly,  R.  I. 

F.  L.  Barlow,  r 

R.F.D. 

Voluntown 

G.  H.  Davis,  d 

Voluntown 

Waterford 

F.  T.  Davis,  r 

Waterford 

W.  I.  Barrett,  r 

R.F.D.  #2 
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Fairfield  County 

Thompson 

R.  L.  Donnelly,  d 

R.F.D.  #4,  Putnam 

T own 

Name 

Address 

J.  J.  Canty,  d 

Quinebaug 

34  Hickok  Ave. 

Windham 

A.  J.  Boucher,  d 

237  Valley  St.,  Willimantic 

Bethel 

H.  Wanderer,  r 

J.  R.  Pickett,  d 

104  Summit  St.,  Willimantic 

Bridgeport 

M.  J.  Herman,  d&r 

43  Jackson  Ave. 

Woodstock 

H.  D.  Baker,  r&d 

East  Woodstock 

C.  F.  Dowd,  r&d 

155  French  St. 

D.  B.  Williams,  r 

R.F.D.  #3,  Putnam 

Brookfield 

C.  H.  Dickins,  r. 

Brookfield  Center 

Danbury 

F.  A.  Doran,  d 
J.  J.  Allen,  Jr.,  r 

91  Balmforth  Ave. 
Concord  St.,  West  Ter. 

Litchfield  County 

Darien 

T.  O’Connor,  r 

41  Sedgwick  Ave. 

Barkhamsted 

J.  Whitehead,  r 

Pleasant  Valley 

V.  Blood,  r 

4 Oak  Crest 

Alcott  Rowley,  r 

Riverton 

Easton 

W.  S.  Gillette,  r 

R.F.D.  #1,  Bridgeport 

Bethlehem 

W.  L.  Hunt,  r 

Bethlehem 

Fairfield 

F.  B.  Nichols,  r 

1 31  Benson  Rd. 

Bridgewater 

W.  M.  Curtis,  r 

New  Milford 

J.  F.  Prinzing,  r 

889  Stratfield  Rd.,  Bgpt. 

Canaan 

J.  A.  Hamzy,  r 

Falls  ATllage 

Greenwich 

L.  P.  Burke,  r 

P.  O.  Box  172 

Colebrook 

W.  P.  Smith,  r 

R.F.D.  #1,  Winsted 

M.  A.  Mitchell,  r 

Palmer’s  Hill,  Riverside 

G.  W.  Durst,  r 

R.F.D.  # 2 , Winsted 

Monroe 

W.  Luckner,  Jr.,  r 

Stepney  Depot 

Cornwall 

Ad.  P.  Rogers,  r&d 

West  Cornwall 

New  Canaan 

N.  D.  Stewart,  r 

19  Hoyt  St. 

F.  R.  Scoville,  r&d 

West  Cornwall 

Ira  E.  Hicks,  r 

Valley  Rd. 

Goshen 

C.  A.  Vaill,  r 

Goshen 

New  Fairfield  C.  Nevius,  r 

R.F.D.  #3,  Danbury 

S.  J.  Breguet,  r 

West  Goshen 

Newtown 

G.  M.  Stuart,  r 

Newtown 

Harwinton 

C.  E.  Hutchings,  r 

R.F.D.  #2,  Torrington 

N.  M.  Curtis,  r 

Sandy  Hook 

H.  J.  Delay,  r 

R.F.D.  #2,  Torrington 

Norwalk 

F.  T.  Stack,  d 

South  Norwalk 

Kent 

T.  J.  Boyd,  r 

South  Kent 

F.  W.  Buckley,  d 

East  Norwalk 

Litchfield 

I.  C.  Rylander,  r 

Litchfield 

Redding 

J.  FI.  Sanford,  r 

Redding  Ridge 

H.  Bissell,  r 

Bantam 

Bessie  Taylor,  r 

Georgetown 

Morris 

C.  Ivirchberger,  d 

R.F.D.  # 1 , Thomaston 

Ridgefield 

P.  A.  McManus,  r 

8 Fairfield  Ave. 

New  HartfordH.  R.  Hunt,  r 

R.F.D.,  Collinsville 

E.  M.  Ryan,  r 

Ridgefield 

H.  H.  Spencer,  r 

R.F.D.,  Unionville 

Shelton 

F.  V.  Crofut,  d 

21 1 Coram  Ave. 

New  Milford  E.  A.  Ambler,  r 

New  Milford 

P.  J.  Walsh,  d 

Riverview  Ave. 

G.  H.  Allen,  r 

New  Adilford 

Sherman 

H.  A.  Hueston,  r 

R.F.D.,  Gaylordsville 

Norfolk 

P.  E.  Curtiss,  r 

Norfolk 

Stamford 

E.  Edgerton,  r 

Wallacks  Point 

W.  F.  Stevens,  r 

Norfolk 

J.  H.  Swathel,  r 

794  Bedford  St. 

North  Canaan  J.  H.  Casey,  r 

Canaan 

Stratford 

F.  Abercrombie,  r 

196  Blakeman  Place 

Plymouth 

W.  N.  Austin,  d 

Plymouth 

O.  Peterson,  Jr.,  r 

1056  North  Ave. 

R.  A.  Seymour,  d 

R.F.D.,  Terryvillc 

Trumbull 

G.  A.  Clark,  r 

Long  Hill 

Roxbury 

J.  F.  Pickett,  r 

Roxbury 

A.  E.  Griffin,  r 

R.F.D.  #4,  Bridgeport 

Salisbury 

W.  Raynsford,  r 

Lakeville 

Weston 

E.  C.  James,  r 

R.F.D.  #2,  Westport 

H.  B.  Strong,  r 

Falls  Village 

Westport 

A.  H.  Arnold,  r 

Saugatuck  Station 

Sharon 

A.  Jenkins,  r 

Sharon 

C.  W.  Janson,  r 

W estport 

C.  Eggleston,  r 

Sharon 

Wilton 

T.  Dickinson,  d 

Nod  Hill  Rd. 

Thomaston 

A.  C.  Innes,  r 

78  High  St. 

Torrington 

A.  Constable,  d 

59  South  Adain  St. 

V.  N.  Rossi,  d 

1 1 3 East  Elm  St. 

Windham  County 

W arren 

G.  LaGrotta,  Ind. 

New  Preston 

Ashford 

T.  Supina,  Jr.,  d 

R.F.D.  #3,  Stafford  Spgs. 

Washington 

W.  C.  Carlson,  r 

Washington  Depot 

John  Juhasz,  d 

R.F.D.  Mansfield  Center 

R.  J.  Benham,  r 

Washington 

Brooklyn 

F.  F.  Maynard,  d 

Wauregan 

W atertown 

E.  Lamphier,  r 

Watertown 

Canterbury 

N.  Carpenter,  r 

Canterbury 

A.  Russell,  r 

Oakville 

A.  Ritzi,  r 

Canterbury 

Winchester 

W.  J.  Walker,  r 

126  Elm  St.,  Winsted 

Chaplin 

A.  W.  Miller,  r 

North  Windham 

W.  H.  Blodgett,  r 

75  Park  Place,  Winsted 

Eastford 

C.  H.  Buell,  r 

Eastford 

Woodbury 

R.  O.  Judson,  r 

Woodbury 

Hampton 

S.  Weaver,  r 

R.F.D.  #1 

A.  E.  Tanner,  r 

R.F.D.,  Woodbury 

Killingly 

T.  E.  Clarie,  d 

41  Broad  St.,  Danielson 

C.  Hutchinson,  d 

53  Cottage  St.,  Danielson 

Plainfield 

E.  Bellavance,  d 

Moosup 

AIiddlesex  County 

A.  Kelly,  d 

Plainfield 

Chester 

C.  ATK.  Parr,  r&d 

Chester 

Pomfret 

Irvin  Hattin,  r 

Pomfret  Center 

Clinton 

J.  L.  Eliot,  Sr.,  r 

Clinton 

R.  H.  Davis,  r 

Abington 

Cromwell 

J.  D.  Broman,  r 

Cromwell 

Putnam 

D.  J.  Bartlett,  d 

177  Main  St. 

Durham 

F.  J.  Francis,  r 

Durham 

J.  J.  Charron,  d 

200  Alain  St. 

O.  M.  Bristol,  r 

Durham 

Scotian  J 

H.  P.  Chesbro,  r 

R.F.D.,  Hampton 

East  Haddam  R.  Ad’Adullen,  d 

Aloodus 

Sterling 

J.  H.  Marriott,  r 

Oneco 

John  Blaschik,  d 

Adoodus 

! 
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M iddlesex  County— Cont. 


Navie 

T own 

Address 

East  Hampton 

iR.  S.  Thatcher,  d 

East  Hampton 

S.  Stewart,  r 

Cobalt 

Essex 

J.  Scholes,  Sr.,  r 

Essex 

Haddam 

A.  W.  Brookes,  d 

Haddam 

C.  S.  Ingham,  r 

Haddam 

Killingworth 

J.  Steadman,  r 

R.F.D.  # 1,  Madison 

P.  A.  Marcinek,  r 

R.F.D.,  Clinton 

Middlefield 

C.  N.  Burnham,  r 

Rockfall 

Middletown 

A.  J.  Labarge,  r 

5 Greenfield  Ave. 

A.  B.  Hubbard,  r 

55  Crescent  St. 

Old  Saybrook  J.  U.  Dibble,  r 

R.F.D.,  Saybrook 

Portland 

P.  N.  Bronson,  r 

57  Fairview  Heights 

Saybrook 

D.  Parodi,  r 

Deep  River 

K.  Stalsburg,  r 

Deep  River 

Westbrook 

J.  W.  Spencer,  r 

Westbrook 

Tolland  County 

Andover 

G.  A.  Merritt,  r 

Andover 

Bolton 

M.  Woodward,  r 

R.F.D.,  Manchester 

Columbia 

H.  S.  Collins,  r 

Columbia 

Coventry 

R.  T.  Welles,  d 

Soutli  Coventry 

L.  H.  Austin,  r 

South  Coventry 

Ellington 

D.  C.  Fisk,  r 

Ellington  Ave.,  Rockville 

Hebron 

E.  W.  Buell,  r 

R.F.D.  #2,  Andover 

H.  L.  Gray,  r 

Hebron 

Mansfield 

E.  O.  Smith,  r 

Mansfield 

* J.  W.  Porter,  r 

Star  Route,  Willimantic 

Somers 

J.  A.  Keeney,  r 

Somersville 

O.  C.  Pease,  r 

Somers 

Stafford 

N.  W.  Belcher,  d 

Staffordville 

W.  J.  Delligan,  d 

Stafford  Springs 

Tolland 

H.  j.  Skelly,  r 

R.F.D.  #1,  W.  Willington 

R.  B.  West,  r 

R.F.D.  #2,  Rockville 

Union 

F.  Kaleta,  r 

R.F.D.  #2,  Stafford  Spgs. 

R.  C.  Barrows,  r 

R.F.D.  #2,  Stafford  Spgs. 

V ernon 

H.  Schmidt,  r 

63  High  St.,  Rockville 

G.  R.  Risley,  r 

R.F.D.  # 1 , Rockville 

Willington 

H.  W.  Pratt,  r 

West  Willington 

C.  Wochomurka,  r 

West  Willington 

' Deceased 


Connecticut  Representatives  in  the 
Congress  of  the  United  States 

Senator  Francis  Maloney  (d),  Meriden 

Senate  Office  Building,  Washington,  D.  C. 
Senator  John  A.  Danaher  (r),  Meriden 

Senate  Office  Building,  Washington,  D.  C. 
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1st  District,  William  J.  Miller  (r),  Wethersfield 
2nd  District,  John  McWilliams  (r),  Norwich 
3rd  District,  Ranulf  Compton  (r),  Aladison 
4th  District,  Clare  B.  Luce  (r),  Greenwich 
5th  District,  Joseph  E.  Talbot  (r),  Naugatuck 
At  large,  Boleslaus  J.  Monkiewicz  (r),  New  Britain 

News  from  Washington 

THE  REVENUE  ACT  OF  1 942 

(1)  The  new  law  remedies  the  unjust  method  of 
taxation  that  has  heretofore  prevailed  in  connection 
with  the  uncollected  accounts  on  the  "books  of  a tax- 
payer at  the  time  of  death.  Hereafter  the  value  of 
such  accounts  will  not  be  added  to  the  income  of 
the  taxpayer  for  the  year  of  death.  This  change  will 
result  in  a considerable  saving  to  the  estates  of 
physicians. 

(2)  A new  provision  authorizes  a taxpayer  to 
deduct  amounts  expended  for  medical,  dental,  and 
hospital  care,  including  amounts  paid  for  accident 
and  health  insurance,  according  to  a prescribed 
formula.  Deductions  will  be  permitted  to  the  extent 
that  such  expenses  exceed  five  per  cent  of  the  net 
income  of  the  taxpayer  but  not  in  excess  of  $2,500 
in  case  of  the  head  of  a family,  or  $1,250  in  case  of 
other  individual  taxpayers. 

(3)  The  Secretary  of  the  Treasury  recommended 
that  income  received  by  corporations  now  exempt 
from  taxation,  such  as  hospitals  operated  not  for 
profit,  should  be  subject  to  income  tax  if  derived 
from  business  ventures  not  necessarily  incident  to 
their  exempt  activities.  The  law  contains  no  such 
provision. 

(4)  Another  provision  of  interest  to  physicians 
who  are  employed  on  a salary  basis  or  who  employ 
other  persons,  such  employments  being  within  the 
coverage  of  the  Social  Security  Act,  freezes  the  tax 
at  one  per  cent  for  the  year  1943,  thus  preventing 
an  automatic  increase  to  two  per  cent  as  provided 
in  the  Social  Security  Act. 

(5)  The  new  law  makes  no  changes  with  respect 
to  the  expenses  a physician  may  deduct  in  connec- 
tion with  his  professional  work. 


^VICTORY 


BLOOD  PRESSURE?  PRESTO!  — You  are  always  asking, 

“What’s  new?”  The  Taylor  Instrument  Company  answers  with  the  introduc- 
tion of  a manometer  cuff  based  on  an  entirely  new  time  saving  principle.  Fits 
instantly  all  sizes  of  arms  without  twisting  or  slipping.  For  sale  by  The 
Professional  Equipment  Company.  Telephone  New  Haven  7-2138.  In  Bridge- 
port or  Hartford,  Enterprise  2530. 

(SEE  PAGE  2) 
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COiMMITTEE  ON  INDUSTRIAL  HEALTH 
Arthur  B.  Landry,  m.d..  Chairman,  Hartford 


Harold  J.  Curran,  Waterbury 
Thomas  J.  Danaher,  Torrington 
Cole  B.  Gibson,  Meriden 
Albert  S.  Gray,  Hartford 


Robert  P.  Knapp,  South  Manchester 
Joseph  A.  LaPalme,  Putnam 
Eugene  F.  Meschter,  Stamford 
Elliott  H.  Metcalf,  Rockville 


William  H.  Ryder,  New  Haven 
C.  John  Satti,  New  London 
Richard  O’B.  Shea,  Bridgeport 
Paul  W.  Vestal,  New  Haven 


Martin  I.  Hall,  Bristol  John  R.  Paul,  New  Haven  Benedict  N.  Whipple,  Bristol 

Charles  F.  Yeager,  Bridgeport  William  E.  Wrang,  Middletown 


REHABILITATION  AND  THE  WAR  EFFORT 

E.  P.  Chester,  Hartford 


The  Author.  Director,  Bureau  of  Rehabilitation 
Service,  State  Department  of  Education 


As  originally  promoted  by  the  Federal  Govern- 
ment, through  an  act  of  Congress  in  1920, 
Vocational  Rehabilitation  was  intended  to  supple- 
ment Workmen’s  Compensation  by  providing  for 
the  retraining  and  re-establishment  in  industry  of 
workers  injured  in  the  course  of  their  employment. 
The  program  was  soon  expanded  to  cover  persons 
injured  in  other  than  industrial  accidents  and  to  per- 
sons whose  disabilities  were  incurred  as  the  result 
of  disease  or  from  congenital  causes. 

This  Federal  Civilian  Rehabilitation  Act  over  a 
period  of  20  years  was  accepted  by  all  the  states,  as 
a cooperative  program  with  the  Federal  Govern- 
ment which  allotted  funds  to  the  states  on  a dollar 
for  dollar  matching  expenditure  basis.  The  State  of 
Connecticut  accepted  the  federal  act  in  1929  and 
the  Rehabilitation  Program  was  inaugurated  in 
October,  1930. 

The  federal  act  made  provision  for  the  rehabilita- 
tion of  injured  civilian  adults.  A series  of  vocational 
services  were  instituted,  intended  to  provide  skills 
useful  in  occupations  where  the  disability  would 
not  be  a handicap  to  successful  performance  on  the 
job. 

Until  recently,  the  Rehabilitation  Services  of 
Connecticut,  as  in  the  other  states,  aside  from 
supplying  artificial  arms,  legs,  braces  or  hearing  aids, 
followed  this  vocational  pattern.  However,  recently 
James  H.  Biram,  Medical  Director  at  the  Colt  Patent 
Firearms  Company,  reported  to  Rehabilitation  that 


workers  were  being  rejected  for  jobs  they  could 
otherwise  satisfactorily  fill  because  of  the  presence 
of  physical  defects  which  could  be  corrected  in 
a relatively  short  period  of  time  by  proper  medi- 
cal or  surgical  treatment.  He  felt  that  there  was 
urgent  need  for  the  correction  of  these  physical 
defects  as  a means  of  increasing  the  man  power  of 
the  Colt  Plant.  In  the  emergency,  the  only  action 
Rehabilitation  could  take  was  an  immediate  decision 
to  tackle  the  problem  of  correcting  physical  defects 
on  a trial  basis.  Believing  that  other  industrial  plants 
would  be  interested  in  the  plan,  a meeting  of  repre- 
sentatives of  industrial  medicine,  the  general  medi- 
cal profession,  hospitalization,  industry  and  labor 
was  called  to  consider  the  value  of  this  new  phase 
of  rehabilitation  as  a means  of  increasing  man  power. 

This  meeting  voted  that  there  was  an  immediate 
need  for  such  a program,  discussed  action  to  make 
it  effective  and  recommended  the  appointment  of 
a central  Advisory  Committee  representing  the 
various  interests  concerned.  Accordingly,  Creighton 
Barker,  Executive  Secretary  of  the  Connecticut 
State  Medical  Society,  was  appointed  to  a com- 
mittee on  Medical  Policies  and  Methods;  J.  H. 
Biram,  Medical  Director  of  the  Colt  Plant  in  Hart- 
ford, was  appointed  to  represent  Industrial  Adedi- 
cine;  Mr.  William  B.  Sweeney,  Executive  Secretary 
of  the  Connecticut  State  Hospital  Association  was 
named  as  representative  of  Hospitalization;  Air.  Leo 
J.  Noonan,  Chairman  of  the  Board  of  Workmen’s 
Compensation  Commissioners,  was  named  to  repre- 
sent Workmen’s  Compensation  Commission;  Mr. 
W.  Adam  Johnson,  Commercial  Secretary  of  the 
Adanufacturers’  Association  of  Connecticut,  was 
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named  to  represent  Employer  Relations;  and  Mr. 
John  C.  Ready,  Deputy  Commissioner  of  the  State 
Department  of  Labor  was  named  to  represent  Em- 
ployee Relations.  The  Advisory  Committee  met  and 
recommended  that  this  physical  rehabilitation  pro- 
gram should  immediately  be  made  statewide  in 
coverage.  The  name  of  the  committee  was  deter- 
mined to  be  “Connecticut  Wartime  Manpower  Re- 
habilitation Committee.”  This  committee  serves  in 
an  advisory  capacity  to  the  Bureau  of  Rehabilitation 
Service  of  the  State  Department  of  Education. 

A group  of  consultants  in  each  of  the  above 
named  fields  selected  from  various  parts  of  the  state 
was  determined  necessary  as  a means  of  more  speed- 
ily and  effectively  inaugurating  the  program.  The 
Committee  of  consultants  was  appointed  and  a com- 
bined meeting  of  both  the  central  committee  and 
consultants  was  held  Wednesday,  November  4,  in 
Hartford. 

As  the  result  of  this  meeting,  it  was  determined: 

1.  That  the  correction  of  physical  defects  would 
be  limited  for  the  present  to  the  pre-employment 
group,  representing  the  following  types  of  defects: 

(1)  Cardiac  conditions  and  Hypertension 

(2)  Varicose  Veins 

(3)  Hernia 

(4)  Vision 

(5)  Back  Defects 

(6)  Foot  Defects 

(7)  Diabetic  conditions 

(8)  Miscellaneous 

It  was  felt  that  a complete  examination  by  a 
cardiologist  with  report  to  the  plant  physician  on 
arrangements  made  through  rehabilitation  would 
increase  acceptance  of  a greater  percentage  of 
workers  with  cardiac  defects  for  selected  types  of 
employment.  It  was  also  felt  that  a uniform  treat- 
ment and  handling  of  vision  correction  through 
rehabilitation  would  be  extremely  helpful. 

2.  That  the  selection  of  workers  for  this  physical 

rehabilitation  service  would  originate  from  two 
sources:  (a)  plant  physicians,  (b)  rehabilitation 

offices.  However,  it  was  agreed  that  potential 
workers  originating  in  rehabilitation  offices  should 
be  referred  for  the  consideration  of  plant  physician 
prior  to  making  arrangement  for  correction  of  the 
defects,  or  to  a committee  of  consultants. 

3.  That  a statewide  panel  of  doctors  for  various 
types  of  surgical  or  other  corrective  procedures  be 
established  through  a canvass  of  competent  men 
secured  by  recommendation  of:  (a)  plant  medical 


directors,  (b)  insurance  carrier  medical  officials, 
and  (c)  specialists  in  various  fields.  Rates  of  pay- 
ment to  the  doctor  were  recommended  to  be  made 
on  the  same  basis  as  Workmen’s  Compensation  fees 
for  similar  services. 

4.  That  hospitalization  be  arranged  on  an  individ- 
ual basis,  ordinarily  the  client  selecting  his  own 
facility— the  hospital  rate  to  be  the  same  as  that  for 
Workmen’s  Compensation  cases,  and  in  general,  the 
lowest  private  room  rate. 

5.  That  payment  of  both  medical  and  hospital 
fees  be  made  directly  by  the  Rehabilitation  Division 
of  the  State  Department  of  Education.  Repayment 
to  this  Department  by  the  worker  on  an  installment 
basis  was  favored. 

1 he  program  is  now  in  operation  in  Connecticut 
on  an  experimental  basis  with  the  cooperation  of 
the  Federal  Government  but  is  too  new  to  give  an 
accounting  as  to  accomplishments,  However,  ap- 
proximately 30  persons  have  been  provided  surgical 
services  and  at  least  two-thirds  of  these  persons  are 
now  working  in  defense  industries  on  jobs  for 
which  they  were  selected  prior  to  the  correction  of 
their  physical  defects.  Others  are  still  in  the  hos- 
pital, and  as  the  operation  of  the  program  is  ex- 
panded throughout  the  state  it  is  believed  that  a 
relatively  large  number  of  workers  will  be  provided 
to  the  war  industries  by  this  method. 


Errata 

In  the  paper  entitled  “The  Prevalence  of  Sporo- 
trichosis in  Connecticut,”  published  in  the  Novem- 
ber, 1942  issue  of  the  Journal,  the  attention  of  our 
readers  is  called  to  the  following: 

Page  844,  first  column,  line  29,  “approximately 
200  grams  per  days”  should  read  “approximately 
200  grains  per  day.” 

Page  844,  second  column,  line  8,  “dose  of  100 
grams'’’  should  read  “dose  of  100  grains .” 

In  the  paper  entitled  “A  Clinical  Study  of  105 
Patients  Tieated  With  Estrogen  and  Progesterone” 
by  S.  M.  Simon,  m.ix,  and  A.  F.  Ullman,  m.d.,  ap- 
pearing in  the  December  issue  of  the  Journal  the 
attention  of  our  readers  is  called  to  the  following 
error: 

Page  921,  paragraph  7,  second  sentence  should 
read  “0.2  mg.”  instead  of  “0.02  mg.”  as  published. 
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PERIPATETICUS  VISITS  SISTER  KENNY 


A question  in  the  minds  of  many  people  today  is, 
“what  is  the  lowdown  on  Sister  Kenny’s  so-called 
“hot  pack”  method  and  massage  for  the  treatment 
of  Infantile  Paralysis?”  However,  one  can  still  hear 
Sister  Kenny’s  reverberent  statement  that  her  treat- 
ment is  “NOT  HOT  PACKS  AND  MASSAGE.” 

Seven  physicians  from  Connecticut  have  taken 
the  long  trek  to  Minneapolis  to  obtain,  first  hand, 
the  answer  to  this  question.  I am  sure  that  the  expe- 
rience of  any  of  this  group  is  the  experience  of  all. 
The  trip  to  Chicago  was  uneventful  except  for  the 
happy  memories  of  the  club  car,  where  the  edges 
of  the  grinding  trip  were  alleviated.  In  Chicago,  a 
transfer  was  made  from  the  Central  Station  to  that 
of  the  Minneapolis  and  St.  Paul  Railroad,  where  I 
encountered  a large  number  of  WAACS  standing 
around— I just  did  make  the  Hiawatha  gate  as  the 
conductor  was  calling  “all  aboard.”  The  Hiawatha, 
by  the  way,  is  a fine  streamliner  and  very  comfort- 
able in  every  way.  The  rolling  landscape  through 
Wisconsin  and  Minnesota,  with  its  numerous  farms, 
well  kept  and  prosperous  appearing,  soon  gave 
way  for  the  route  along  the  banks  of  the  Mississippi, 
which  is  smaller  than  at  Memphis  or  New  Orleans, 
but  still  imposing. 

Upon  arrival  in  Minneapolis  I went  directly  to 
the  Continuation  Study  Center  located  on  the 
campus  of  the  University  of  Minnesota.  This  cen- 
ter was  the  home  of  twenty-six  other  “doubting 
Thomases,”  representing  sixteen  different  States. 
This  center  is  the  culmination  of  a dream  of  a for- 
mer President  of  the  University,  who  heard  the  cry 
of  graduates  in  all  professions  wishing  to  come 
back  for  a specific  refresher  course  relating  in  some 
way  to  their  life  work.  Since  its  opening  eight  years 
ago,  almost  thirteen  thousand  graduate  students 
have  lived,  studied  and  held  “bull  sessions”  within 
its  portals.  Various  branches  of  the  medical  pro- 
fession represent  about  twenty  per  cent  of  this 
number.  Now  you  can  see  why  the  University  of 
Minnesota  was  the  ideal  center  from  which  Sister 
Kenny  could  radiate  her  gift  to  humanity.  One 
hundred  and  seventy-eight  physicians  from  all  of 
the  States  in  the  Union,  except  four,  have  attended 
eight  courses  in  the  Kenny  Technique  for  Infantile 
Paralysis  this  year. 

The  whole  course  is  really  built  around  Sister 
Kenny,  who  has  spent  thirty  years  nursing  in  the 


Australian  Bush.  “Sister,”  by  the  way,  is  an  affec- 
tionate term  applied  to  all  nurses  in  her  Country. 
Wherever  she  is,  whether  in  the  lecture  room,  hos- 
pital bedside  or  social  lounge,  her  personality  is 
outstanding.  Her  chief  aim  in  life  from  now  on 
is  to  give  her  “Concept  and  Treatment  of  Polio- 
myelitis” to  the  United  States  as  a gift  for  the 
part  played  by  us  in  saving  her  Country,  which,  as 
she  stated  with  tears  in  her  eyes,  would  not  exist 
today,  but  for  us.  It  certainly  looks  as  if  it  were  a 
gift  worth  while. 

The  University  of  Minnesota  Hospital  and  The 
Minneapolis  General  Hospital  both  have  large  polio- 
myelitis services.  Large  numbers  of  these  cases  are 
admitted  to  these  hospitals  each  year.  Six  new  cases 
appeared  during  the  week  that  I was  there,  one,  a 
boy  of  six,  came  by  plane  from  Rio  de  Janeiro. 
Minneapolis  also  has  a school  for  crippled  children 
with  a census  of  about  two  hundred  and  fifty 
children,  and  of  this  group  approximately  one 
hundred,  most  of  whom  were  treated  in  the  above 
mentioned  hospitals  prior  to  Sister  Kenny’s  visit, 
are  there  for  treatment  of  the  crippling  effects  of 
poliomyelitis.  These  cases  were  children  treated  by 
our  best  trained  men  with  every  modern  facility 
at  their  disposal.  Since  1940,  all  cases  in  Minneapo- 
lis have  been  treated  according  to  Sister  Kenny’s 
concept.  To  date,  not  a single  case  thus  treated  has 
been  admitted  to  the  crippled  school,  and  those  of 
school  age  are  attending  the  school  regularly.  Only 
twenty  per  cent  show  definite  anterior  horn  cell 
destruction,  with  paralysis  of  the  muscle  or  muscles 
supplied  by  them.  However,  none  of  these  have 
any  contraction.  All  of  the  muscles,  not  paralyzed, 
have  completed  return  to  function. 

Sister  Kenny’s  concept  may  briefly  be  stated  as 
follows:  First,  the  affected  muscles  are  the  CON- 
TRACTED MUSCLES— SPASM.  Second,  the  non 
affected  muscles,  unable  to  function  due  to  the 
spasm  of  opposing  muscles,  forget  how  to  func- 
tion—MENTAL  ALIENATION.  Third,  the  neigh- 
boring muscles  substituting  for  the  alienated 
muscles— INCOORDINATION.  Fourth,  PARAL- 
YSIS. 

Treatment:  RELIEVE  SPASM.  Sister  Kenny 
uses  HOT  FOMENTS,  not  “packs,”  placed  on  the 
affected  muscles  and  reapplied  as  often  as  symptoms 
indicate.  These  foments  overcome  the  spasm  by  re- 
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lieving  pain  and  increasing  the  blood  supply.  The 
foments  must  be  made  from  60%  or  better,  wool 
materials  cut  to  lit  the  parts  affected.  This  material 
is  boiled,  then  immediately  run  through  a firm 
wringer  twice,  and  applied  to  the  affected  part.  The 
temperature  of  these  foments  when  applied  is  about 
1600  which  gradually  cools  to  body  temperature 
in  about  fifteen  minutes.  But,  as  Charles  Winninger 
used  to  say,  “This  is  only  the  beginning.”  As  soon 
as  possible,  re-education  of  the  mentally  alienated 
and  incoordinated  muscles  is  undertaken.  This  phase 
of  the  treatment  takes  weeks  of  careful  detail  work, 
and  must  be  done  by  highly  trained  individuals, 
physiotherapeutists  or  nurses,  who  have  a thorough 
knowledge  of  the  muscles  of  the  body  and  of  the 
Kenny  concept  of  retraining. 

1 had  the  privilege  of  being  present  when  the 
American  Association  of  Physiotherapists  presented 
to  Sister  Kenny  the  key  for  this  year’s  greatest 
contribution  in  physiotherapy,  the  first  time  that 
a woman  has  received  this  award. 

I went  to  see  and  saw  and  was  completely  con- 
vinced, and  can  only  say  that  Sister  Kenny’s  “gift” 
is  a truly  teal  one. 

Peripateticus 


Manual  of  Medical  Services  for  Children 
in  Planning  For,  During  and  After 
Evacuation 

To  those  who  are  familiar  with  the  British  plans 
for  evacuation  of  children  and  the  results  of  their 
experiences  since  the  initial  bombing  of  England, 
this  Manual  will  exemplify  the  care  with  which 
plans  have  been  made  for  specified  groups  of  our 
people  in  the  event  of  such  experiences  in  the  United 
States.  As  the  editor  of  the  New  Haven  Journal- 
Courier  has  so  aptly  said,  the  Manual  “represents  the 


intelligent  investigation  and  planning  of  many  of 
our  best  medical  men  in  the  state  in  cooperation 
with  the  civilian  defense  authorities,”  and  for  this 
reason  “it  should  be  studied  by  every  officer  in  a 
defense  position  and  also  by  every  parent.” 

1 he  Manual  was  prepared  by  the  Pediatric  Ad- 
visory Committee  of  the  State  Medical  Council, 
Grover  F.  Powers  of  New  Haven,  chairman.  It  is 
based  largely  upon  reports  made  by  numbers  of  the 
Hezekiah  Beardsley  Pediatric  Club.  Within  its  ten 
chapters  may  be  found  all  data  pertaining  to  the 
medical  and  nursing  procedures  necessary  and  de- 
sirable in  the  evacuation  of  children.  The  organiza- 
tion necessary  for  such  care  is  clearlv  outlined  and 
a map  supplied  showing  evacuation,  undesignated 
and  reception  towns.  Samples  of  child  evacuation 
and  of  family  evacuation  registration  forms  are  fur- 
nished, also  samples  of  evacuation  tags.  The  general 
problem  of  medical  services  for  children  is  pre- 
sented, also  the  special  problems  incidental  to  im- 
munization, care  of  new  born  infants,  of  premature- 
ly born  infants,  of  well  infants  and  preschool  chil- 
dren, of  children  with  behavior  difficulties,  of  chil- 
dren in  institutions  and  county  homes,  of  medical 
and  surgical  pediatric  cases,  and  of  children  with 
communicable  diseases.  The  contents  of  the  emer- 
gency kit  for  premature  infants  is  given  in  detail 
with  excellent  explanatory  cuts.  The  minimum 
equipment  necessary  for  the  different  groups  is 
tabulated. 

The  pediatricians  of  Connecticut  have  made  a 
valuable  contribution  to  defense  plans  in  the  com- 
pilation of  this  manual.  Each  physician  in  the  State 
should  secure  a copy  and  urge  all  parents  of  chil- 
dren to  own  and  study  the  Manual.  Copies  mav  be 
obtained  without  cost  from  the  State  Director  of 
Evacuation,  State  Armory,  Hartford,  or  from  the 
Bureau  of  Child  Hygiene,  Department  of  Health, 
State  Office  Building,  Hartford.  For  persons  not 
citizens  of  Connecticut,  it  is  available  at  25  cents 
per  copy. 


SHOE  FITS;  PUT  IT  ON!  For  the  first  rime  there  is  a shoe 

especially  designed  to  provide  a practical  and  comfortable  covering  for  swol- 
len tender,  orltandaged  feet.  Mollo-pedic”  shoes  are  easily  adapted  to  various 
sizes  of  plaster  casts  or  bandages  on  either  foot.  They  afford  proper  support, 
yet  are  soft  and  flexible.  A real  pleasure  to  the  patient,  “Mollo-pedic”  shoes 
'truly  protect.  $1.50  at  the  Professional  Equipment  Company  in  New  Haven. 


(SEE  PAGE  2) 
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SPECIAL  NOTICES 


EASTERN  SECTION  MEETING  OF  AMERICAN 
LARYNGOLOGICAL,  RHINOLOGICAL  AND 
OTOLOGICAL  SOCIETY,  INC. 

FRIDAY,  JANUARY  15,  1943 
Hunt  Memorial  Building,  38  Prospect  Street,  Hartford 

io:  A.  M. 

1 . Introduction  of  the  President 

James  G.  Dwyer,  m.d..  New  York,  N.  Y. 

2.  Carcinoma  of  the  Middle  Ear  and  Mastoid 

Lewis  T.  Buckman,  m.d.,  Wilkes-Barre,  Pa. 
Discussion: 

LeRoy  A.  Schall,  m.d.,  Boston,  Mass. 

3.  Case  Reports— Four 

Marvin  F.  Jones,  m.d.,  New  York,  N.  Y. 
Discussion: 

Oram  R.  Kline,  m.d.,  Camden,  N.  J. 

4.  The  Problem  of  Acute  Serous  Otitis  Media 

Gordon  D.  Hoople,  m.d.,  Syracuse,  N.  Y.  and 
Irl  H.  Blaisdell,  m.d.,  Syracuse,  N.  Y. 

(By  invitation) 

Discussion: 

Kenneth  M.  Day,  m.d.,  Pittsburgh,  Pa. 

5.  Bilateral  Abductor  Paralysis  of  the  Larynx 

Joseph  D.  Kelly,  m.d.,  New  York,  N.  Y. 
Discussion: 

Gabriel  Tucker,  m.d.,  Philadelphia,  Pa. 

LUNCHEON -HARTFORD  CLUB 
Luncheon  Speaker— Harris  P.  Mosher,  m.d. 

6.  Business  Meeting 

7.  Four  Decades  of  Nasal  Allergy 

Lyman  D.  Richards,  m.d.,  Boston,  Mass. 
Discussion: 

Frederick  N.  Sperry,  m.d.,  New  Haven,  Conn. 

8.  Esophago-Bronchial  Fistula 

Louis  H.  Clerf,  m.d.,  Philadelphia,  Pa. 

Discussion: 

John  A.  Murtagh,  m.d.,  Hanover,  N.  H. 

(By  invitation) 

9.  Local  Sulfanilamide  Therapy  in  Acute  Mastoiditis 

Raymond  H.  Marcotte,  m.d.,  Nashua,  N.  H. 
Discussion: 

Frederick  T.  Hill,  m.d.,  Waterville,  Ale. 

10.  Preliminary  Voice  Training  for  Laryngectomy 

J.  W.  McCall,  m.d.,  Cleveland,  Ohio 
(By  invitation) 

Discussion: 

Clarence  Engler,  m.d.,  Cleveland,  Ohio 


FIFTH  ANNUAL  CONGRESS  ON  INDUSTRIAL 
HEALTH 

The  fifth  Annual  Congress  on  Industrial  Health,  sponsored 
by  the  Council  on  Industrial  Health  of  the  American  Medical 
Association,  will  be  held  Monday,  Tuesday  and  Wednesday, 
January  11-13,  1943,  at  the  Palmer  House  in  Chicago.  These 
meetings  are  open  to  physicians  and  others  interested  in  in- 
dustrial health.  There  is  no  registration  fee.  The  preliminary 
program  is  as  follows: 

Monday,  January  ii— Opening  Session,  9:45  a.  m. 
Report  of  the  Council  on  Industrial  Health 

Stanley  J.  Seeger,  m.d.,  Chairman,  Texarkana,  Texas 
The  Physician  and  Industrial  Mobilization 
Speaker  to  be  announced 
Preventive  Medicine  in  Industry 

John  H.  Foulger,  m.d.,  Wilmington,  Delaware 
Director,  Haskell  Laboratory  of  Industrial  Toxicology 
Employee-Management  Cooperation  for  Industrial  Health 
Wendell  Lund,  Washington,  D.  C. 

Director,  Labor  Production  Division,  War  Production 
Board 

Procurement  and  Training  of  Professional  Personnel  for  In- 
dustrial Health  Service 
Clarence  D.  Selby,  m.d.,  Detroit 

Chairman,  Subcommittee  on  Industrial  Health  and  Medi- 
cine, Federal  Security  Agency 

AIonday— Afternoon  Session,  2:00  o’clock 
Ocular  Signs  of  Industrial  Poisoning 
Roy  S.  Bonsib,  New  York 

Chief  Safety  Inspector,  Standard  Oil  Company  (New 
Jersey) 

COMMON  INFECTIONS  IN  INDUSTRY 
(Joint  Presentation  by  the  Council  on  Pharmacy  and  Chem- 
istry and  the  Council  on  Industrial  Health,  American 
Medical  Association) 

Newer  Concepts  in  the  Prevention  and  Treatment  of  Wound 
Infections 

Austin  E.  Smith,  m.d.,  Chicago 
Secretary,  Council  on  Pharmacy  and  Chemistry 
Recognition,  Prevention  and  Essential  Treatment  of  Occupa- 
tional Dermatitis , with  Particular  Reference  to  Oil  Derma- 
titis, and  Folliculitis 

Report  of  Committee  on  Occupational  Dermatoses, 
American  Medical  Association 
Respiratory  Infections  in  Industry:  Joint  Report  Prepared  by 
the  Council  on  Pharmacy  and  Chemistry  and  the  Council 
on  Industrial  Health,  American  Medical  Association 
Chester  S.  Keefer,  m.d.,  Boston 

Wade  Professor  of  Medicine,  Boston  LTniversity  School 
of  Medicine 
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Fro  gram  of  Immunization  for  Industrial  Workers 

1.  Vaccines  and  Scrums:  Indications  and  Procedure 

James  P.  Leake,  m.d.,  Bethesda,  Maryand 
Medical  Director,  Epidemiological  Section,  U.  S.  Pub- 
lic Health  Service,  National  Institute  of  Health 

2.  Problems  of  Organization  and  Administration 

Leverett  D.  Bristol,  m.d..  New  York 
Health  Director,  American  Telephone  and  Telegraph 
Company 

AIonday— Evening  Session,  6:30  o’clock 
STATE  SOCIETIES  DINNER  AND  ROUND  TABLE 
An  informal  dinner  and  round  table  discussion,  intended 
primarily  for  the  personnel  of  committees  on  industrial  health 
in  state  and  county  medical  societies,  will  be  held.  Subjects 
for  discussion  will  be: 

Local  Organization  for  Industrial  Health  Services 
Recent  Experiences  in  Postgraduate  Industrial  Medical 
Education 

Tuesday,  January  12— A4orning  Session,  9:00  o’clock 
Industrial  Physical  Examinations:  Report  of  the  Committee 
on  Physical  Examinations  of  the  Council  on  Industrial 
Health,  American  Medical  Association 

Harvey  Bartle,  m.d.,  Philadelphia,  Chairman 
Occupational  Disease  in  Munitions  Workers 

Lemuel  C.  McGee,  m.d.,  Wilmington,  Delaware 
Medical  Director,  Hercules  Powder  Company 
Optimum  Hours  of  Work 

James  G.  Townsend,  m.d.,  Bethesda,  Maryland 
Chief,  Division  of  Industrial  Hygiene,  National  Institute 
of  Elealth 

HEALTH  PROBLEMS  ASSOCIATED  WITH  THE 
CHANGING  CHARACTER  OF  THE  WORK  FORCE 
W omen  in  Industry:  Preliminary  Report  of  the  Committee  on 
the  Health  of  Women  in  Industry , Section  on  Obstetrics 
and  Gynecology,  American  Medical  Association 
H.  Close  Hesseltine,  m.d.,  Chicago,  Chairman 
P rehabilitation:  A Report  and  Rec ommendatiom 
William  A.  Sawyer,  m.d.,  Rochester,  N.  Y. 

Chairman,  Industrial  Health  Committee,  Section  on  Pre- 
ventive and  Industrial  Medicine  and  Public  Health, 
American  Medical  Association 
Recent  Developments  in  Rehabilitation 
Speaker  to  be  announced 
The  Older  Worker 

Anton  J.  Carlson,  m.d.,  Chicago 

Professor  of  Physiology,  University  of  Chicago 

Tuesday— Afternoon  Session,  2:00  o’clock 

INDUSTRIAL  MEDICAL  PRACTICE  AND  THE 
EMERGENCY 

Correlation  of  Industrial  Medical  Organization  with  Com- 
munity Emergency  Medical  Service 
Ward  L.  Mould,  m.d.,  Washington,  D.  C. 

Surgeon  (R),  U.  S.  P.  H.  S.,  Medical  Adviser,  Industrial 
Plants,  Office  of  Civilian  Defense 
Procurement  and  Disposition  of  Medical  and  Surgical  Supplies 
Fred  J.  Stock,  Washington,  D.  C. 

Deputy  Chief,  Health  Supplies  Branch  Division  of  In- 
dustry Operations  War  Production  Board 
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STREAMLINING  INDUSTRIAL  MEDICAL  SERVICE 
How  to  Get  Along  with  Less  Help 

r.  Legitimate  Shortcuts  in  Routine  Services 
2.  Can  We  Secure  and  Train  Technical  Assistants  for  Cer- 
tain Routine  Industrial  Health  Procedures? 

Edward  C.  Holmblad,  m.d.,  Chicago 
Managing  Director,  American  Association  of  Industrial 
Physicians  and  Surgeons 

Outline  of  Procedure  for  Nurses  and  Aides  in  Industry 

A Report  by  the  Council  on  Industrial  Health,  American 
Medical  Association 

How  to  Make  Industrial  Medical  Records  Work  for  You 
M.  H.  Manson,  m.d.,  New  York 
Medical  Director,  New  York  Telephone  Company 
Processing  Industrial  Physical  Examinations 
Fred  B.  Wishard,  m.d.,  Anderson,  Ind. 

Medical  Director,  Delco-Remy  Division,  General  Motors 
Corporation 

Resuscitation:  A Review  and  Demonstration 
Hart  E.  Fisher,  m.d.,  Chicago 

(VIedical  Director,  Chicago  Rapid  Transit  Company 

Tuesday,  January  12— Morning  Session,  9:30  o’clock 
SYMPOSIUM  ON  MEDICAL  RELATIONS  IN 
I YORK  ME  NT  COMPENSA  TION 
(Joint  Presentation  by  the  Bureau  of  Legal  Adedicine  and 
Legislation  and  the  Council  on  Industrial  Health, 
American  Medical  Association) 

Report  of  the  Committee  on  Workmen's  Compensation  of 
the  Council  on  Industrial  Health 
Raymond  Hussey,  m.d.,  Baltimore,  Chairman 
Workmen's  Compensation:  The  Shape  of  Things  to  Come 
Henry  D.  Sayer,  New  York 

General  Manager,  Compensation  Insurance  Rating  Board 
Control  of  Medical  Testimony : The  Minnesota  Plan 
Ernest  Ad.  Hammes,  m.d.,  St.  Paul 

Chairman,  Committee  on  Adedical  Testimony,  Minnesota 
State  Medical  Association 
Allergy:  Its  Place  in  Compensation  Procedure 
J.  Alexander  Clarke,  Jr.,  m.d.,  Philadelphia 
Chairman,  Committee  on  Workmen’s  Compensation  of 
the  Society  for  the  Study  of  Asthma  and  Allied  Con- 
ditions 

Practical  Problems  in  Framing  Occupational  Disease 
Legislation 

Speaker  to  be  announced 

Tuesday— Afternoon  Session,  2:00  o’clock 
SYMPOSIUM  ON  REHABILITATION 
(Jointly  Sponsored  by  the  Council  on  Physical  Therapy  and 
the  Council  on  Industrial  Health,  American  Adedical 
Association) 

Better  Local  Organization  for  Improved  Industrial  Medicine, 
Surgery  and  Hygiene 

Carl  Ad.  Peterson,  m.d.,  Chicago 
Secretary,  Council  on  Industrial  Health 
Psychiatric  Problems  in  Rehabilitation 
Alfred  P.  Solomon,  m.d.,  Chicago 

Assistant  Professor  of  Psychiatry,  University  of  Illinois 
College  of  Adedicine 
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Physical  and  Occupational  Therapy  in  Rehabilitation 
John  S.  Coulter,  m.d.,  Chicago 
Chairman,  Council  on  Physical  ! herapy 

The  Future  of  Rehabilitation 

Terry  Foster,  Washington,  D.  C. 

Research  Agent,  Vocational  Rehabilitation  Division,  U.  S. 
Office  of  Education 

Wednesday,  January  13— Morning  Session,  10:00  o clock 
SYMPOSIUM  ON  NUTRITION  IN  INDUSTRY 
(Jointly  Sponsored  by  the  Council  on  Foods  and  Nutrition 
and  the  Council  on  Industrial  Health,  American  Medical 
Association) 

Criteria  for  the  Evaluation  of  Nutrition  Experience  in 
Industry 

Franklin  C.  Bing,  ph.d.,  Chicago 
Secretary,  Council  on  Foods  and  Nutrition 
Progress  in  the  National  Program  on  Nutrition  in  Industry 
Robert  S.  Goodhart,  m.d.,  Washington,  D.  C. 

Committee  on  Nutrition  in  Industry,  National  Research 
Council 

Current  Nutritional  Activity  in  Industry:  A Review  and 
A ppraisal 

George  R.  Cowgill,  ph.d..  New  Haven 
Associate  Professor  of  Physiological  Chemistry,  \ale 
University  School  of  Medicine 
Round  Table  Discussion 

Wednesday— Afternoon  Session,  2:30  o clock 
Dinner  and  Evening  Session,  6:30  o’clock 
A Conference  on  Industrial  Health  will  be  presented  under 
the  auspices  of  the  Chicago  Medical  Society  and  the  Illinois 
Manufacturers’  Association,  together  with  many  additional 
local  and  state  collaborating  agencies. 

SPECIAL  EVENTS 
Monday,  January  ii,  12:30 
LUNCHEON  CONFERENCE 

Industrial  Hygiene  Abroad 

William  A.  Sawyer,  m.d.,  Rochester,  N.  Y. 

William  P.  Yant,  Pittsburgh 

Tuesday,  January  12,  12:30 
LUNCHEON 

Value  of  Qualified  Physicians  in  the  Personnel  of  Workmen's 
Compensation  C ommissions 

Verne  A.  Zimmer,  Washington,  D.  C. 

Director,  Division  of  Labor  Standards,  U.  S.  Department 
of  Labor 

Tuesday,  January  12,  12:30 
LUNCHEON  AND  ROUND  TABLE 
(Sponsored  by  the  Committee  on  Industrial  Ophthalmology, 
American  Medical  Association) 

Experiences  in  Setting  Up  a Visual  Program  for  Safety  and 
Production  in  a War  Plant 
IT  Glenn  Gardiner,  m.d. 

Medical  Director,  Foote  Brothers  Gear  and  Machine 
Corporation,  Chicago 


Wednesday,  January  13,  12:30 
LUNCHEON 

Can  We  Eat  Our  Way  to  Health  or  Sickness? 

Morris  Fishbein,  m.d.,  Chicago 

Editor,  Journal  of  the  American  Medical  Association 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an  annual 
award  “not  to  exceed  $500”  for  an  essay  (or  essays)  on  the 
result  of  some  specific  clinical  or  laboratory  research  in 
Urology.  The  amount  of  the  prize  is  based  on  the  merits  of 
the  work  presented,  and  if  the  Committee  on  Scientific  Re- 
search deem  none  of  the  offerings  worthy,  no  award  will 
be  made.  Competitors  shall  be  limited  to  residents  in  urology 
in  recognized  hospitals  and  to  urologists  who  have  been  in 
such  specific  practice  for  not  more  than  five  years. 

l lie  selected  essay  (or  essays)  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  Urological 
Association,  May  31 -June  3,  1943,  Hotel  Jefferson,  St.  Louis, 
Alissouri. 

Essays  must  be  in  the  hands  of  the  Secretary,  Dr.  Thomas 
D.  Moore,  899  Madison  Avenue,  Memphis,  Tennessee,  on  or 
before  March  1,  1943. 


ANNUAL  SESSION,  AMERICAN  COLLEGE  OF 
PHYSICIANS  CANCELLED 

Fhe  Board  of  Regents  of  the  American  College  of  Physi- 
cians has  announced  the  cancellation  of  their  1943  Annual 
Session,  which  was  scheduled  to  be  held  in  Philadelphia, 
April  13-16,  1943.  T his  action  was  taken  after  thoughtful 
consideration  of  all  factors  involved,  including  an  intimation 
from  the  Secretary  of  War  and  the  Office  of  Transportation 
that  larger  national  medical  groups  should  not  plan  meetings 
at  the  time  set;  a growing  difficulty  in  getting  speakers  and 
clinicians  of  top  rank  to  maintain  the  usual  standards  of  the 
program;  prospect  of  greatly  reduced  attendance,  because 
civilian  doctors  are  faced  with  too  great  a burden  of  teach- 
ing and  practice  already;  a decreasing  active  membership, 
due  to  approximately  25%  of  all  doctors  being  called  to 
active  military  service. 


PRIZE  FOR  ORIGINAL  PAPER  ON  GLAUCOMA 

The  National  Society  for  the  Prevention  of  Blindness 
announces  that  a prize  of  $250  will  be  awarded  for  the  most 
valuable  original  paper  during  1943  adding  to  the  existing 
knowledge  about  the  diagnosis  of  early  glaucoma.  The  award 
will  be  made  by  the  Society  with  the  guidance  of  an 
ophthalmological  committee  composed  of  Dr.  Arnold  Knapp, 
Dr.  Manuel  Uribe  Troncoso  and  Dr.  Mark  J.  Schoenberg. 

Papers  may  be  presented  by  any  ophthalmologist,  student 
in  ophthalmology  or  research  worker  of  the  Western  Hemi- 
sphere and  may  be  written  in  English,  French,  German, 
Italian,  Spanish  or  Portuguese,  but  those  written  in  the  last 
four  languages  should  be  accompanied  by  a translation  in 
English.  Papers  should  be  in  the  office  of  the  National 
Society  for  the  Prevention  of  Blindness,  1 790  Broadway,  New 
York  City,  by  September  15,  1943. 
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OBITUARIES 

George  Robert  Reinhold  Hertzberg,  M.D. 
1874  - 1942 

George  R.  R.  Hertzberg  attended  public  schools 
in  New  York  and  Stamford.  From  1896  to  1898  he 
attended  the  College  of  Physicians  and  Surgeons  in 
Baltimore,  Maryland,  and  in  1899  graduated  from 
Dartmouth  Medical  School. 

On  June  30,  1900,  he  married  Miss  Edith  Billing- 
ham,  who  together  with  one  son,  Dr.  R.  F.  Hertz- 
berg, now  Lieutenant  Commander  U.  S.  Navy,  sur- 
vives him. 

After  Dr.  Hertzberg’s  internship  he  entered  the 
practice  of  medicine  in  Stamford.  He  served  as  a 
member  of  the  Volunteer  Medical  Reserve  Corps, 
U.  S.  A.,  and  was  for  many  years  on  the  surgical 
staff  of  the  Stamford  Hospital.  He  was  a member  of 
the  Stamford  Medical  Society,  Fairfield  County 
Medical  Association,  Connecticut  State  Medical 
Society,  American  Medical  Association,  and  the 
American  College  of  Surgeons.  It  was  mainly 
through  Dr.  Hertzberg’s  efforts  that  the  Stamford 
Museum  came  into  being,  and  he  was  president  of 
this  institution  for  many  years. 

Dr.  Hertzberg  was  taken  ill  in  June  but  was  active 
until  early  in  September  when  he  was  admitted  to 
the  Stamford  Hospital.  He  passed  away  September 
17,  1942.  Funeral  services  were  held  on  September 
19  in  St.  Johns’  Episcopal  Church. 

Dr.  Hertzberg  will  be  greatly  missed  by  his 
many  friends  and  associates  in  the  medical  pro- 
fession. 

William  T.  Godfrey,  m.d., 

E.  Cotton  Rawls,  m.d. 

George  Mortimer  Smith,  M.D. 

1885  - 1942 

George  Mortimer  Smith  was  born  at  Eau  Claire, 
Wisconsin,  December  4,  1885  and  died  suddenly 
on  June  1,  1942.  He  had  been  in  poor  health  since 
early  in  July  1941  when  he  suffered  a coronary 
occlusion.  He  had  spent  the  winter  and  spring  con- 
valescing in  Florida  and  had  resumed  his  duties  in  a 
limited  capacity  only  a few  days  before  his  death. 

Dr.  Smith  graduated  from  the  Eau  Claire  High 
School  and  received  his  m.d.  degree  from  the  Uni- 


versity of  Illinois  College  of  Medicine  in  1907.  He 
spent  some  time  at  the  Mayo  Clinic.  He  practised 
in  Chippewa  Falls,  Wisconsin,  for  seventeen  years 
and  was  connected  with  the  Surgical  Staff  of  St. 
Josephs  Hospital  there.  He  served  overseas  as  a 
Captain  in  the  Medical  Corps  during  World  War  I. 
In  1924  Dr.  Smith  came  to  the  Travelers  Insurance 
Company  as  Assistant  Surgical  Director.  After 
joining  the  Travelers  Insurance  Company  he  special- 
ized in  industrial  surgery  and  through  his  efforts 
much  suffering  from  disability  and  its  attendant 
financial  loss  to  claimant,  industry,  and  the  insurance 
carrier  was  reduced.  Conscientiously  he  followed 
the  interests  of  all  concerned. 

Dr.  Smith  was  a member  of  the  Hartford  County 
Medical  Association,  the  American  Medical  Associa- 
tion. a Masonic  Lodge  and  the  Asylum  Hill  Con- 
gregation Church.  Surviving  him  are  his  widow, 
Letha  Dreyer  Smith,  a daughter,  Letha  Velma  Smith 
and  a son,  George  Mortimer  Smith,  Jr.  Quiet, 
friendly,  affable  and  courteous,  Dr.  Smith  will  be 
missed  by  all  who  knew  him. 

Thomas  H.  Denne,  m.d., 
Frank  L.  Grosvenor,  m.d., 
AdcLeod  C.  Wilson,  m.d. 

Franklin  Lyman  Lawton,  M.D. 

1870  - 1942 

It  is  with  deep  feeling  that  we  express  our  sorrow 
at  the  loss  of  Franklin  Lyman  Lawton,  m.d.,  who 
died  on  September  30  of  this  year,  on  the  very  day 
he  reached  the  age  of  seventy-two. 

Dr.  Lawton  was  born  in  Meriden  in  1870.  He 
was  graduated  from  The  Sheffield  Scientific  School 
in  1890  and  from  The  Yale  Medical  School  three 
years  later.  While  in  medical  school  he  won  the 
Campbell  medal  for  general  excellence.  After  serv- 
ing an  internship  in  The  New  Haven  Hospital  he 
entered  private  practice  in  Hartford  and  was  for 
many  years  a valued  member  of  The  Hartford 
Medical  Society,  The  Hartford  County  Medical 
Association  and  The  Connecticut  State  Medical 
Society. 

During  the  first  World  War  he  served  as  Battalion 
Surgeon  with  the  troops  in  Georgia  and  Virginia. 

For  the  last  ten  years  of  his  life  Dr.  Lawton  was 
the  Treasurer  of  The  Hartford  Medical  Society. 
Those  of  us  who  worked  with  him  as  trustees  or  as 
officers  of  the  Society  during  that  period  will  never 
forget  the  loyalty  and  skill  he  gave  to  the  carrying 
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out  of  the  duties  of  his  office. 

All  who  knew  Dr.  Lawton  will  often  recall  his 
courtly  kindliness,  his  modesty,  and  above  all  the 
thoughtful  consideration  which  he  showed  to  all 
those  with  whom  he  came  in  contact.  His  personal- 
ity and  his  works  will  long  be  remembered. 

Edward  J.  Whalen,  M.D., 
Orin  R.  Witter,  m.d., 
Howard  W.  Brayton,  m.d. 


OUR  NEIGHBORS 

Massachusetts 

The  Council  of  the  Massachusetts  Medical  Society 
at  its  meeting  of  October  7,  1942,  endorsed  the  work 
of  the  National  Physicians  Committee.  The  Council 
also  adopted  a proposal  that  the  Massachusetts  Medi- 
cal Society  enter  in  joint  sponsorship  with  Harvard, 
1 ufts  and  Boston  University  medical  schools  where- 
by postgraduate  instruction  might  be  provided  for 
the  medical  officers  of  the  Army  and  Navy  on 
active  duty  within  the  confines  of  Massachusetts. 

The  Massachusetts  General  Hospital  in  October, 
1942,  published  the  first  number  of  a new  bulletin 
entitled  The  News.  It  is  really  a continuation  of 
the  Massachusetts  General  Hospital  Bulletin,  estab- 
lished in  1913  and  subsequently  interrupted  by 
World  War  I,  resumed  in  1919  and  suspended  in 
1926. 

New  Jersey 

1 he  Medical  Society  of  New  Jersey  through  its 
representative  has  agreed  to  participate  in  a federal 
experiment  providing  medical  care  for  wives  and 
children  of  enlisted  men.  According  to  the  Journal 
of  that  Society  the  “experiment  has  three  advan- 
tages worthy  of  thoughtful  consideration  and  ex- 
perimentation.” (1)  It  provides  a plan  which  will 
relieve  the  enlisted  man  from  worry  over  medical 
care  which  his  dependents  may  require.  (2)  It  solves 
a small  portion  of  the  larger  problems  of  medical 
care  of  the  indigent.  (3)  The  government  pays  the 
bill  while  the  physician  benefits  in  prestige  anti  cash. 
The  procedure  for  utilization  of  this  form  of  group 
practice  consists  in  the  patient  making  application 
for  authorization  for  service  to  the  proper  agency, 
presentation  of  this  authorization  to  the  physician 


who  renders  the  necessary  service,  and  forwarding 
the  record  of  the  patient  to  the  local  Bureau  of 
Maternal  and  Child  Health.  The  plan  also  provides 
for  consultation  upon  application  by  the  physician 
to  and  approval  by  this  same  state  bureau.  New 
Jersey  has  a statute  on  its  books  providing  for  the 
supervision  of  such  federal  plans  by  the  State  Medi- 
cal Society. 

New  York 

The  Committee  on  Malpractice  Defense  and  In- 
surance of  the  Medical  Society  of  the  State  of  New 
York  has  announced  that  arrangements  have  been 
made  with  the  carrier  of  the  Group  Plan  of  Mal- 
practice Insurance  for  that  Society  whereby  a re- 
duction of  fifty  per  cent  has  been  made  in  the 
annual  premium  rates  for  doctors  serving  in  the 
military  or  naval  forces  of  the  United  States.  This 
reduction  in  rates  became  effective  November  1, 
!942- 


NEWS 

from  County  Associations 

Fairfield 

A regular  meeting  of  the  Bridgeport  Medical 
Society  was  held  on  December  2,  and  the  following 
slate  of  officers  was  elected  for  the  coming  year: 
President,  Joseph  H.  Howard;  President-Elect,  C. 
Virgil  Calvin;  Vice-President,  Joseph  F.  Watts; 
Secretary,  Mark  A.  Gildea;  Treasurer,  James  P. 
McManus. 

I he  subject  of  the  evening  was  “A  Symposium  on 
Head  Injuries.”  Different  phases  were  discussed  by 
the  local  members. 

The  regular  monthly  meeting  of  the  Stamford 
Medical  Society  was  held  on  November  10,  and 
was  devoted  to  a Symposium  on  Gas  Warfare.  The 
speakers  included  William  Gather  Moore  of  the 
United  States  Industrial  Alcohol  Company.  His 
subject  was,  “Genuine  Aspects  of  Gas  Warfare.” 
Theodore  F.  Bradley,  Jack  T.  Cassidy,  and  Fred 
H.  Schultz  of  the  American  Cyanamid  Company 
discussed  with  the  aid  of  movies  the  local  civilian 
defense  plans  in  the  event  of  gas  attacks.  “The 
Treatment  of  Gas  Casualties,”  was  presented  by 
Robert  M.  Carpenter  of  Stamford. 


COUNTY  NEWS 
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Oliver  L.  String-field  explained  the  Kenny  Treat- 
ment of  Poliomyelitis  to  the  members  of  The  Stam- 
ford Medical  Society  at  the  regular  meeting  on 
December  8. 

Hartford 

The  Executive  Committee  of  the  Hartford  Hos- 
pital again  was  host  to  the  staff  at  the  annual  dinner 
held  at  the  Hartford  Club  on  December  io.  Many 
familiar  faces  were  missing  and  the  tone  of  the 
gathering  partook  of  a quieter,  more  serious  nature 
than  usual.  The  president  of  the  Staff,  Howard  W. 
Brayton,  acting  as  toastmaster,  presented  in  order 
George  J.  Mead,  chairman  of  the  Executive  Com- 
mittee; Wilmar  M.  Allen,  director  of  the  Hospital; 
and  James  B.  Slimmon,  chairman  of  the  Hospital 
Building  Fund.  Mr.  Mead’s  report  was  particularly 
striking  with  its  list  of  accomplishments  in  the 
material  changes  of  the  hospital  plant  necessitated 
by  the  rapid  growth  in  patient  load.  It  was  reported 
by  Dr.  Allen  that  the  Staff  is  now  doing  77  per  cent 
more  work  than  was  done  ten  years  ago.  With  a 
drop  of  employed  personnel  to  exactly  50  per  cent 
of  normal  during  the  past  year,  it  is  of  interest  that 
the  community  is  now  represented  in  the  opera- 
tion of  the  Hospital  by  over  800  lay  volunteers 
serving  in  a variety  of  roles.  Adr.  Slimmon’s  final 
statement  to  the  effect  that  the  original  goal  of 
$5,000,000  for  the  new  hospital  would  be  attained 
by  April  1,  1943  as  planned  made  a fitting  climax  for 
the  evening. 

Litchfield 

At  a recent  meeting  of  the  Board  of  Governors 
of  the  Charlotte  Hungerford  Hospital  in  Torring- 
ton,  the  following  physicians  were  appointed  to 
the  associate  staff  of  the  hospital:  Adaude  Taylor 
Griswold  of  Harwinton,  Elinor  Downs  of  Litch- 
field, Roger  Downs  of  Litchfield,  and  Pauline 
Riendeau  of  Torrington.  The  other  members  of  the 
staff  were  reappointed,  including  those  in  the  armed 
forces. 

Lieutenant  William  Adurcko  of  the  United  States 


Army  Adedieal  Corps  spent  a recent  furlough  in 
Torrington. 

Middlesex 

Charles  C.  Davis,  for  many  years  a practicing 
physician  in  Essex,  died  at  his  home  on  November 
24.  Dr.  Davis  was  the  dermatologist  on  the  staff  of 
the  Middlesex  Hospital. 

The  physicians  of  the  community  extend  sym- 
pathy to  Dr.  Harry  S.  Frank  and  his  family  upon 
the  sudden  death  on  December  7 of  Dr.  Frank’s 
mother,  Adrs.  Rae  Frank  of  Middletown. 

Major  William  Ad.  Joyce,  a member  of  the  medi- 
cal corps  of  the  U.  S.  Army,  is  now  stationed  at 
Fort  Devens,  Massachusetts. 

New  Haven 

Francis  G.  Blake  of  New  Haven  recently  ad- 
dressed a joint  meeting  of  the  Philadelphia  County 
Medical  Society  and  the  College  of  Physicians  of 
Philadelphia  on  “Epidemic  Disease  in  the  United 
States  Army.”  Dr.  Blake  is  president  of  the  Board 
for  the  Investigation  of  Epidemic  Diseases  in  the 
U.  S.  Army. 

Arthur  J.  Geiger  of  New  Haven  is  one  of  the 
authors  of  an  article  entitled  “Clinical  Fetal  Electro- 
cardiography,” published  in  the  Yale  Journal  of 
Biology  and  Medicine,  October  1942.  The  authors 
have  found  the  technic  as  described  helpful  in  the 
clinical  solution  of  a variety  of  obstetrical  problems 
and  in  the  detection  of  multiple  pregnancy. 

New  London 

Joseph  B.  Daly  recently  was  appointed  assistant 
superintendent  of  the  Norwich  State  Hospital,  suc- 
ceeding Roland  Kettle  who  is  now  with  the  armed 
forces.  Dr.  Daly  has  proven  himself  efficient  as  well 
as  popular. 

The  Norwich  State  Hospital  is  installing  a new 
cafeteria  for  employees.  This  should  make  a wel- 
come and  valuable  addition  to  the  hospital. 

On  December  3 the  New  London  County  Aledi- 


GOT  A MATCH?  You  don’t  need  to  have,  to  test  for  urine  sugar 

with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 

(SEE  PAGE  2) 
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cal  Association  held  a very  interesting  meeting, 
addressed  by  Paul  Phelps  of  the  State  Tuberculosis 
Commission.  Dr.  Phelps  subject  was  “Tuberculosis 
Work  in  the  Selective  Service.”  X-ray  films  picked 
up  many  cases  of  tuberculosis  in  the  draftees  who 
previously  did  not  suspect  they  had  the  disease.  Of 
special  interest  were  the  moderately  and  the  far 
advanced  cases,  a fairly  large  group.  Many  of  these 
accepted  hospitalization  but  a few  refused.  The 
writer  believes  that  State  law  should  compel  these 
known  cases  to  accept  treatment  because  of  the 
importance  of  isolating  such  cases  to  prevent  con- 
tact infection.  This  is  a step  the  1943  General 
Assemblv  should  consider. 

Frank  R.  Ober  of  Boston  will  speak  on  “The 
Treatment  of  Infantile  Paralysis  with  special  refer- 
ence to  the  Kenny  Adethod”  at  the  next  meeting  of 
the  New  London  County  Association  to  be  held  at 
Uncas-on-Thames  at  8:30  p.  m.,  January  4.  A 
cordial  invitation  is  issued  to  all  physicians  who 
may  be  in  the  vicinity  of  Norwich  on  that  evening. 
Those  who  heard  Dr.  Ober  present  this  subject  at 
the  1942  Clinical  Congress  know  how  interesting  he 
is  and  with  what  authority  and  experience  he  speaks. 

A pleasant  and  welcome  innovation  at  the  New 
London  County  meetings  is  the  presence  of  a num- 
ber of  Sub  Base,  Coast  Guard  and  Army  physicians. 
These  meetings  are  held  monthly  for  the  sole  pur- 
pose of  presenting  interesting  and  modern  medical 
problems  in  order  that  we  may  be  better  doctors 
and  may  more  intelligently  deal  with  disease  and  its 
unusual  manifestations. 

An  attempt  is  being  made  to  establish  a child  care 
center  as  advocated  by  the  State  Defense  Council. 
Th's  center  would  assist  and  direct  evacuations 
during  bombings,  supervise  immunizations  and  care 
for  the  feeding  of  premature,  ill  and  problem  chil- 
dren. It  would  also  assist  in  supervising  the  care  of 
children  of  mothers  now  engaged  in  defense  work. 


THOMAS  J.  SHAHAN,  Inc. 

FUNERAL  SERVICE 
NORWICH  CONNECTICUT 


NEW  BOOKS  IN  REVIEW 

HOW  TO  BE  FIT.  By  Robert  Kiphuth , Director  of  the 
Gymnasium,  Associate  Professor  of  Physical  Education, 
Yale  University;  with  a foreword  by  John  Kierav.  New 
Haven:  Yale  University  Press.  1942.  1 3 1 pp.  320  figures. 
$'2  .00. 

Reviewed  by  Peter  J.  Steincrohn 

This  reviewer  does  not  “raise  up  on  his  hind  legs”  every 
time  he  comes  in  contact  with  a book  on  fitness.  Not,  at 
least,  until  he  has  sampled  the  contents  of  the  book. 

In  this  instance,  despite  an  earnest  resolve  not  to  be  in- 
fluenced by  his  own  prejudices  against  undue  exertion  in 
those  over  forty,  he  has  come  away  again  with  a sense  of 
exhaustion  and  frustration. 

The  causes  for  this  allergic  phenomenon  are  two:  1.  A 

statement  on  the  back  flap  to  the  effect:  “This  book  is  de- 
signed for  men  of  all  ages  from  boys  in  school  to  their 
fathers  and  even  grandfathers.”  2.  A glance  at  the  245 
figures  (Part  One),  in  which  one  observes  muscles  being 
thrown  around  with  abandon  yet  remembers  the  statement 
that  “these  are  exercises  which  everyone  can  do.” 

Any  book  on  exercise,  no  matter  how  well  conceived  or 
written,  loses  its  usefulness  if  it  is  presented  to  readers 
without  regard  to  age  limits.  Potentialities  for  harm  are 
great.  There  are  always  fathers  and  grandfathers  around  who 
can  be  convinced  that  they  are  still  youngsters,  and  who 
will  proceed  to  prove  it  at  the  expense  of  dwindling  energy. 

Based  on  the  author’s  long  experience  at  Yale,  this  volume 
probably  deserves  a wide  sale  to  youths  in  schools  and  col- 
leges. As  for  the  middle  aged  Tarzans— they  had  better  not 
indulge  in  the  seemingly  innocuous  contortions. 

CLINICAL  ANESTHESIA:  A MANUAL  OF  CLINICAL 
ANESTHESIOLOGY.  By  John  S.  Lundy,  b.a.,  m.d.. 
Head  of  Section  on  Anesthesia,  Mayo  Clinic;  Professor 
of  Anesthesia,  Mayo  Foundation  for  Medical  Education 
and  Research,  Graduate  School,  University  of  Adinnesota. 
Philadelphia  and  London:  W . B.  Saunders  Co.  1942.  771 
pp.  266  illustrations.  Price  $9.00. 

Reviewed  by  Curtis  B.  Hiciccox  and  A.  William  Friend 

This  book  has  been  eagerly  awaited  in  circles  of  anes- 
thesiology. The  wait  has  been  worth  while.  There  have  been 
good  books  dealing  with  regional  anesthesia  and  good  books 
dealing  with  inhalation  anesthesia.  However,  until  now  there 
has  not  been  a good  book  describing  all  the  agents,  all  the 
methods  and  all  the  procedures  known  to  modem  anesthesi- 
ologists. It  is  just  what  its  name  implies— a book  dealing  with 
clinical  anesthesia.  The  basic  scientific  subjects  have  been 
treated  lightly;  emphasis  has  been  made  on  “how  to  do 
things”  clinically.  It  is  liberally  illustrated  and  many  of  the 
illustrations  are  from  actual  photographs  of  clinical  equip- 
ment. 
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The  subject  matter  generally  is  clearly  presented.  The  sec- 
tion on  sacral  block  anesthesia  is  the  clearest  in  detail  and  the 
most  helpful  for  teaching  purposes  which  these  reviewers 
have  seen. 

In  addition  to  the  subjects  which  one  would  expect  to 
find  considered  in  a large  book  dealing  with  clinical  anes- 
thesia, there  are  sections  on  anesthesia  for  nonsurgical  con- 
ditions including  diagnostic  nerve  blocks,  and  a pentothal 
sedation  test  for  preoperative  prediction  of  neurosurgical 
treatment  of  hypertension.  There  are  sections  dealing  with 
venipuncture,  resuscitation,  intravenous  therapy,  and  records 
and  statistics  including  an  outline  of  the  Hollerith  punch 
card  system.  Also  included  is  a chronology  of  events  relat- 
ing to  anesthesiology  and  allied  subjects.  In  addition,  there 
are  many  helpful  conversion  tables  of  weights  and  measures 
and  a well  chosen  list  of  books  for  those  wishing  to  do  fur- 
ther reading.  Finally,  there  is  a detailed  description  of  the 
equipment  and  methods  employed  for  analyzing  the  oxygen 
and  carbon  dioxide  contents  of  an  oxygen  tent. 

Clinical  Anesthesia,  being  written  by  a clinician  who  is 
internationally  recognized  as  a leader  in  his  specialty,  has 
every  right  to  command  the  attention  of  all  anesthesiologists. 

FOOD  CHARTS:  FOODS  AS  SOURCES  OF  THE 
DIETARY  ESSENTIALS.  Prepared  by  a joint  Com- 
mittee of  the  Council  on  Foods  and  Nutrition  of  the 
American  Adedical  Association  and  of  the  Food  and  Nutri- 
tion Board  of  the  National  Research  Council.  Chicago. 
1941.  Paper.  Price  10  cents.  (Quantity  prices  on  re- 
quest.) 20  pp. 

Current  interest  in  nutrition  is  at  a high  level  and  the  sub- 
ject merits  all  the  attention  which  it  is  receiving.  Informa- 
tion about  the  composition  of  foods  now  is  on  a quantitative 
basis.  A forceful  presentation  of  some  facts  about  foods  as 
sources  of  the  dietary  essentials  is  provided  by  the  present 
illustrated  essay,  which  has  been  prepared  by  a joint  com- 
mittee of  the  Council  on  Foods  and  Nutrition  of  the  Ameri- 
can Medical  Association  and  of  the  Food  and  Nutrition 
Board  of  the  National  Research  Council.  There  are  eight 
charts  showing  the  contribution  that  individual  foods  may 
make  with  respect  to  the  needs  for  protein,  calcium,  iron, 
vitamin  A,  thiamine,  riboflavin,  nicotinic  acid,  and  ascorbic 
acid.  A feature  of  these  graphic  presentations  is  that  the 
values  are  presented  in  terms  of  the  proportion  of  the  daily 
requirements  which  are  supplied  by  typical  servings  of  each 
food.  The  requirements  selected  are  the  Recommended  Daily 
Allowances  of  the  Food  and  Nutrition  Board  of  the  National 
Research  Council.  The  charts  show,  for  example,  that  a serv- 
ing of  about  3/2  ounces  of  cooked  greens  (beet,  kale,  chard, 
mustard,  spinach,  turnip)  will  supply  more  than  10,000  Inter- 
national units  of  pro-vitamin  A,  the  daily  allowance  of  which 
is  5,000  International  units.  An  orange  of  average  size,  or  half 
a grapefruit,  or  a serving  of  fresh  strawberries  will  supply 
the  75  milligrams  of  ascorbic  acid  which  is  considered  to  be 
a desirable  intake  of  vitamin  C.  It  is  interesting  to  note  the 
unique  value  of  milk  as  a source  of  calcium,  protein  and  ribo- 
flavin. There  is  a descriptive  paragraph  or  two  about  each 
of  the  charts.  In  addition  the  booklet  reproduces  the  table 
of  Recommended  Dietary  Allowances  and  also  provides  the 
values  of  Minimum  Dietary  Requirements  developed  by  the 
Food  and  Drug  Administration  for  purposes  of  labeling 
special  dietary  foods.  This  little  essay  thus  provides  consider- 
able factual  information  about  foods  as  sources  of  the  dietary 
essentials. 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y.  • Sole  Importer 
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ATTENTION 

MEDICAL 

OFFICERS! 

We  are  pleased  to  an- 
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THE  INTELLIGENT  GYNECOLOGICAL  EXAMINATION 

George  Gray  Ward,  m.d.,  New  York 


'-pHE  methods  employed  by  a specialist  in  arriving 
* at  a diagnosis  are  characterized  by  system  and 
thoroughness.  He  has  learned  that  to  be  systematic 
is  the  only  safe  way  of  preventing  forgetfulness  and 
failure  to  investigate  every  part,  and  that  if  he  fails 
to  be  thorough  his  opinion  is  proportionately  value- 
less. 

PRELIMINARIES 

Certain  preliminaries  are  essential  to  success-  T he 
bladder  must  be  emptied  immediately  prior  to  the 
examination,  as  it  is  obvious  that  a sac,  containing 
half  a pint  or  more  of  fluid,  will  prevent  a proper 
palpation.  The  rectum  should  also  be  empty.  T he 
corset  and  all  constricting  waist  bands  must  be  re- 
moved. 

The  secret  of  a successful  bimanual  examination 
is  to  obtain  the  cooperation  of  the  patient.  She  is 
afraid  of  being  hurt,  and  nature  has  provided  a 
cuirass  of  armor  in  the  abdominal  muscles  with 
which  she  may  protect  the  abdominal  cavity.  In  a 
woman  with  well  developed  abdominal  muscles,  it 
is  impossible  to  palpate  the  pelvic  organs  satisfactor- 
ily if  she  chooses  to  resist.  Gentleness  and  tact  are 
essential  to  gain  confidence  and  cooperation  and  in 
virgins  a rectal  bimanual  examination  is  usually  em- 
ployed, the  vagina  not  being  invaded  unless  for 
imperative  indications.  The  presence  of  a nurse  is 
desirable.  If  a nurse  is  not  available,  a third  party 
should  be  present,  not  only  for  the  benefit  of  the 
patient  but  as  a protection  to  the  physician  from 
the  malicious  charges  which  are  by  no  means  un- 
common. Many  gynecological  patients  are  neurotic 
and  “pelvic  sensitiveness”  is  an  attribute  of  neuras- 
thenia, and  the  inexperienced  may  attach  undue 
importance  to  the  expression  of  pain  on  pelvic 
examination.  In  certain  cases,  as  the  late  William 
Goodell  aptly  remarked,  “the  patient  may  be  suffer- 
ing from  a ‘sore  brain  and  not  a ‘sore  womb’.” 


HISTORY 

A proper  history  is  a necessary  preface  to  the 
physical  examination.  In  addition  to  the  points  com- 
mon to  all  medical  histories,  certain  facts  in  the  life 
of  the  patient  peculiar  to  her  sex,  which  may  have  an 
especial  bearing  upon  the  condition  of  the  repro- 
ductive organs,  should  be  ascertained— the  age  at 
which  the  menses  first  appeared;  the  type  of  flow, 
whether  regular  or  irregular,  and  the  number  of 
days  of  interval;  the  duration;  the  quantity  (the 
number  of  napkins  used  each  day  is  the  best  guide); 
the  character,  whether  accompanied  with  clots  or 
tissue,  color  and  odor;  any  associated  pain,  its  loca- 
tion, viz.,— uterine,  ovarian,  back  or  general  pelvic; 
its  character— colicky,  sharp,  stabbing,  aching, 
ovarian,  or  soreness,  the  time  of  the  pain  in  relation 
to  the  flow,— in  obstructive  dysmenorrhoea  it  may 
precede  its  appearance— the  date  of  the  last  men- 
struation—and  finally,  menopause  symptoms,  if  the 
patient  has  reached  or  passed  that  period. 

Two-thirds  of  all  gynecological  patients  can  trace 
their  sufferings  to  something  relating  to  the  child- 
bearing function.  Therefore,  it  is  necessary  to  in- 
vestigate carefully  the  character  of  both  labors  and 
miscarriages.  The  dates  of  the  labors,  whether  ab- 
normal, the  nature  of  operative  procedure,  and  the 
duration  and  character  of  the  puerperia  should  be 
ascertained.  Likewise,  the  number  of  miscarriages 
with  the  dates  and  the  duration  of  the  gestation— 
whether  induced  or  spontaneous,  the  history  of 
curettage,  and  the  character  of  the  convalescence. 

Pain,  in  some  form,  is  a frequent  gynecologic 
symptom.  It  may  be  backache,  pelvic  tenesmus, 
headache  or  dyspareunia  or  it  may  be  referred  to 
some  particular  part  of  the  pelvis. 

Ovarian  pain  similar  to  pain  in  the  testicle  is 
peculiar  in  that  it  is  accompanied  with  a feeling  of 
nausea  and  faintness.  Tubal  pain  is  characterized  by 
tenderness  and  may  be  sharp,  stabbing,  and  severe, 
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as  in  ectopic  pregnancy.  Uterine  pain  is  of  a colicky 
type  if  caused  by  a blood  clot,  or  a submucous 
fibroid  and  is  due  to  expulsive  efforts,  or  there  may 
be  a general  tenderness  and  a feeling  of  weight. 

Every  abnormal  or  persistent  discharge  must  be 
regarded  with  suspicion  until  its  character  is  proved 
by  a microscopic  examination. 

Whether  the  function  of  micturition  deviates 
from  the  normal  should  be  ascertained.  Symptoms 
referable  to  the  urinary  tract  are  practically  always 
the  same,  frequency,  burning  or  smarting,  and  some- 
times vesical  spasm  at  the  end  of  the  act. 

Constipation  is  a frequent  cause  of  the  pelvic- 
congestion  which  is  a potent  factor  in  gynecologic- 
pathology;  the  woman’s  habit  in  regard  to  this 
function  may  have  an  important  bearing  on  her 
symptoms. 

The  details  of  any  previous  operations  should  be 
asked  for,  and  it  may  be  necessary  to  interrogate 
the  husband  concerning  specific  diseases.  Finally,  it 
is  wise  to  make  a summary  of  the  complaints  for 
guidance  and  for  future  reference.  Many  forms  of 
record  blanks  have  been  devised.  The  blank  in  use 
at  the  Woman’s  Hospital  for  recording  the  personal 
history  which  has  a guide  in  the  margin  insures 
uniformity. 

EXAMINING  TABLE 

A table  in  which  the  shoulders  can  be  elevated, 
and  the  length  adjusted  is  desirable.  Trough  leg- 
holders  are  much  more  comfortable  and  a distinct 
advantage  over  the  usual  foot  rests. 

POSTURES 

The  postures  employed  are  the  horizontal  recum- 
ment,  the  dorsal,  the  lithotomy,  the  Sims’,  and  the 
knee-chest.  The  horizontal  recumbent  posture  is 
used  in  examination  of  the  abdomen.  The  dorsal 
position  is  used  for  the  vaginal  examination.  The 
patient’s  buttocks  should  be  brought  to  the  extreme 
edge  of  the  table,  with  the  legs  placed  in  the  holders, 
and  the  head  and  shoulders  should  be  raised.  The 
lithotomy  position  is  the  usual  one  employed  for 
vaginal  operations,  and  is  also  very  useful  in  exam- 
ination. Edebohls’  leg  holders  are  used  and  the  at- 
tachment of  the  patient’s  feet  to  the  rods  causes  the 
thighs  to  be  flexed  on  the  abdomen  and  rotated  out- 
ward. This  provides  a relaxation  of  the  abdominal 
muscles  and  also  prevents  the  approximation  of  the 
patient’s  knees. 

The  Sims’  position  is  of  great  value,  as  the  vault 
of  the  vagina  and  the  anterior  vaginal  wall  are  well 


exposed,  owing  to  the  separation  of  the  vaginal  walls 
due  to  the  partial  vacuum  in  the  pelvis  caused  by  the 
gravitation  of  the  intestines.  The  knee-chest  position 
is  a still  more  perfect  method  of  causing  the  vaginal 
walls  to  separate.  It  is  essential  that  the  thighs  should 
be  perpendicular  to  the  table.  The  chest  should  rest 
upon  it  and  the  back  should  be  curved  inward. 

THE  VAGINAL  EXAMINATION 

Examination  should  be  made  first  without  instru- 
ments and  secondly  with  instruments.  An  examina- 
tion confined  to  the  bimanual  touch  alone  cannot 
be  considered  thorough  or  complete.  An  inspection 
of  the  cervix  and  an  exploration  of  the  uterine  cavity 
are  necessary  for  an  accurate  opinion. 

THE  ABDOMEN 

The  encroachment  of  pelvic  growths  upon  the 
abdominal  cavity  and  the  frequency  with  which 
pelvic  disease  is  associated  with  general  abdominal 
pathology  make  a study  of  the  abdominal  organs  a 
necessary  part  of  the  examination. 

INSPECTION 

With  the  patient  in  the  horizontal  recumbent 
position,  the  size,  shape,  symmetry,  and  any  irregu- 
larities are  to  be  observed.  If  a tumor  is  present,  the 
effect  of  deep  inspirations  upon  the  abdominal  walls 
should  be  noted.  I he  walls  glide  over  a nodular 
enlargement  if  no  adhesions  are  present,  and  as  a 
rule,  the  position  of  a tumor  of  pelvic  origin  is  not 
changed  by  respiratory  movements.  The  muscles  of 
the  abdomen  should  be  studied  for  evidence  of 
rigidity  or  relaxation.  Tympany  causes  a symmetri- 
cal enlargement,  with  the  greatest  prominence  at 
the  umbilicus.  Ascites  gives  the  appearance  of  a 
flattened  ovoid,  with  prominence  in  the  flanks.  An 
ovoid  distention  in  the  lower  abdomen,  with  smooth 
outlines,  generally  denotes  a cystic  growth  or  preg- 
nancy. In  parovarian  cysts,  the  enlargement  is  uni- 
form, while  multilocular  growths  usually  have  a 
nodular  appearance.  Fibroids  give  two  character- 
istic forms — the  cannon-ball,  due  to  a growth  en- 
larging the  uterus  in  a distinctly  globular  shape,  and 
the  irregular  mass,  due  to  multiple  growths. 

PERCUSSION 

The  tympanitic,  the  dull,  and  the  flat  notes  of 
percussion  are  valuable  to  show  the  relations  of  the 
intestines  to  an  abdominal  growth,  to  detect  ascitic 
fluid,  and  solid  tumors. 

AUSCULTATION 

Auscultation  is  chiefly  of  value  in  differentiating 
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: abdominal  tumors  from  pregnancy  but  it  is  well  to 
remember  that  a bruit  is  sometimes  heard  in  fibroids. 

I . 

The  movement  of  gas  in  the  intestines  and  frictions 
in  acute  peritonitis  may  be  studied. 

, PALPATION 

By  palpation  the  presence  or  absence  of  a neo- 
plasm, the  situation,  shape,  origin,  consistency,  ten- 
derness, and  mobility  of  a growth  are  determined. 
[Fat  in  the  abdominal  walls  may  be  differentiated 
i from  a growth  by  grasping  the  mass  between  the 
hands  and  lifting  it  up  and  away  from  the  abdominal 
contents  A cyst  with  thick  walls  and  containing 
thick  fluid  under  tension  is  sometimes  difficult  to 
differentiate  from  an  elastic  solid  growth.  Tender- 
ness may  indicate  areas  of  local  or  general  perito- 
nitis, or  an  acute  inflammatory  process  in  the 
growth,  the  result  of  infection  or  a twisted  pedicle. 

PELVIC  EXAMINATION  WITHOUT  INSTRUMENTS 

The  investigation  of  the  pelvic  organs  should  be 
conducted  in  anatomical  order,  from  without  in- 
ward, commencing  with  the  external  genitals,  then 
the  vagina,  cervix,  uterus,  ligaments,  the  adnexa,  and 
the  pelvic  cavity. 

EXTERNAL  GENITALS 

Inspection  of  the  external  genitals  is  very  neces- 
sary and  is  too  frequently  omitted.  The  labia  are 
separated  and  observing  from  above  downward, 
commencing  with  the  clitoris,  the  prepuce  is  re- 
tracted so  as  to  reveal  any  adhesions  or  retained  con- 
cretions. The  meatus  urinarius  is  next  examined  for 
evidences  of  inflammation  or  discharge,  also  open- 
ings of  Skene’s  glands,  as  they  are  frequently  the 
site  of  a latent  gonorrhea.  The  presence  of  a dis- 
charge in  the  urethra  or  in  Skene’s  glands  can  best 
be  determined  by  stripping  the  anterior  vaginal  wall 
with  the  palmar  surface  of  the  index  finger.  1 he 
external  meatus  is  also  examined  for  urethral  car- 
uncle and  prolapse  of  the  urethral  mucous  mem- 
brane. 

The  ability  of  the  patient  to  close  her  vaginal 
mouth  should  be  studied,  and  prolapse  of  the 
anterior  and  posterior  vaginal  walls  (cystocele  and 
rectocele)  looked  for.  This  can  best  be  studied  by 
having  the  patient  cough  or  strain  while  the  labia 
are  separated,  after  which  she  should  be  directed  to 
close  the  vaginal  orifice  by  contracting  the  levator 
muscle.  The  function  of  closing  the  vaginal  orifice 
is  similar  to  closing  the  mouth.  In  the  mouth  we 
have  a transverse  slit  with  a fixed  upper  jaw  and  a 
movable  lower  jaw,  the  mouth  being  closed  by  the 


lifting  up  of  the  inferior  maxilla  against  the  im- 
movable superior  maxilla  by  the  action  of  the 
masseter  muscles.  In  the  vaginal  orifice  the  condi- 
tions are  similar.  There  is  the  transverse  slit  of  the 
vagina,  the  fixed  anterior  vaginal  wall,  and  the 
movable  posterior  segment  of  the  pelvic  floor.  The 
orifice  is  closed  by  the  lifting  up  of  the  posterior 
segment  against  the  immovable  anterior  vagina  by 
the  action  of  the  levator  muscle,  just  as  in  the 
mouth,  and  not  by  a sphincter  action.  The  pelvic 
fascia  gives  support  and  strength  to  the  levator 
muscle.  In  the  vaginal  sulci  the  fascia  and  muscle 
may  be  ruptured  by  the  advancing  fetal  head, 
during  the  process  of  internal  rotation,  or  as  happens 
frequently,  they  may  be  torn  in  both  sulci  by  the 
blades  of  the  forceps. 

The  condition  of  the  perineum  itself  should  be 
considered— whether  median  line  tears  or  the  exten- 
sion of  sulcus  tears  have  been  sufficient  to  impair 
the  function  of  the  sphincter  ani.  A correct  appre- 
ciation of  the  degree  of  vesical  or  rectal  prolapse 
present  in  a cystocele  and  rectocele  can  be  obtained 
by  introducing  a sound  into  the  bladder  or  a finger 
into  the  rectum.  An  enterocele,  which  is  a hernia 
of  the  cul-de-sac  of  Douglas,  is  readily  differentiated 
from  a rectocele  by  a finger  in  the  rectum.  The 
presence  of  varicose  veins  of  the  vulva  shows  ob- 
struction to  the  return  circulation,  and  may  be 
indicative  of  a growth  blocking  the  pelvis. 

Bartholini’s  glands  should  be  examined  for  evi- 
dences of  infection.  The  openings  of  their  ducts  are 
situated  on  each  side  of  the  labia  majora  just  below 
the  center.  The  normal  glands  may  be  palpated  be- 
tween the  thumb  and  the  index  finger.  They  feel 
about  the  size  of  a small  bean  as  they  are  slipped 
between  the  finger  tips  and  are  not  tender.  The 
secretion  expressed  from  them  is  a glairy,  colorless 
fluid  like  the  white  of  egg,  but  if  an  infection  exists 
tins  secretion  will  be  turbid  or  purulent,  and  a search 
will  usually  discover  gonococci,  or  staphylococci. 
In  such  a case  the  gland  may  be  enlarged  and  tender. 

The  anus  and  rectum  should  be  searched  for 
hemorrhoids,  fissure,  fistula,  etc.  The  rectal  mucous 
membrane  can  be  everted  by  a finger  placed  in  the 
vagina.  The  presence  of  an  acute  vulvitis,  condylo- 
mata,  chancroids,  venereal  warts,  etc.,  will  be  readily 
detected. 

The  coccyx  is  occasionally  the  site  of  pain  and 
inflammation— in  its  articulations— especially  in  neu- 
rotic women,  and  it  should  be  palpated  and  its 
mobility  and  sensitiveness  tested. 
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The  Digital  Examination  of  the  Pelvic  Organs 

Palpation  of  the  pelvic  organs  by  the  bimanual 
method  is  our  most  efficient  means  of  diagnosis. 
The  object  is  to  get  the  organs  between  the  hands, 
so  that  their  size,  shape,  consistency,  position,  mobil- 
ity, and  sensitiveness  can  be  judged,  and  the  pres- 
ence in  the  pelvic  cavity  of  neoplasms  or  inflamma- 
tory exudates  determined.  A knowledge  of  the  feel 
of  the  normal  pelvic  organs  is  essential  as  a standard 
of  comparison. 

THE  CORRECT  USE  OF  THE  HANDS 

The  examiner  should  accustom  himself  to  the  use 
of  the  fingers  of  either  hand  in  the  vagina.  The 
majority  of  gynecologists  prefer  to  use  the  left  hand 
in  the  vagina  and  the  right  hand  on  the  abdomen. 
The  vaginal  hand  should  be  passive  and  the  abdom- 
inal hand  should  be  the  active  participant  in  the 
palpation. 

At  first  it  is  best  to  use  the  index  finger  only  in 
the  vagina.  Care  should  be  taken  to  avoid  touching 
the  clitoris  and  urethra  in  the  introduction  of  the 
fingers.  To  insure  deep  penetration  into  the  pelvic 
cavity,  the  hand  must  be  rendered  as  narrow  as  pos- 
sible to  permit  its  passage  between  the  ischial  tuber- 
osities, as  then  the  pelvic  floor  can  be  invaginated 
into  the  pelvic  outlet. 

Two  fingers  in  the  vagina  will  give  the  best  re- 
sults and  should  be  employed  where  the  size  of  the 
entrance  will  admit  them.  The  thumb  should  be  held 
straight  up,  and  the  ring  and  little  fingers  flexed  at 
the  proximal  phalangeophalangeal  and  not  at  the 
metacarpophalangeal  articulations.  If  the  ring  and 
little  fingers  are  tightly  flexed  into  the  palm  of  the 
hand,  the  full  length  of  the  third  phalanx  of  the  ring 
finger  and  the  head  of  the  metacarpal  bone  are 
brought  transversely  across  the  pubic  arch,  the  ends 
impinging  on  the  rami,  thus  making  deep  penetra- 
tion impossible  as  bone  rests  against  bone.  With  the 
fingers  flexed  at  the  proximal  phalangeophalangeal 
joints,  the  hand  is  narrow  and  can  slip  between  the 
tuber  ischii  and  pubic  rami,  and  push  ahead  the 
soft  pelvic  floor  structures.  The  elbow  of  the  exam- 
ining hand  should  rest  against  the  examiner’s  hip, 
and  pressure  should  be  made  by  throwing  the 
weight  of  the  body  upon  the  elbow,  thus  allowing 
the  muscles  of  the  arm  to  be  relaxed. 

The  correct  management  of  the  external  or  ab- 
dominal hand  is  important.  Too  vigorous  pressure 
will  insure  failure,  as  the  patient  will  resist  such  rude 
invasion.  Adore  can  be  accomplished  by  gentleness 
of  manipulation  and  tact  than  by  physical  force. 


When  it  is  necessary  to  use  deep  pressure,  it  must 
be  done  gradually,  so  as  not  to  alarm  the  patient. 

I he  patient’s  mind  should  be  diverted  by  asking- 
questions  and  by  getting  her  to  keep  the  mouth  open 
and  to  breathe  in  and  out  continuously.  The  four 
fingers  of  the  external  hand  must  be  kept  close  to- 
gether and  slightly  flexed.  The  palmar  surface  of 
the  fingers  should  be  used  as  much  as  possible.  To 
separate  the  fingers  and  use  the  tips  is  decidedly  un- 
pleasant to  the  patient  and  will  cause  her  to  resist. 

the  vagina 

The  size,  shape,  capacity,  sensitiveness,  and  the 
character  of  the  vagina  are  to  be  noted.  The  vaginal 
touch  should  convey  a knowledge  of  the  direction 
of  the  canal  and  the  presence  of  growths  in  its  walls. 

I he  presence  of  fecal  matter  in  the  rectum  can 
be  appreciated  by  the  finger  in  the  vagina.  Scybal- 
ous masses  can  be  indented  or  moved  by  pressure, 
and  thus  differentiated  from  tumors  or  exudate. 

the  cervix 

1 he  relation  that  the  cervix  bears  to  the  vaginal 
axis  should  be  noted.  When  the  uterus  is  in  its  nor- 
mal position  with  the  bladder  empty,  its  long  axis 
is  approximately  at  right  angles  to  the  long  axis  of 
the  vagina.  If  the  uterus  is  retroverted  into  the  hol- 
low of  the  sacrum,  its  axis  will  be  parallel  or  con- 
tinuous with  the  vaginal  axis.  In  extreme  retrodis- 
placement  the  cervix  w ill  point  upward  toward  the 
symphysis. 

Cervical  lacerations  and  scar  tissue,  hyperplasia, 
cysts,  patency  of  the  os,  and  granular  erosion,  or 
carcinomatous  induration,  may  be  determined.  Cysts 
of  intracerebral  hemorrhage,  with  ultimate  exten- 
the  mucosa.  The  normal  position  of  the  cervix  in 
the  vagina  is  usually  at  a point  corresponding  to  the 
junction  of  the  upper  and  middle  thirds.  The  degree 
of  uterine  prolapse  can  be  estimated.  Care  must  be 
taken  to  differentiate  a prolapsus  of  the  yterus  from 
an  elongated  cervix. 

the  uterus 

The  next  step  will  he  to  examine  the  uterus  as  a 
whole.  It  is  obvious  that  if  a flexion  of  the  uterus 
exists,  the  position  of  the  fundus,  as  indicated  by  the 
relation  of  the  cervix  to  the  vaginal  axis,  will  be 
incorrect.  With  the  cervix  resting  upon  the  fingers 
in  the  vagina,  slight  upward  pressure  in  the  direction 
of  the  inlet  of  the  pelvis  is  made,  while  the  external 
hand  makes  gentle  counter-pressure  from  above, 
until  the  fundus  of  the  uterus  is  reached.  Its  size  and 
shape  can  be  judged  and  also  the  degree  of  mobil- 
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ity.  Any  irregularity  on  the  surface  of  the  fundus 
uteri,  such  as  might  be  caused  by  fibroids  or  malig- 
nant growths,  may  be  determined  by  the  external 
hand. 

The  contour  of  the  normal  uterus  should  be 
thoroughly  comprehended,  so  that  deviations  may 
be  appreciated.  The  anterior  surface  of  the  body  is 
flattened,  while  the  posterior  presents  a well 
rounded  convexity  which  tapers  in  like  a waist  at 
the  site  of  the  internal  os.  There  is  an  angle  formed 
at  the  junction  of  the  fundus  with  the  anterior  wall 
of  the  body.  These  points  can  be  best  appreciated 
if  the  fingers  in  the  vagina  are  changed  from  under 
the  cervix  to  the  anterior  fornix,  the  external  hand 
passed  back  of  the  fundus,  and  the  uterus  sharply 
anteverted  over  the  vaginal  fingers,  which  act  as  a 
fulcrum.  If  the  vaginal  fingers  are  then  separated 
and  alternately  moved  up  and  down,  the  uterus  will 
be  made  to  glide  under  the  external  hand  so  that  its 
symmetry  can  be  accurately  ascertained.  Should  the 
uterus  be  anteflexed,  any  bend  in  the  organ  is  easily 
noted. 

The  fact  that  the  fundus  cannot  be  found,  and 
that  the  cervix  points  in  the  axis  of  the  vagina,  is 
presumptive  evidence  that  there  is  a backward  dis- 
placement. When  it  is  impossible  to  reach  the  fundus 
with  the  external  hand,  due  to  its  backward  dis- 
placement, the  difficulty  may  be  overcome  if  the 
uterus  is  drawn  down  by  a tenaculum  or  bullet  for- 
ceps until  the  cervix  is  nearly  at  the  orifice.  If  the 
index  finger  is  then  inserted  into  the  rectum,  it  is 
frequently  possible  to  palpate  the  body  and  fundus 
with  facility.  Kelly’s  corrugated  tenaculum  is  de- 
signed especially  for  this  purpose,  as  it  enables  the 
examiner  to  hold  the  tenaculum  firmly  with  the 
external  fingers  of  the  lower  hand,  while  the  coun- 
ter-pressure is  made  with  the  hand  on  the  abdomen. 

In  all  cases  of  retrodisplacement,  it  is  important 
to  determine  whether  or  not  the  uterus  is  adherent, 
as  the  necessity  for  an  operation  may  be  dependent 
upon  that  condition.  If  the  uterus  is  easily  replace- 
able it  is  reasonable  evidence  that  it  is  not  bound 
down  by  adhesions.  The  knee-chest  position  is  of 
the  greatest  value  in  determining  the  replaceabilitv 
of  the  uterus,  if  it  is  movable  it  will  assume  its 
normal  relation,  as  the  fundus  will  become  depend- 
ent by  gravity. 

Retroflexion  can  be  distinguished  from  retrover- 
sion by  an  angle  being  felt  at  the  junction  of  the 
cervix  with  the  body.  If  adhesions  are  present,  the 
diagnosis  must  be  ascertained  by  the  uterine  sound 


or  probe.  It  is  wise  to  confirm  a diagnosis  of  flexion 
by  the  sound,  as  a fibroid  on  either  the  anterior  or 
the  posterior  uterine  wall  may  be  a cause  of  decep- 
tion. 

Lateral  displacement  of  the  uterus  should  be 
noted.  In  such  a position  it  has  either  been  drawn 
over  to  one  side  by  the  contraction  of  adhesions,  or 
it  is  displaced  by  the  presence  of  a cyst  or  growth 
filling  the  opposite  side  of  the  pelvis. 

1 he  soft,  friable  condition  of  a carcinomatous 
cervix,  the  boggy  impression  conveyed  by  a sub- 
involuted or  edematous  uterus,  the  hard  plaster-of- 
Paris-like  feel  of  the  vaginal  vault  in  pelvic  perito- 
nitis, the  fluctuating  sensation  of  a fluid  tumor  or 
abscess,  are  but  a few  of  the  conditions  which  must 
depend  upon  a comparison  with  the  normal  for  their 
diagnosis. 

THE  UTERINE  LIGAMENTS 

The  anterior,  posterior,  and  lateral  fornices  of 
the  vagina  are  to  be  palpated  to  ascertain  the  con- 
dition of  the  utero-vesical,  uterosacral,  and  broad 
ligaments.  Normally,  the  vaginal  vault  is  elastic  to 
the  touch. 

THE  ADNEXA 

The  palpation  of  the  adnexa  has  always  presented 
difficulties  to  the  inexpert.  This  is  due  to  the  lack 
of  understanding  of  the  conditions  to  be  dealt  with. 
The  novice  usually  has  no  definite  plan  of  proce- 
dure in  mind  other  than  to  endeavor  to  catch  the 
ovary  between  the  fingertips  at  the  region  he  has 
seen  it  pictured  in  textbooks,  at  one  side  of  the 
uterus  near  the  plane  of  the  fundus.  In  order  to 
command  success,  there  are  three  factors  in  the 
problem  that  the  examiner  must  understand.  The 
first  is  the  resistance  of  the  abdominal  muscles  pre- 
viously mentioned.  The  second  is  to  appreciate  that 
the  ovary  and  tube  are  movable.  They  have  a con- 
siderable range  of  mobility,  extending  from  behind 
the  uterus  in  the  median  line  to  the  lateral  wall  of 
the  pelvis.  The  third  factor  is  that  these  organs  are 
slippery  bodies. 

The  first  step  is  to  locate  the  fundus  of  the  uterus. 
The  next  is  to  remember  that  the  tube  and  ovary, 
unless  bound  by  adhesions,  are  movable  and  slip- 
pery. The  examiner  therefore  must  endeavor  to 
catch  these  organs,  and  as  they  may  lie  or  be  pushed 
into  any  part  of  the  space  between  the  middle  line 
of  the  body  and  the  lateral  pelvic  wall,  he  must 
systematically  search  each  half  of  the  pelvis.  To 
accomplish  this,  the  vaginal  fingers  are  slipped  to 
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one  side  of  the  cervix  into  the  lateral  fornix,  and 
deep  penetration  is  made  in  a direction  upward  and 
backward  at  a point  midway  between  the  cervix 
and  the  pelvic  wall.  These  fingers  remain  somewhat 
stationary,  while  the  fingers  of  the  external  hand, 
curved  in  the  shape  of  a scoop,  rake  the  area  from 
the  fundus  to  the  vaginal  fingers.  This  maneuver 
will  cause  the  slippery  ovary  to  glide  away  from 
the  uterus  toward  the  lateral  pelvic  wall.  This  pro- 
cedure is  repeated,  commencing  each  time  a little 
nearer  to  the  side  wall  of  the  pelvis,  driving  the 
ovary  still  further  outward,  until  it  reaches  the  “end 
of  its  rope,”  as  it  were,  it  is  caught  between  the 
examining  fingers.  It  may  be  necessary  to  go  over 
the  ground  repeatedly  before  the  ovary  can  be 
caught,  and  the  position  of  the  vaginal  fingers  is  to 
be  varied  from  time  to  time,  antero-posteriorly  and 
laterally,  so  as  to  cover  new  planes. 

With  the  ovary  and  tube  between  the  fingers, 
their  size,  sensitiveness  and  consistency  can  be  made 
out  as  they  slip  between  the  opposing  finger  tips. 
After  the  ovary  has  slipped  through  the  fingers,  the 
finger  tips  are  still  kept  together  and  drawn  up- 
ward, when  the  normal  tube  may  be  felt.  The  tube 
feels  like  a cord,  and  is  not  painful  to  moderate 
pressure.  In  cases  in  which  this  method  does  not 
succeed,  the  examiner  should  resort  to  recto-ab- 
dominal palpation. 

A valuable  aid  in  difficult  cases  is  to  elevate  the 
pelvis  of  the  patient  into  a Trendelenburg  posture 
for  a few  moments,  to  allow  the  intestines  and 
omentum  to  gravitate  out  of  the  lower  abdominal 
cavity,  away  from  the  examining  hand. 

DIFFERENTIAL  DIAGNOSIS 

Fluid  accumulations  or  cystic  growths  are  diag- 
nosed by  the  sense  of  fluctuation  and  elasticity.  If 
a mass  is  diffuse,  boggy,  ill  defined,  immovable,  and 
tender,  one  suspects  an  inflammatory  exudate.  If  a 
mass  gives  evidence  of  fluctuation,  of  increased  heat, 
and  of  being  painful  when  pressed  upon,  while  the 
patient  at  the  same  time  gives  a history  of  exposure 
to  infection,  of  fever,  and  possibly  of  chills,  the 
presence  of  an  abscess  is  indicated.  In  inflammatory 
affections  of  the  tubes  and  ovaries,  these  organs 
frequently  are  displaced  into  the  cul-de-sac  and 
fixed  by  adhesions.  Generally  a hydro  or  pyo- 
salpinx  is  of  a sausage  shape,  and  can  be  traced  to 
the  uterine  cornua.  Acute  inflammatory  affections 
of  the  pelvic  contents,  appendicitis,  and  ectopic 
gestation  should  be  carefully  differentiated. 


The  ureters  should  be  palpated  along  the  sides  of 
the  upper  anterior  vaginal  wall  for  the  presence  of 
a calculus  or  thickening.  The  roots  of  the  sacral 
nerves  should  likewise  be  palpated  where  they 
emerge  from  the  sacral  foramina  for  evidence  of 
inflammation  and  as  a source  of  pelvic  pain. 

No  gynecological  examination  can  be  considered 
complete  without  a study  of  the  habitual  posture 
that  the  patient  assumes  on  standing.  Displacements 
of  pelvic  organs  are  frequently  but  a part  of  a con- 
dition of  general  ptosis  of  the  abdominal  contents, 
and  sacral  backache  may  belong  to  the  domain  of 
the  orthopedist. 

The  Examination  of  the  Pelvic  Organs 
With  Instruments 

After  the  abdominal  and  bimanual  examinations 
are  completed,  the  instrumental  examination  is  in 
order.  The  instruments  necessary  are:— a bivalve 
speculum,  Sims’  speculum,  long  dressing  forceps, 
single  tenaculum,  Kelly’s  corrugated  tenaculum, 
bullet  forceps,  uterine  probe,  sound,  a diagnostic 
suction  curet  for  endometrial  biopsies,  and  a set  of 
dilators. 

THE  SPECULUM 

The  bivalve  speculum  is  the  most  popular  type 
of  instrument  in  use  for  exposure  of  the  vaginal 
cavity  and  of  the  cervix.  This  instrument  suffices  for 
an  inspection  of  the  cervix  and  vaginal  vault,  but  if 
a more  perfect  and  nearer  view  of  the  cervix  and 
vaginal  walls  is  necessary  to  investigate  the  cavity  of 
the  uterus,  or  to  obtain  a specimen  of  suspicious 
tissue  for  examination,  the  Sims’  instrument  may  be 
employed.  The  Sims’  speculum  alone  does  only  a 
small  part  of  the  exposing  of  the  vagina.  It  is  in  the 
Sims’  posture  that  the  virtue  of  the  method  lies.  In 
the  correct  Sims’  position,  the  pelvis  is  tilted  over  at 
an  angle  of  45  °,  and  is  higher  than  the  upper  half 
of  the  body,  so  that  the  intestines  gravitate  out  of 
the  pelvic  brim  as  out  of  an  inverted  basin.  A 
vacuum  resulting  in  the  pelvis  by  the  posture  when 
the  speculum  retracts  the  perineum  and  separates 
the  labia,  the  air  rushes  in  and  balloons  the  vagina 
so  that  its  folds  are  obliterated.  The  Sims’  position 
and  the  knee-chest  are  especially  valuable  in  study- 
ing vesicovaginal  fistula. 

THE  DRESSING  FORCEPS 

Bozeman’s  dressing  forceps  is  a suitable  type  of 
this  instrument,  as  it  is  curved  so  as  to  keep  the  iiand 
out  of  the  line  of  vision. 
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THE  TENACULUM 

The  cervix  is  seized  by  the  anterior  lip  with  a 
tenaculum,  or  bullet  forceps,  so  that  it  may  be 
drawn  down  for  closer  inspection  and  also  for  the 
purpose  of  steadying  the  organ  while  a sound,  01- 
other  instrument,  is  being  passed  into  the  uterus. 

THE  PROBE  AND  SOUND 

The  cavity  of  the  uterus  is  explored  by  means  of 
the  probe  or  the  sound.  The  probe  is  a flexible  piece 
of  copper  or  silver  wire,  with  an  olive-shaped  tip  of 
small  caliber,  and  is  designed  for  the  exploration  of 
a narrow  or  stenosed  canal. 

The  sound  is  of  a larger  diameter.  Simpson’s 
sound  is  the  instrument  usually  employed.  It  has  a 
bulbous  tip  and  at  a point  2 14  inches  from  the  end 
there  is  an  enlargement  which  denotes  the  normal 
length  of  the  uterine  canal.  The  shaft  is  marked  in 
inches  for  purposes  of  measurement. 

The  first  precaution  to  be  taken  before  invading 
the  uterine  cavity  is  to  ascertain  the  date  of  the  last 
menstruation.  If  this  precaution  is  omitted,  the 
physician  will  occasionally  find  that  he  has  uninten- 
tionally interrupted  a pregnancy,  sometimes  to  the 
delight  of  the  patient  who  may  have  had  such  an 
object  in  view  in  requesting  examination  for  other 
trouble. 

The  sound  should  not  be  used  as  a repositor  or 
to  determine  the  mobility  of  the  uterus.  The 
patency  of  the  external  and  internal  os,  the  position 
and  size  of  the  uterus,  irregularities  on  the  uterine 
mucosa,  and  the  presence  of  growths  in  the  cavity 
are  ascertained  by  means  of  it.  Any  evidence  of 
acute  inflammation  of  the  uterus  or  its  appendages 
prohibits  intrauterine  manipulations. 

THE  SUCTION  CURET 

Endometrial  biopsies  are  best  obtained  with  the 
hollow  suction  curet  such  as  devised  by  Novak  and 
by  Randoll.  Endometrial  biopsies  are  necessary  to 
determine  whether  or  not  a woman  ovulates,  and 
also  for  the  diagnosis  of  corpus  malignancy.  The 
time  to  obtain  the  tissue  is  on  the  twenty-fifth  day 
of  the  cycle,  as  if  an  ovum  has  been  expelled,  the 
endometrium  should  be  in  the  secretory  stage.  It  is 
important  to  inform  the  pathologist  at  what  period 
in  the  menstrual  cycle  the  curettings  were  obtained, 
otherwise  he  may  not  be  able  to  form  a correct 
opinion  as  to  whether  they  show  pathologic  altera- 
tions. The  tissues  should  be  placed  in  a 10%  solu- 
tion of  formalin. 


DIAGNOSTIC  DETAILS 

Rubber  gloves  are  essential  in  making  the  exam- 
ination, both  for  the  patient’s  aesthetic  feelings  and 
the  doctor’s  protection.  The  instruments  are,  of 
course,  sterilized.  A solution  made  with  tablets  of 
mercuric  iodide  combined  with  sodium  bicarb  and 
potassium  iodide  is  useful  for  immersing  the  instru- 
ments to  cool  them  for  it  does  not  corrode  the  metal. 

In  sterility  cases,  an  endometrial  biopsy  to  deter- 
mine ovulation;  trans-uterine  insufflation  of  carbon 
dioxide  gas— Rubin  test  for  patency  of  the  tubes; 
the  basal  metabolic  rate  to  determine  thyroid  func- 
tion; Elunner’s  test  for  spermatozoa  in  the  cervical 
canal;  and  examination  of  the  male  partner  are  re- 
quired. Microscopical  examination  for  gonococci, 
trichomonas  vaginalis,  and  monilia  should  be  done 
in  all  cases  with  vaginal  discharge.  The  importance 
of  the  trichomonas  vaginalis  as  a frequent  cause  of 
vaginal  discharge  is  now  generally  recognized. 

VAGINAL  ACIDITY 

The  PEI  of  the  vagina,  which  should  have  an 
acidity  of  4.5,  should  be  determined,  the  cervical 
canal  being  7-7.5  neutral  or  alkaline.  The  test  is 
easily  made  with  Nitrazine  paper  and  a color  scale. 

All  erosions  or  questionable  areas  of  the  cervix 
should  be  tested  by  the  Schiller  test,  using  Lugol’s 
solution,  and  if  suspicious  a biopsy  of  the  tissue, 
best  obtained  with  the  high  frequency  loop,  should 
be  made. 

Vaginal  smears  are  of  value  to  study  the  ovarian 
cycle  and  to  follow  the  result  of  estrogen  therapy. 
The  vaginal  epithelium  becomes  enlarged  and 
cornified  at  the  time  of  ovulation.  If  there  is  estro- 
gen deficiency  the  cells  become  small  and  rounded. 
For  the  diagnosis  of  early  pregnancy  the  Ascheim- 
Zondek,  and  Friedman  test  are  98%  accurate.  In 
ectopic  gestation  if  the  chorion  is  dead  the  test  will 
be  negative,  and  the  test  is  strongly  positive  in  the 
presence  of  hydatidiform  mole.  If  a chorionepithe- 
lioma  develops  the  test  will  show  its  presence  be- 
fore symptoms  appear. 

A urological  investigation  may  be  a necessary 
part  of  a gynecologic  examination  as  25%  of  gyne- 
cologic patients  have  urinary  symptoms.  Urethritis, 
infection  of  Skene’s  glands,  urethral  caruncle,  stric- 
ture, trigonitis,  and  cystitis  are  common,  and  disease 
of  the  ureters  and  kidneys,  especially  calculi  and 
infection,  may  require  a cystoscopic  and  x-ray 
examination. 

Urinary  incontinence  may  be  partial  or  complete. 


88 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Partial  or  stress  incontinence  should  be  inquired 
for.  If  the  bladder  is  filled  with  boric  acid  solution 
and  the  patient  coughs,  a spurt  of  urine  will  be  ob- 
served. The  same  test  is  useful  in  treating  a minute 
vesico-vaginal  fistula,  the  patient  being  placed  in  the 
Sims’  position. 

Backache  is  a most  common  complaint  in  gyneco- 
logic patients.  It  is  usually  low  in  the  sacral  region 
and  attributed  to  the  uterus.  It  may  be  due  to 
pathology  of  the  genital  organs,  but  frequently  it 
is  an  orthopedic  problem.  Gynecologic  causes  may 
include  a retrodisplaced  uterus,  which  if  it  can  be 
replaced  with  a pessary  will  determine  this  origin. 
Cystocele,  rectocele,  prolapsus  uteri  and  pelvic  in- 
flammatory disease  may  be  the  cause  of  backache. 

The  diagnosis  of  menstrual  dysfunction  may  re- 


quire bio-assays  in  selected  cases,— such  as  the  quan- 
titative  study  of  the  gonadotrophic  hormone  for 
pituitary  or  ovarian  failure,  and  chorionic  neo- 
plasms, and  of  the  estrogenic  hormone  for  ovarian 
failure  or  hyper-activity  and  ovarian  neoplasms, 
such  as  in  granulosa  cells  tumors. 

Finally,  no  gynecologic  examination  can  be  con- 
sidered intelligent  that  does  not  study  the  patient  as 
a whole.  Her  constitutional  type,  mental  attitude, 
emotional  stability,  general  physical  condition,  must 
all  be  evaluated  in  summing  up  the  result  of  the 
gynecologic  examination. 

In  closing  we  should  be  reminded  of  Plato’s  ad- 
monition in  the  Charmides,  that  the  whole  must  be 
studied  also,  “for  the  part  can  never  be  well  unless 
the  whole  is  well.” 


MANAGEMENT  OF  A PATIENT  WITH  A SUBARACHNOID  HEMORRHAGE 

William  J.  German,  m.d.,  New  Haven 


The  Author.  Associate  Professor  of  Surgery,  The 
School  of  Medicine,  Yale  University 


Subarachnoid  hemorrhage  may  occur  as  the  result 
of  trauma  to  the  head  or  spine,  indicating  con- 
tusion or  laceration  of  some  part  of  the  central  nerv- 
ous system.  Brain  tumors,  especially  the  rapidly 
growing  glioblastoma  multiforme,  may  occasionally 
give  rise  to  subarachnoid  hemorrhage.  Other  causes 
are  mentioned  in  the  literature— purpura,  hemophilia, 
acute  infections,  pertussis,  syphilis,  angiomata.  How- 
ever, with  the  exception  of  trauma,  all  these  causes 
are  extremely  rare.  Spontaneous  subarachnoid  hem- 
orrhage is  usually  the  result  of  rupture  of  a patho- 
logical artery  of  the  brain. 

Froin,  in  1904,  described  the  anatomical  and 
chemical  aspects  of  spontaneous  subarachnoid  hem- 
orrhage and  distinguished  several  types.  At  present 
it  is  only  necessary  to  recognize  two  types;  these 
might  be  termed  primary  and  secondary.  Primary 
subarachnoid  hemorrhage  results  from  rupture  of 
an  artery  immediately  adjacent  to  the  subarachnoid 
space.  An  aneurysm  in  or  near  the  circle  of  Willis 
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is  the  most  frequent  etiological  factor.  This  is  bom 
out  by  the  recent  study  of  Richardson  and  Hyland. 
They  found  aneurysm  in  90%  of  their  cases  of  fatal 
spontaneous  subarachnoid  hemorrhage.  Secondary 
subarachnoid  hemorrhage  occurs  as  a consequence 
of  intracerebral  hemorrhage,  with  ultimate  exten- 
sion of  the  bleeding  to  the  ventricle  or  subarachnoid 
space.  Arteriosclerosis  of  the  intracerebral  vessels  is 
the  most  common  cause  of  this  type. 

I he  diagnosis  of  spontaneous  subarachnoid  hem- 
orrhage is  usually  based  upon  a history  of  the  sud- 
den occurrence  of  headache  and  alteration  of  con- 
sciousness. The  important  physical  signs  are  stiffness 
of  the  neck  with  pain  on  motion  and  mental  changes 
which  may  vary  from  mild  retardation  of  attention 
to  profound  coma.  The  diagnosis  is  then  confirmed 
by  the  presence  of  bloody  spinal  fluid  on  lumbar 
puncture.  There  is  usually  moderate  fever  and  mild 
leucocytosis. 

This  condition  should  be  readily  differentiated 
from  meningitis  on  the  basis  of  the  spinal  fluid  find- 
ings. The  absence  of  trauma  usually  serves  to  dis- 
tinguish  the  spontaneous  from  the  traumatic  type 
but  there  are  occasional  instances  of  aneurysmal 
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rupture  following  cranial  trauma.  Differentiation  of 
the  rarer  causes  of  subarachnoid  hemorrhage  is  based 
on  the  history  preceding  the  acute  hemorrhagic 
episode. 

The  differential  diagnosis  between  primary  and 
secondary  spontaneous  subarachnoid  hemorrhage 
presents  a more  difficult  problem.  In  the  primary 
type  there  is  usually  severe  headache  immediately  at 
the  onset.  Consciousness  is  frequently  retained  for 
a considerable  period  and  early  paralytic  symptoms 
are  rare.  The  secondary  type,  on  the  contrary, 
usually  begins  with  paralytic  symptoms,  frequently 
with  rapid  loss  of  consciousness.  The  absence  of  his- 
tory and  findings  of  vascular  hypertension  favors 
the  diagnosis  of  primary  subarachnoid  hemorrhage. 
Regarding  age  incidence,  it  is  significant  that  60  /0 
of  the  patients  with  primary  subarachnoid  hemorr- 
hage are  under  the  age  of  fifty  while  only  30%  of 
patients  with  intracerebral  hemorrhage  are  less  than 
fifty. 

Since  intracranial  aneurysms  appear  to  be  the  most 
common  source  of  sevete,  spontaneous  subarachnoid 
hemorrhage,  I should  like  to  discuss  the  subject  of 
aneurysms  more  fully.  Based  upon  autopsy  seiies, 
the  incidence  is  about  1%.  Two  common  types  are 
recognized— the  large,  fusiform,  arteriosclerotic 
aneurysms,  which  may  be  multiple  and  the  more 
frequent,  small,  “beiry”  aneurysms,  which  are 
usually  single.  Associated  anomalies  of  the  vessels 
of  the  circle  of  Willis  are  not  uncommon.  Syphilitic 
and  mycotic  aneurysms  of  the  cerebral  vessels  are 
rare.  The  etiology  of  the  “berry”  aneurysm  is  not 
fully  understood.  Defects  in  the  media  of  the  artery 
appear  to  play  some  part  in  their  formation.  It  is 
quite  unlikely  that  they  are  all  on  an  arteriosclerotic- 
basis. 

Several  clinical  syndromes  are  recognized,  de- 
pending upon  the  site  and  type  of  rupture.  With  the 
exception  of  the  rare  massive  intracranial  aneurysms, 
where  symptoms  are  those  of  a space-occupying 
lesion,  frank  symptoms  are  rare  prior  to  rupture. 
When  the  rupture  is  only  into  the  subarachnoid 
space,  symptoms  consist  of  sudden  severe  headache, 
usually  occipital  and  down  the  back  of  the  neck;  not 
infrequently  there  is  pain  in  the  trigeminal  area; 
consciousness  may  be  rapidly  lost  or  only  slightly 
impaired,  depending  upon  the  severity  of  bleeding. 

When  the  aneurysm  is  imbedded  in  cerebral  tissue, 
the  maximum  hemorrhage  often  occurs  into  the 
cerebral  parenchyma,  where  a false  aneurysmal  sac- 
may  be  formed.  Localization  of  the  aneurysm  is 


frequently  possible  on  the  basis  of  neurological 
signs.  Subsequent  hemorrhages  at  this  site  may  be 
expected.  When  final  rupture  occurs  into  the  ven- 
tricle, fatality  is  to  be  expected.  Occasionally  the 
hemorrhage  may  rapidly  extend  into  the  ventricle, 
causing  death  on  the  first  day. 

In  certain  cases  the  ruptured  aneurysm  may 
directly  involve  one  of  the  cranial  nerves,  usually 
the  third,  causing  ophthalmoplegia,  ptosis  and 
dilated  pupil. 

1 he  diagnosis  of  ruptured  intracranial  aneurysm 
is  based  on  the  history  of  sudden  onset  of  subarach- 
noid hemorrhage,  sometimes  with  subsequent  signs 
of  local  cerebral  or  cranial  nerve  pressure.  The  sud- 
den onset  of  symptoms  in  an  individual  under  the 
age  of  fifty  and  without  antecedent  vascular  hyper- 
tension justifies  a presumptive  diagnosis  of  ruptured 
intracranial  aneurysm.  Diagnostic  lumbar  puncture 
is  usually  withheld  for  a period  of  24  to  48  hours, 
since  there  is  some  reason  to  believe  immediate  re- 
moval of  spinal  fluid  may  favor  further  bleeding. 

X-rays  of  the  skull  may  rarely  demonstrate  calci- 
fication within  the  aneurysm,  unilateral  erosion  of 
the  sella  turcica,  eiosion  of  the  optic  foramen  or 
superior  orbital  fissure.  When  the  approximate  site 
of  the  aneurysm  has  been  determined,  arteriography 
with  thorotrast  offers  a method  of  demonstrating  it. 

The  treatment  of  ruptured  intracranial  aneurysms 
is  based  primarily  upon  prevention  of  further  strain 
on  the  weakened  vessel  and  secondarily  upon  relief 
of  symptoms  due  to  subarachnoid  hemorrhage.  The 
first  objective  is  accomplished  by  complete  bed  rest 
for  six  to  eight  weeks,  and  in  the  cases  with  recur- 
rent hemorrhages,  at  least  four  weeks  after  symp- 
toms of  meningeal  irritation  subside.  The  subject 
of  spinal  drainage  is  a moot  question  at  the  present 
time.  There  is  no  doubt  that  symptomatic  relief 
may  be  obtained  in  many  patients  by  this  method. 
In  fact,  it  is  probably  true  that  a few  lives  have  been 
saved  by  judicious  spinal  drainage  at  the  proper 
time.  A relatively  safe  rule  is  to  reduce  the  spinal 
fluid  pressure  to  not  more  than  half  the  initial  pres- 
sure. The  method  should  probably  be  reserved  for 
those  patients  in  whom  it  has  been  shown  to  afford 
definite  symptomatic  relief. 

Surgical  treatment  of  intracranial  aneurysms  is 
still  in  the  experimental  stage.  The  methods  at 
present  available  are  proximal  ligation,  double  liga- 
tion or  isolation,  procedures  designed  to  produce 
thrombosis  within  the  aneurysm  and  aneurysmal 
excision.  Since  the  prognosis  under  conservative 
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treatment  is  a mortality  rate  of  about  50%  surgical 
treatment  would  appear  desirable.  We  have  at- 
tempted to  contribute  some  information  on  this 
problem.  Since  no  definite  decisions  can  yet  be 
reached,  1 should  like  to  conclude  with  a brief  sum- 
mary of  the  results  to  date. 

The  study  was  based  upon  twenty-four  selected 
cases  of  intracranial  aneurysm,  ten  of  whom  had 
autopsy  verification.  Five  control  cases  were  fol- 
lowed three  years  or  more.  Nine  patients  were 
operated  upon  with  no  mortality. 

The  ages  of  the  patients  ranged  from  three  to 
sixty-two  years;  50%  were  in  the  third  and  fourth 
decade.  The  aneurysm  was  internal  carotid,  eleven 
cases;  anterior  cerebral,  three;  middle  cerebral, 
three;  posterior  cerebral,  one;  vertebral,  one;  mul- 
tiple, one;  location  questionable,  four. 


Aneurysmal  rupture  was  responsible  for  death  in 
all  post-mortem  cases,  initial  rupture  was  fatal  in 
only  two.  Surgical  treatment  was  considered  but 
not  carried  out  in  ten  cases;  five  of  these  died  with- 
in three  months,  five  are  still  living  three  to  six  years. 

Subarachnoid  hemorrhage  was  the  most  promi- 
nent sign  in  nineteen  patients.  Unsuspected  aneu- 
rysm was  encountered  at  operation  in  two  cases. 
Ophthalmoplegia  was  the  presenting  symptom  in 
two,  carotid-cavernous  sinus  fistula  in  one.  The 
aneurysm  was  demonstrated  by  thorotrast  in  three 
cases. 

Of  nine  patients  receiving  surgical  treatment,  six 
had  internal  carotid  ligation;  one  common  carotid 
ligation.  Muscle  insertion  was  done  in  two  cases, 
aneurysmal  excision  in  one.  All  these  patients  are 
alive,  several  months  to  six  years. 


A SUMMARY  OF  ENDOCRINE  EFFECTS  IN  ADVANCED  PROSTATIC  CANCER 

Charles  Huggins,  m.d.,  Chicago 


The  Author.  Professor  of  Surgery , The  University 
of  Chicago  School  of  Medicine 


In  summarizing  our  work  on  endocrine  effects  in 
advanced  prostatic  cancer,  I wish  to  develop  two 
points:  first,  that  cancer  of  the  prostate  is  often 
extremely  sensitive  to  androgens  (so  that  advantage 
may  be  taken  of  this  fact  in  the  practical  thera- 
peutic management  of  this  dreadful  disease);  second, 
that  the  study  of  any  disease,  and  especially  cancer, 
is  greatly  expedited  by  developing  objective  labora- 
tory methods  of  following  its  course. 

It  is  necessary  to  discuss  briefly  certain  enzymes 
capable  of  hydrolyzing  phosphoric  esters,  the  phos- 
phatases. There  are  two  of  these  enzymes  widely 
scattered  through  human  tissue  in  small  amounts, 
called  acid  and  alkaline  phosphatase  because  of  cer- 
tain chemical  characteristics.  These  enzymes,  how- 
ever, are  present  in  rich  concentration  in  certain 
tissues:  alkaline  phosphatase  in  bone;  acid  phospha- 


tase in  the  prostate  gland  of  adult  men  and  monkeys. 
1 his  rich  concentration  of  acid  phosphatase  in  the 
adult  prostate  gland  then  is  a secondary  sex  char- 
acteristic of  a chemical  nature.  It  was  discovered  in 
'935  by  Kutscher  and  Wolbergs.  Elevations  of 
alkaline  phosphatase  in  serum  occur  in  certain  bone 
diseases  when  there  is  abnormal  osteoplastic  activ- 
ity: in  Paget’s  disease;  rickets;  osteogenic  sarcoma. 
Increase  of  acid  phosphatase  occurs  in  only  one 
condition,  cancer  of  the  prostate  with  metastases  to 
bone  as  was  shown  by  A.  B.  and  E.  B.  Gutman  and 
by  Barringer  and  Woodard.  When  prostatic  cancer 
is  located  in  the  bone  marrow,  the  secretions  of 
these  cells  find  their  way  into  the  blood  and  are  not 
readily  disposed  of,  so  that  the  acid  phosphatase 
value  increases  above  normal. 

A step  forward  in  this  problem  was  the  develop- 
ment by  my  colleague,  George  Gomori,  of  methods 
of  staining  the  site  of  the  phosphatase  in  tissue. 
While  the  prostate  of  the  new  born  contains  small 
amounts  of  acid  phosphatase,  the  adult  prostate 
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contains  large  amounts  of  this  enzyme.  Carcinoma 
of  the  prostate  likewise  exhibits  rich  concentrations 
of  the  enzyme  in  the  epithelial  cells.  It  was  thus 
recognized  that  prostatic  cancer  is  a cancer  of  adult 
epithelial  cells  and  not  a reversion  to  a more  primi- 
tive state. 

In  a series  of  47  men  with  advanced  prostatic  can- 
cer, it  was  found  that  24  had  elevation  of  acid  and 
alkaline  phosphatases,  while  in  the  23  men  the 
enzymes  were  in  the  normal  ranges.  By  very  fre- 
quent observation  of  the  serum  phosphatases  of  men 
with  far  advanced  prostatic  cancer  who  had  eleva- 
tion of  the  serum  phosphatases,  it  xvas  found  that 
decreasing  the  amount  or  the  activity  of  the  andro- 
gens by  castration  or  by  administration  of  estrogen 
(stilbestrol  1 mg.  daily)  caused  a decrease  of  serum 
acid  phosphatase  values,  whereas  androgen  adminis- 
tration (testosterone  propionate,  25  mg.  daily) 
caused  exacerbation  of  the  serum  phosphatase  values 
and  of  the  disease. 

The  beneficial  results  of  decreasing  the  androgens 
were  not  limited  to  the  serum  phosphatases.  Forty- 
six  men  with  advanced  and  metastatic  cancer  have 
been  treated  by  castration  since  October  1939. 
When  the  cancer  has  been  discovered  early,  total 
perineal  prostatectomy  has  been  done. 

Certain  benefits  arc  usually  seen  following  orchi- 
ectomy. Among  the  earliest  changes  are  an  increased 
appetite  and  relief  of  pain.  These  effects  are  often 
seen  within  several  days  following  castration.  They 
result  in  a gain  in  weight  and  a return  of  the  anemia 
towards  normal.  Frequently  there  is  a decrease  of 
the  primary  tumor,  so  that  the  hard,  nodular,  craggy 
prostate  becomes  smooth  and  soft  and  decreases 
markedly  in  size.  Frequently,  changes  occur  in  the 
bony  metastases  on  roentgenographic  examination: 
usually  the  metastatic  lesions  undergo  increased 
calcification  within  several  months  after  orchi- 
ectomy. This  increased  density  is  often  followed  by 
a stabilization  in  growth  or  by  disappearance  of  the 
metastases  to  x-ray  examination.  Other  objective 
evidence  of  improvement  which  occurred  in  this 
series  has  been,  in  two  cases,  disappearance  of 
paralysis  due  to  compression  from  metastasis  in  the 
central  nervous  system;  in  two  other  cases,  disap- 
pearance of  enlarged  lymph  nodes— the  site  of 
metastases. 

Certain  undesirable  symptoms  also  occur,  notably 
abolition  of  the  adult  sexual  capacity  and  the  onset 
of  hot  flashes  similar  to  menopausal  changes  in 
women,  and  which  likewise  can  be  mitigated  by 


9i 

estrogen  administration  (e.g.  stilbestrol  1 mg.  daily 
by  mouth  for  two  weeks). 

All  in  all,  the  improvement  which  occurs  follow- 
ing orchiectomy  in  cancer  of  the  prostate  far  out- 
weighs the  undesirable  effects.  It  should  be  empha- 
sized that  the  results  are  not  uniformly  successful. 

In  the  entire  series  of  45  patients,  subjected  to 
orchiectomy,  there  have  been  14  deaths,  all  in  men 
with  extensive  metastases  to  bone.  In  10  of  these 
men,  carcinomatosis  was  the  principle  cause  of 
death,  while  in  the  others  it  was  of  secondary  im- 
portance. From  a clinical  standpoint  31  men  have 
had  a sustained  improvement  lasting  as  long  as  30 
months;  9 men  have  had  a temporary  improvement 
following  castration. 

In  11  men  of  the  group  of  21  patients  operated 
upon  12-30  months  ago,  there  has  been  significant 
improvement;  these  patients  are  free  from  symp- 
toms, acid  and  alkaline  phosphatase  values  of  serum 
are  in  or  near  the  normal  range,  there  has  been 
complete  or  partial  resolution  of  x-ray  evidence  of 
osseous  metastases  and  a great  decrease  in  size  and 
in  the  stony  consistency  of  the  primary  neoplasm 
on  rectal  examination.  In  four  patients  extensive 
osseous  metastases  have  completely  disappeared  to 
radiographic  examination. 

The  question  of  inactivation  of  androgens  by 
estrogens  in  prostatic  cancer  as  opposed  to  castra- 
tion naturally  arises.  T his  type  of  endocrine  castra- 
tion as  opposed  to  surgical  castration  is  at  first 
glance  attractive  since  it  can  be  carried  out  without 
surgery  and  is  financially  economical.  Flowever,  it 
is  unsound  since  the  inhibition  of  the  androgens  by 
estrogen  is  not  complete  and  a complete  inhibition 
or  elimination  of  androgens  is  the  basis  for  the 
modern  treatment  of  advanced  prostatic  cancer: 
moreover,  this  partial  inhibition  is  temporary  and 
estrogen  must  be  administered  for  long  periods  of 
time.  Further,  in  many  species  the  administration  of 
estrogen  for  a long  time  to  males  is  in  itself  a car- 
cinogenic. While  it  was  first  shown  in  this  labora- 
tory that  beneficial  results  occur  in  prostatic  cancer 
from  both  surgical  castration  or  estrogen  adminis- 
tration, we  feel  that  bilateral  orchiectomy  is  the 
method  of  choice  as  a basic  treatment  in  advanced 
or  metastatic  prostatic  cancer. 
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'TT'he  term  bacteremia,  used  in  its  broadest  sense, 
denotes  the  presence  of  bacteria  in  the  blood 
stream.  One  may  suspect  a bacteremia  in  any  patient 
with  high  or  intermittent  fever,  particularly  when 
there  are  recurrent  chills  and  sweats.  Occasionally, 
transient  bacteremia  may  occur  without  clinical 
manifestations  as,  for  instance,  after  tonsillectomy, 
tooth  extraction,  or  cystoscopy.  Such  cases  need 
not  be  considered  here.  It  is  the  purpose  of  this  paper 
to  discuss  briefly  the  salient  features  concerning  the 
diagnosis  and  specific  treatment  of  patients  who 
have  a blood  stream  invasion  with  the  common 
pathogenic  bacteria  accompanied  by  a febrile  illness. 

The  diagnosis  of  the  condition  is  established  by 
demonstrating  the  organisms  in  cultures  of  the 
blood  made  in  suitable  media.  In  general  the  ordi- 
nary meat  infusion  or  hormone  broths  which  are  in 
common  use  in  clinical  bacteriological  laboratories 


are  satisfactory  for  the  cultivation  of  most  of  the 
common  organisms  encountered.  Special  media  or 
methods  are  only  rarely  necessary.  Quantitative 
cultures  made  by  pouring  plates  with  a measured 
amount  of  blood  in  solid  media  may  be  helpful. 
When  blood  cultures  are  taken  in  patients  who  are 
under  treatment  with  sulfonamide  drugs,  it  may  be 
useful  to  have  from  1 to  5 milligrams  of  paramino- 
benzoic  acid  per  hundred  cubic  centimeters  in  the 
medium. 

Both  the  presence  and  the  identity  of  the  organ- 
ism in  blood  cultures  are  of  great  significance.  First, 
they  aid  in  the  early  diagnosis  of  some  diseases  like 
typhoid  fever  or  meningococcus  infections  without 
meningitis.  Second,  the  identification  of  certain 
organisms  directs  one’s  attention  to  possible  foci  of 
infection.  Where  a focus  of  infection  is  not  demon- 
strable and  does  not  become  apparent  during  the 
course  of  the  infection,  one  should  suspect  some 
intravascular  focus  such  as  thrombophlebitis  or 
endocarditis.  Third,  the  isolation  of  bacteria  from 
the  blood  stream  is  a useful  prognostic  aid  with 
respect  to  the  chances  for  recovery  and  the  proba- 
bility that  metastatic  foci  will  develop.  Finally,  the 
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identity  of  the  organism  is  important  in  the  choice 
of  specific  therapeutic  agents,  including  the  sulfo- 
namides. It  is  indispcnsible  when  specific  antiserums 
are  to  be  employed. 

The  most  common  organisms  cultivated  from  the 
blood  stream  are:  hemolytic  streptococcus,  staphy- 
lococcus aureus,  pneumococcus,  streptococcus  viri- 
dans,  colon  bacillus,  gonococcus,  meningococcus, 
and  Friedlander’s  bacillus.  The  relative  frequency 
with  which  these  organisms  are  encountered  in  the 
experience  of  different  physicians  will  vary  con- 
siderably. In  general  surgical  practice  the  hemolytic 
streptococcus  is  by  far  the  most  frequent,  and 
staphylococcus  aureus  is  the  next  most  common 
organism.  In  urologic  practice  the  colon  bacillus  and 
the  gonococcus  may  be  encountered  quite  fre- 
quently. The  otologist  encounters  chiefly  strepto- 
cocci, pneumococci  and  staphylococci.  In  the  expe- 
rience of  the  medical  services  of  the  Boston  City 
Hospital  where  a large  percentage  of  the  admissions 
are  for  respiratory  infections,  the  pneumococcus  is 
the  most  common  organism  obtained  in  blood  cul- 
tures. The  frequency  with  which  certain  organisms 
occur  may  vary  also  in  different  localities  and  at 
different  times  in  the  same  region.  For  example,  the 
meningococcus  is  now  encountered  frequently 
while  it  was  quite  rare  just  a few  years  ago.  In  cer- 
tain places  typhoid  fever  is  still  frequent,  while  in 
most  of  our  large  cities,  this  disease  is  now  a rarity. 

In  the  management  of  cases  with  bacteremia  it  is, 
of  course  necessary  to  treat  the  patient  as  a whole 
and  to  use  all  of  the  various  well-known  sympto- 
matic remedies.  For  the  purpose  of  this  discussion, 
however,  we  shall  be  concerned  only  with  specific 
therapy,  which  now  includes  chiefly  chemotherapy 
with  sulfonamide  drugs  and,  secondarily,  the  use  of 
specific  antiserums.  Sulfonamide  drugs  are  now  the 


first  line  of  approach  in  the  management  of  bac- 
teremic  cases,  merely  because  of  their  wide  range 
of  effectiveness.  They  are  often  used  even  before 
the  presence  of  bacteremia  is  established  and  the 
identity  of  the  organism  determined.  Strictly  speak- 
ing, this  is  not  good  practice.  It  is,  nevertheless, 
justifiable  in  many  cases  first,  because  these  drugs 
are  useful  in  combatting  infections  with  most  of  the 
organisms  that  invade  the  blood  stream,  and,  second- 
ly, because  delay  in  beginning  treatment  is  often 
detrimental  to  the  patient  and  may  result  in  exten- 
sion of  the  infection.  The  early  use  of  these  agents, 
however,  often  makes  it  difficult  or  impossible  to 
establish  a bacteriologic  diagnosis. 

It  is  worth  emphasizing  at  this  point  that,  when 
possible,  every  effort  should  be  made  to  obtain 
blood  cultures  in  all  patients  with  febrile  illness 
before  chemotherapy  with  the  sulfonamide  drugs  is 
started.  It  is  likewise  advisable  to  obtain  materials 
for  culture  from  whatever  sources  might  be  avail- 
able before  starting  chemotherapy,  since  a large 
percentage  of  infected  cases  yield  negative  cultures 
during  the  course  of  sulfonamide  therapy.  Thus  it 
is  advisable  to  obtain  sputum  from  patients  with 
pneumonia  or  to  obtain  exudate  where  infections 
of  serous  cavities  are  present. 

In  Table  I is  indicated  the  choice  of  sulfonamide 
drugs  in  the  treatment  of  infections  with  the  com- 
mon organisms  that  are  obtained  from  blood  cul- 
tures. This  is  based  on  the  results  of  clinical  expe- 
rience and  depends,  in  turn,  on  a summation  of  their 
relative  effectiveness  and  their  toxicity.  Sulfadiazine 
is  definitely  the  least  toxic  of  all  the  drugs  and  is 
as  effective  as  the  others,  or  more  so,  against  all  the 
organisms.  There  may  still  be  some  question  whether 
sulfathiazole  is  better  in  gonococcal  and  staphylo- 
coccal infections.  All  of  the  drugs  are  highly  effec- 


Table  I 

Relative  Effectiveness  of  Four  Commonly  Used  Sulfonamides  in  the  Treatment  of  Infections 
with  Organisms  Most  Frequently  Found  in  Blood  Cultures 


ORGANISM  SULFANILAMIDE  SULFAPYRIDINE  SULFATHIAZOLE  SULFADIAZINE 
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Drug  of  choice 
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tive  against  meningococcus.  Except  for  sulfanila- 
mide, they  are  all  effective  against  the  pneumo- 
coccus, although  the  toxicity  of  sulfapyridine  makes 
that  drug  less  desirable.  Sulfadiazine  is  definitely  the 
drug  of  choice  in  hemolytic  streptococcal  infec- 
tions, both  from  the  point  of  view  of  effectiveness 
and  because  of  its  lower  toxicity.  In  staphylococcal 
and  colon  bacillus  infections,  sulfathiazole  and  sulfa- 
diazine are  probably  equally  effective.  Sulfadiazine 
has  the  advantage,  however,  that  it  can  be  used  more 
intensively,  over  a longer  period,  and  with  less  dan- 
ger of  toxic  effects.  None  of  the  drugs  is  highly 
effective  against  Friedlander’s  bacillus  infections, 
although  sulfadiazine  is  probably  superior  to  the 
other  drugs  against  this  organism.  The  limited 
amount  of  data  concerning  the  effect  of  the  various 
drugs  in  streptococcus  viridans  infections  are  incon- 
clusive. 

Pneumococcus  bacteremia.  Before  the  introduc- 
tion of  chemotherapy,  bacteremia  in  pneumococcal 
infections  was  always  indicative  of  a very  poor 
prognosis.1  The  mortality  in  all  cases  averaged  about 
70  to  80  per  cent  and  in  cases  of  type  III  pneumo- 
coccal infections,  almost  100  per  cent.  In  general, 
the  mortality  of  patients  with  bacteremia  is  two  to 
five  times  as  great  as  in  those  with  negative  blood 
cultures.  The  incidence  of  bacteremia  in  pneumonia 
increases  with  age;  and  there  is  a progressive  in- 
crease in  mortality  in  advancing  age  groups.  In 
patients  with  pneumonia  who  have  another  severe 
underlying  disease,  the  incidence  of  bacteremia  is 
usually  higher  than  in  those  without  another  illness. 
Bacteremia  is  more  frequent  in  patients  with  mul- 
tiple lobes  involved  than  in  those  who  have  a single 
lobe  involved.  It  is  most  frequent  in  patients  with 
very  low  or  very  high  leukocyte  counts.  Purulent 
complications  are  more  common  in  patients  with 
bacteremia  than  in  those  who  have  negative  blood 
cultures.  Positive  blood  cultures  may  be  obtained  in 
patients  with  pneumonia  in  all  stages  of  the  disease. 
In  untreated  cases  the  frequency  increases  as  the 
disease  progresses  toward  a fatal  outcome.  Patients 
from  whose  blood  large  numbers  of  bacteria  are 
cultivated  have  a higher  mortality  rate  than  those 
in  whom  small  numbers  are  cultured.  Occasionally, 
however,  patients  with  relatively  high  bacterial 
counts  in  the  blood  recover  even  without  treat- 
ment. Pneumococcus  bacteremia  without  an  ante- 
cedent pneumonia  occurs  in  ear,  nose,  and  throat 
infections.  It  also  occurs  in  cases  of  peritonitis, 
especially  in  those  complicating  the  nephrotic  syn- 


drome. In  some  patients  with  underlying  liver 
disease  it  may  occur  without  a demonstrable  focus.2 

The  use  of  homologous  specific  antiserums  in  ade- 
quate amounts  results  in  a marked  reduction  in 
mortality  in  baeteremie  cases  of  all  types  of  pneu- 
mococcal pneumonia  other  than  type  III.  The  bene- 
ficial effects  of  these  serums,  however,  are  less 
striking  in  the  older  age  groups.  The  administration 
of  specific  serums  causes  a rapid  sterilization  of  the 
blood,  and  bacteremia  rarely  recurs  after  adequate 
treatment.  Focal  complications  are  also  less  frequent 
following  serum  therapy. 

Since  the  introduction  of  sulfapyridine,  there  has 
been  a still  further  reduction  in  mortality  in  the 
baeteremie  cases  of  pneumococcal  pneumonia  so 


Figure  I 


that  the  mortality  in  such  cases  now  is  somewhere 
between  25  and  35  per  cent.  In  figure  1 are  shown 
the  mortality  rates  in  cases  of  pneumococcus  pneu- 
monia at  the  Boston  City  Hospital  before  and  since 
the  introduction  of  effective  sulfonamide  drugs.  It 
is  seen  that  in  all  the  cases  the  mortality  is  sharply 
reduced  by  the  use  of  serum.  This  type  of  treat- 
ment, however,  was  used  only  in  a relatively  small 
percentage  of  all  the  cases.  The  reduction  in  mor- 
tality in  the  sulfonamide  treated  cases,  on  a percent- 
age basis,  appears  only  slightly  greater  than  the 
reduction  that  was  obtained  with  serums.  It  is  to  be 
remembered,  however,  that  sulfonamide  drugs  are 
used  much  more  widely  than  serums  and,  therefore, 
the  actual  number  of  lives  saved  with  the  use  of  the 
effective  sulfanilamide  derivatives  (sulfapyridine, 
sulfathiazole,  and  sulfadiazine)  is  considerably 
greater  than  is  indicated  by  these  percentages. 


CHEMOTHERAPY  in  bacteremias-finland 


95 


In  the  bacteremic  cases  the  mortality  is  still  rela- 
tively high,  particularly  in  patients  over  50  years 
of  age,  but  it  is  less  than  half  of  the  mortality  in 
the  same  age  group  in  patients  who  receive  no 
specific  treatment.  The  question  arises  as  to  whether 
serum  is  still  useful  in  the  treatment  of  the  pneumo- 
coccal pneumonias.  Most  writers  agree  that  specific 
serum  should  still  be  used  in  cases  which  do  not 
appear  to  respond  to  chemotherapy  in  adequate 
doses.  Fortunately,  such  failures  from  chemotherapy 
are  rare.  They  do,  however,  occur.  There  is  some 
disagreement  also  as  to  how  long  one  should  wait 
after  instituting  chemotherapy  before  deciding  upon 
the  use  of  serum.  The  general  tendency  is  to  wait 
too  long.  Twenty-four  to  thirty -six  hours  of  ade- 
quate treatment  should  be  sufficient.  During  this 
time  if  no  definite  and  marked  improvement  occurs 
in  the  condition  of  the  patient,  one  should  have 
available  the  bacteriological  results  and  give  the 
specific  antiserum.  It  must  be  remembered  that 
serums  are  most  effective  when  used  eaily.  One 
should  consider  bacteremic  patients  who  are  past 
middle  age  and  appear  to  be  severely  ill  as  possible 
candidates  for  serum.  The  early  appearance  of  focal 
complications,  such  as  empyema,  may  indicate  a 
severe  infection.  Recovery  may  be  hastened  in  such 
cases  by  the  use  of  serum  in  addition  to  the  drug 
and  surgery  is  often  rendered  unnecessary.  We  have 
seen  many  patients  with  infected  pleural  effusions 
who  recovered  with  chemotherapy  without  lesoit 
to  operation,  but  in  some  of  them  the  infection  pei- 
sisted  and  bacteremia  was  still  present  for  long- 
periods  until  specific  serum  was  administered.  Occa- 
sionally the  infecting  organism  becomes  resistant  to 
sulfonamide  action  (drug-fast)  during  the  couis^ 
of  treatment.  In  such  cases,  serum  treatment  may 
still  be  effective  provided  that  its  use  is  not  delayed 
too  long.3 

In  general,  serum  has  very  little  place  in  the  tieat- 
ment  of  infants  and  children  with  pneumococcal 
pneumonias  since  they  respond  so  w ell  to  chemo- 
therapy alone.  We  have,  however,  obsei\ed  in- 
stances of  persistent  bacteremia  in  such  cases  in 
spite  of  adequate  sulfathiazole  and  sulfadiazine  treat- 
ment. In  some  of  these  cases  the  intravenous  or 
intramuscular  administration  of  the  homologous 
tvpe  antipneumococcus  rabbit  serum  resulted  in  a 
critical  drop  in  temperature,  sterilization  of  the 
blood  stream,  and  rapid  clinical  improvement. 

In  patients  with  persistent  bacteremia  following 
adequate  chemotherapy  and  after  a balance  of  anti- 


bodies has  been  established  by  the  administration  of 
serum,  one  should  suspect  the  development  of  a 
vegetative  endocarditis.  Occasionally  such  a per- 
sistent bacteremia  is  associated  with  abscesses  in  the 
lung  or  the  establishment  of  focal  infections  in  the 
pleura,  pericardium,  joints,  or  meninges. 

It  is  not  unlikely  that  the  need  for  serum  in  pneu- 
mococcal pneumonias  can  be  further  reduced  if,  in 
the  severe  cases,  intensive  treatment  with  drugs  is 
started  earlv.  Such  severe  cases  where  bacteremia  is 
suspected  will  benefit  by  initiating  treatment  with 
the  intravenous  use  of  sodium  salts  of  sulfathiazole 
or  sulfadiazine  and  by  maintaining  high  blood  levels 
for  the  first  twenty-four  to  forty-eight  hours.  It  is 
w'orth  reemphasizing  the  importance  of  obtaining  a 
blood  culture  and  sputum  typing  before  the  first 
dose  of  drug  is  given. 

Meningococcal  injections  usually  assume  an  ex- 
aggerated importance  during  war  time  and  have 
become  quite  prominent  recently.4  Meningococ- 
ccm  a without  meningitis  is  said  to  occur  both  early 
and  late  in  the  course  of  outbreaks,  but  cases  prob- 
ably occur  throughout  the  epidemics.  They  are 
now  being  encountered  in  both  military  and  civilian 
life. 

Meningococcemia  may  assume  one  of  three  forms, 
l he  acute  and  fulminating  type,5  often  referred  to 
under  the  name  of  Waterhouse-Friderichsen  syn- 
drome, is  associated  with  extensive  hemorrhages 
into  the  skin,  adrenals,  and  other  organs.  In  this 
form  “collapse”  with  low  blood  pressure  may  occur 
within  twelve  hours  of  the  onset  of  symptoms,  and 
death  may  occur  within  twenty-four  to  forty-eight 
hours.  The  syndrome  is  most  often  caused  by  the 
meningococcus,  although  the  pneumococcus,  hemo- 
lytic streptococcus,  and  staphylococcus  may  also 
cause  the  same  picture.  It  is  most  frequent  in  infants 
and  young  children  but  has  been  observed  in  army 
camps  and  we  have  noted  it  in  patients  of  all  ages. 
Lumbar  puncture  in  these  cases  is  often  negative, 
but  there  may  be  atypical  signs  even  when  menin- 
gitis is  already  present.  This  form  will  probably 
account  for  most  of  the  meningococcal  deaths  in 
the  armed  forces.  Rare  recoveries  have  been  re- 
ported. 

In  the  management  of  such  cases,  blood  should 
be  taken  as  soon  as  possible  for  culture  and  for 
determination  of  sodium  and  potassium.  Infusions 
of  large  amounts  of  physiological  saline  should  then 
be  started.  One  cubic  centimeter  of  1:1000  epine- 
phrin  per  liter  may  be  included  in  the  saline.  Oxygen 
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inhalation  for  cyanosis  and  intermittent  inhalations 
of  carbon  dioxide  may  be  necessary  to  stimulate  and 
maintain  respiration.  As  early  as  possible  sodium 
sulfadiazine  should  be  added  to  the  intravenous 
infusion  of  saline  or  may  be  given  in  saline  sub- 
cutaneously. 1 lie  initial  dose  should  be  the  same  as 
in  any  severe  infection.  Adrenal  cortical  extiact 
should  be  administered  in  repeated  doses  as  soon  as 
it  can  be  obtained.  Antimemngococcal  serum  may 
be  administered  intramuscularly  in  the  acute  phase 
while  the  blood  pressure  is  still  low,  or  may  be  given 
intravenously  later  if  evidence  of  infection  peisists. 
The  efficacy  of  treatment  cannot  be  predicted  since 
opportunities  to  observe  the  results  of  intensive 
therapy  have  been  few,  but  it  is  to  be  expected  that 
even  with  all  these  methods,  recovery  would  be 
slow. 

iVlost  commonly  meningococcemia  occurs  in  a 
mild  form  with  headaches,  fever,  repeated  chills  and 
characteristic  petechial  or  purpuric  lesions  of  the 
skin  which  occur  in  crops,  usually  following  chills, 
joint  symptoms  similar  to  those  seen  in  rheumatic 
fever  or  in  gonococcal  aithutis  aie  fiecjuent.  In 
untreated  cases  meningitis  occurs  as  a late  or  ter- 
minal event.  Spontaneous  recoveries  in  this  form  are 
frequent.  The  diagnosis  is  made  by  demonstrating 
the  organisms  in  the  blood  culture  and  this  is  best 
made  during  or  immediately  after  a chill.  During 
epidemics,  group  I organisms  are  most  frequent. 
The  meningococci  may  sometimes  be  seen  in  direct 
smears  made  with  material  obtained  from  the  pur- 
puric lesions.6 

The  response  to  intravenous  specific  antiserum  is 
usually  prompt  if  administered  before  meningitis  or 
endocarditis  intervenes.  I his  form  of  therapy,  how- 
ever, has  been  superceded  by  the  use  of  sulfona- 
mide drugs  which  likewise  result  in  rapid  cures 
when  given  in  the  usual  doses.  All  of  the  common 
sulfonamide  drugs  are  effective  but  sulfadiazine  is 
probably  the  drug  of  choice. 

Chronic  meningococcemia7  manifests  itself  in  the 
same  manner  with  chills  and  joint  symptoms,  and 
with  cyclic  fever.  Petechial,  purpuric  and  nodular 
skin  lesions  are  seen.  This  chronic  form  may  end  in 
meningitis  or  endocarditis.  The  latter  is  manifested 
by  changing  murmurs  and  evidence  of  embolic 
phenomena.  Recovery  usually  takes  place  spon- 
taneously after  an  average  of  about  three  months. 
The  mortality  is  from  10  to  25  per  cent  in  cases 
treated  symptomatically  or  with  non-specific  meas- 
ures. Recoveries  have  occurred  even  when  there 


was  good  reason  to  believe  that  endocarditis  had 
already  become  established.  Rapid  and  complete 
recoveries  have  occurred  following  the  use  of  intra- 
venous serums  at  all  stages.  There  are  not  many 
cases  recorded  since  the  sulfonamide  drugs  have 
been  used,  probably  because  cases  are  more  likely  to 
be  treated  in  the  early  phase  when  they  all  respond 
rapidly. 

Gonococcemia 8 may  simulate  meningococcemia 
very  closely  except  for  the  rarity  with  which  men- 
ingitis occurs.  There  is  usually  a history  of  venereal 
infection  and  the  patients  are  frequently  women 
who  were  recently  delivered.  There  are  often  char- 
acteristic maculopapular  skin  lesions  or  multiform 
erythemas  with  vesicular  of  pustular  centers  or  pur- 
puric lesions  similar  to  those  seen  in  meningococ- 
cemia. The  fever  is  often  cyclic  as  in  chronic  men- 
ingococcemia, and  in  about  half  the  cases  there  are 
two  daily  peaks  of  fever  during  some  phase  of  the 
disease  for  varying  lengths  of  time.  Endocarditis  is 
the  important  complication  and  tends  to  involve  the 
pulmonary  valves,  and  for  that  reason  blood  cul- 
tures may  show  no  growth.  Peripheral  emboli  may 
be  infrequent,  but  pulmonary  emboli  and  nephritis 
are  common  in  these  cases. 

Recoveries  from  gonococcemia  have  occurred: 

1 ) spontaneously  with  the  development  of  bacteri- 
cidal antibodies;  2)  after  the  injection  of  specific 
antiserum;  3)  after  the  removal  of  a focus  in  the 
pelvis;  4)  after  treatment  with  sulfonamide  drugs  in 
full  doses;  5)  after  fever  therapy  in  a hypertherm; 
6)  with  the  combination  of  sulfonamides  and  fever 
therapy.  The  mortality  when  endocarditis  has  be- 
come established  is  still  high  and,  therefore,  the 
condition  still  warrants  early  and  vigorous  treat- 
ment. I11  the  use  of  sulfonamides,  however,  one  must 
be  certain  that  there  is  no  impairment  of  renal  func- 
tion. Treatment  should  be  started  cautiously  and 
the  blood  nitrogen  and  drug  levels  followed  at 
frequent  intervals,  particularly  during  the  early  part 
of  the  treatment. 

Colon  bacillus  bacteremia 9 is  relatively  uncom- 
mon. The  portal  of  entry  is  usually  in  the  gastro- 
intestinal tract,  including  the  gall  bladder,  or  in  the 
genito-urinary  tract,  particularly  the  genital  tract 
in  females,  and  following  surgical  procedures.  The 
mortality  in  untreated  cases  was  low  in  comparison 
with  other  bacteremias,  namely,  about  30  to  35  per 
cent,  before  the  introduction  of  sulfonamide  drugs. 
In  most  of  the  patients  who  recover  spontaneously 
the  bacteremia  is  very  temporary  and  recovery  is 
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rapid.  Dramatic  recovery  often  follows  drainage 
of  the  primary  focus.  Alultiple  liver  abscesses  are 
often  found  in  fatal  cases. 

Clinically,  the  condition  manifests  itself  by  chills 
and  fever.  In  some  patients  with  gall  bladder  disease 
jaundice  may  occur  early  and  coma  supervene  and 
obscure  the  symptoms  of  the  focal  lesion.  There  is 
also  a severe  fulminating  form  of  infection  in  dia- 
betic women  with  pyelonephritis  in  which  the 
urinary  infection  is  obscured  by  the  diabetic  coma. 

The  treatment  of  choice  is  with  sulfonamide 
drugs,  but  here  again  caution  must  be  taken  in  the 
early  phase  of  treatment.  Fluids  should  be  forced 
and  the  levels  of  non-protein-nitrogen  and  of  drugs 
in  the  blood  followed  closely.  Sulfadiazine  is  the 
drug  of  choice,  but  with  severely  impaired  renal 
function,  it  may  be  necessary  to  resort  to  the  use  of 
sulfanilamide. 

Hemolytic  streptococcus  is  the  most  common 
blood  invader  encountered  in  surgical  and  pediatric 
practices.10  It  is  also  the  most  frequent  secondary 
invader  encountered  in  medical  wards.  The  greatest 
incidence  is  during  the  winter  and  spring.  The  mor- 
tality in  cases  of  streptococcal  bacteremia  before 
the  introduction  of  the  sulfonamides  was  between 
50  and  70  per  cent.  The  portal  of  entry  in  these 
cases  is  related  to  age,  as  shown  by  Keefer  and  his 
co-workers.11  Bacteremia  arising  from  the  ear,  nose, 
or  throat  is  most  frequent  in  early  life;  puerperal 
infections,  of  course,  occur  in  women  during  the 
child-bearing  age;  and  erysipelas  and  cellulitis  has  a 
peak  of  incidence  in  the  older  age  group.  Age  also 
influences  the  mortality  irrespective  of  the  focus  of 
infection.  This  is  true  regardless  of  the  source  of 
infection.  Metastatic  infections  occur  in  about  30 
per  cent  of  the  cases  and  involve  joints,  serous 
cavities,  bones,  and  subcutaneous  tissues.  Spontane- 
ous recoveries  in  cases  of  hemolytic  streptococcal 
bacteremia  occur  either  in  patients  who  have  a focal 
lesion  or  where  there  is  a transient  bacteremia  with- 
out metastasis.  In  many  cases  metastatic  foci  be- 
come established,  after  which  the  bacteremia  sub- 
sides. The  results  are  best  in  such  cases  where  the 
focus  can  be  attacked  surgically  and  drainage  carried 
out.  Death  in  cases  with  hemolytic  streptococcus 
bacteremia  occurs  where  metastatic  foci  are  inacces- 
sible and  cannot  be  drained,  or  in  debilitated  indi- 
viduals in  whom  the  lesion  spreads  and  fails  to 
localize.  In  the  medical  wards  hemolytic  strepto- 
coccal infections  are  encountered  during  the  course 
of,  or  following  recoverv  from  other  diseases  and 


infections  such  as  pneumococcus  pneumonia.12  This 
was  encountered  frequently  during  the  last  war13 
but  will  probably  be  less  frequent  now  that  most 
infections  are  treated  with  sulfonamide  drugs. 

Chemotherapy  with  sulfonamide  drugs  is  our  first 
line  of  attack  in  the  management  of  streptococcal 
infections  and  sulfadiazine  is  the  drug  of  choice.14 

D 

In  severe  cases  it  is  best  to  start  with  an  intravenous 
injection  of  sodium  sulfadiazine  and  it  is  desirable  to 
maintain  high  blood  levels,  preferably  between  13 
and  20  milligrams  per  hundred  cubic  centimeters. 
We  have  seen  cases  of  streptococcal  pneumonia  with 
bacteremia  and  infected  pleural  fluid  who  have  re- 
covered completely  without  operation.  Drainage  of 
foci  of  infection  should  be  carried  out  as  soon  as 
feasible.  Recovery  in  peritonitis  and  in  other  focal 
infections,  however,  may  occur  without  resort  to 
drainage.  In  patients  who  are  severely  toxic,  and 
particularly  where  there  is  a scarlatinaform  rash, 
the  use  of  scarlet  fever  antitoxin  may  be  a help  in 
combating  this  phase  of  the  infection.  Antibacterial 
serums  are  probably  of  no  value  because  of  the 
wide  variety  of  specific  types.  Transfusions  are  use- 
ful and  should  be  given  in  small  amounts  frequently, 
particularly  when  anemia  is  present.  The  use  of 
immune  donors  has  been  recommended  and  has  re- 
sulted in  dramatic  recoveries  in  apparently  hopeless 
cases.  This  is  a rather  laborious  and  highly  special- 
ized procedure  and  is  rarely  necessary. 

Streptococcus  viridans  may  be  a transient  invader 
without  producing  symptoms  as,  for  example,  fol- 
lowing tonsillectomy15  or  tooth  extraction.16  It  is 
the  commonest  organism  in  subacute  bacterial  endo- 
carditis. There  are  a number  of  recorded  recoveries 
of  the  latter  condition  with  the  use  of  various  sulfon- 
amide drugs.17  Heparin  has  been  recommended  as 
an  adjunct  to  sulfonamide  therapy  but  careful 
scrutiny  of  the  recorded  cases  fails  to  indicate  any 
definite  benefit  from  its  use  since  the  recovered  cases 
were  already  bacteria  free  when  the  use  of  heparin 
was  begun.  Fever  therapy  as  a means  of  enhancing 
the  activity  of  the  drug  may  be  useful  but  it  is  too 
early  yet  to  determine  its  exact  place.  Dramatic 
recoveries  from  streptococcus  viridans  bacteremia 
have  occurred  following  the  ligation  of  a patent 
ductus  arteriosus  or  after  the  eradication  of  an 
arteriovenous  aneurysm.18  It  is  probably  best  to 
treat  all  these  patients  intensively  from  the  very 
start  with  sulfonamide  drugs  and  to  maintain  high 
levels.  Here  again  particular  care  must  be  taken  to 
maintain  an  adequate  urinary  output  and  to  avoid 
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renal  complications.  It  is  probably  useless  to  con- 
tinue treatment  with  the  same  drug  for  more  than 
two  weeks  if  it  has  been  used  intensively  without 
benefit.  Osgood  has  recommended  the  use  of  neo- 
arsphenamine  in  repeated  small  doses  and  this  war- 
rants a trial  in  patients  who  do  not  respond  readily 
to  sulfonamides. 

Staphylococcus  aureus  bacteremia  is  one  of  the 
severest  types  of  infections  and  had  a case  fatality 
rate  of  about  80  per  cent  before  the  introduction  of 
chemotherapy.  In  contrast  to  the  streptococcus,  the 
occurrence  of  staphylococcus  aureus  bacteremia  is 
not  seasonal.  Here,  also,  there  is  some  correlation  of 
the  various  portals  of  entry  and  the  age  of  patients 
as  shown  in  Skinner  and  Keefer’s  analysis  of  the 
Boston  City  Hospital  cases.19  The  skin  as  a portal  is 
most  frequent  in  young  people  but  occurs  in  all 
ages.  Foci  in  the  respiratory  tract  and  osteomyelitis 
are  also  most  frequent  in  young  people,  but  cases 
originating  in  the  respiratory  tract  occur  in  middle 
and  old  age  as  well.  Recoveries  are  most  frequent 
in  the  younger  age  groups. 

Even  before  the  days  of  sulfonamide  therapy 
patients  have  recovered  in  whom  there  was  in- 
volvement of  various  foci,  including  even  meningitis 
and  cavernous  sinus  thrombosis,  but  those  in  whom 
endocarditis  occurred  were  probably  all  fatal.  Since 
the  introduction  of  chemotherapy,  the  reports  of  re- 
coveries in  patients  with  large  focal  areas  without 
drainage  have  raised  an  important  question  as  to  the 
possibility  of  treating  some  of  these  cases  with 
chemotherapy  alone.  The  protracted  course  of 
osteomyelitis  treated  surgically  is  well-known  and 
the  same  is  true  of  patients  with  staphylococcus 
pneumonia  in  which  abscesses  and  empyema  have 
been  treated  surgically.  During  the  winter  of  1940 
and  1941  we  encountered  an  unusually  large  num- 
ber of  patients  with  staphylococcal  pneumonia,  in- 
cluding some  with  bacteremia,  pulmonary  abscesses, 
and  empyema.  Most  of  these  patients  recovered 
completely  without  resort  to  operation,  and  in  those 
patients  who  came  to  surgery  the  emypema  cavity 
was  found  practically  healed.20  The  suggestion  of 
Hoyt  and  his  co-workers21  that  acute  osteomyelitis 
be  treated  by  intensive  and  prolonged  chemotherapy 
without  resort  to  operation  seems  worthy  of  careful 
consideration. 

The  treatment  of  cases  of  staphylococcus  infec- 
tion with  bacteremia  may  not  result  in  dramatic- 
recoveries  such  as  one  sees  in  pneumococcal  infec- 
tions. The  therapy  must  be  intensive  and  prolonged. 


Usually  two  to  six  weeks  of  chemotherapy  are 
necessary,  and  the  levels  during  the  first  week  or 
two  must  be  maintained,  preferably  between  15  and 
20  milligrams  per  cent  when  sulfadiazine  is  used,  or 
above  5 milligrams  per  cent  if  sulfathiazole  is  used. 
Both  these  drugs  are  effective  but  we  have  found 
it  easier  to  maintain  prolonged  and  intensive  treat- 
ment with  sulfadiazine.  It  is  frequently  necessary 
when  sulfathiazole  is  used  to  discontinue  treatment 
because  of  rashes,  fever,  or  leukopenia.  In  that  event 
one  may  change  directly  to  sulfadiazine.1 4a  Anti- 
toxic and  antibacterial  serums  have  been  recom- 
mended in  staphylococcus  infections.22  The  anti- 
toxic sera  are  useful  in  the  severe  cases  with  toxemia 
in  which  the  percentage  of  mature  leukocytes  is 
low.  Our  experience  with  the  use  of  these  serums 
is  limited.  They  are  probably  a useful  adjunct  to 
sulfonamide  therapy  in  selected  cases.23 

Friedlamiefs  bacillus  bacteremia 24  is  less  frequent 
than  any  of  those  already  discussed.  Several  types 
are  described:  1 ) a pure  septicemia  type  having  an 
acute  and  rapidly  fatal  outcome;  2)  a pyemic  type 
with  multiple  abscesses  in  many  organs;  3)  a bac- 
teremia with  symptoms  referable,  predominantly,  to 
one  organ;  4)  a bacteremia  which  is  secondary  to 
infections  with  other  organisms. 

The  portal  of  entry  may  be  in  the  middle  ear, 
the  lungs,  or  the  intestinal,  genital,  or  urinary  tracts, 
but  in  some  cases  the  portal  of  entry  cannot  be  made 
out.  The  organism  may  be  recovered  in  pure  culture 
from  the  blood  and  from  the  foci  of  suppuration. 
Type  A is  more  frequent  in  the  pulmonary  infec- 
tions and  type  B in  those  originating  in  the  intestinal 
or  genito-urinary  tract.  In  some  of  the  cases  the 
symptoms  are  predominantly  those  of  sepsis;  in 
others  the  course  may  simulate  typhoid  fever,  in- 
cluding the  leukopenia;  or  the  gastro-intestinal 
symptoms  may  be  most  prominent;  but  in  most  of 
the  cases  the  picture  is  dominated  by  the  local  lesion. 

The  drug  of  choice  in  the  treatment  of  these  cases 
is  sulfadiazine.1 4a  This  should  be  given  in  full  doses 
in  an  effort  to  maintain  high  blood  levels  for  two 
weeks  or  longer.  It  is  usually  desirable  to  begin  with 
an  intravenous  dose  of  the  sodium  salt.  Specific  sero- 
therapy may  be  used  as  an  adjunct.  Accessible  foci 
such  as  an  infected  gall  bladder  or  a prostatic  abscess 
should  be  drained  surgically. 

In  conclusion  it  may  be  said  that  the  outlook  for 
recovery  of  patients  with  bacteremia  is  much  better 
than  ever  before.25  Our  chief  reliance  is  on  chemo- 
therapy with  sulfonamide  drugs.  Specific  antiserums 
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have  a limited  field  of  usefulness  as  an  adjunct. 
Surgical  drainage  undoubtedly  plays  an  important 
role  in  the  treatment  of  focal  complications,  but 
there  is  increasing  evidence  that  certain  cases  in 
which  surgery  had  been  thought  essential  for  re- 
covery in  the  past,  may  recover  under  the  prompt, 
intensive,  and  prolonged  use  of  chemotherapy. 
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SYMPATHOBLASTOMA  IN  A NEW  BORN:  A CASE  REPORT 

Maurice  R.  Moore,  m.d.  and  George  H.  Gildersleeve,  m.d.,  Norwich 


npHis  is  the  case  of  a new  born  white  female  which 
-*•  at  birth  appeared  normal.  She  was  dead  at  19 
days  of  age  with  a bilateral  malignancy  of  the 
suprarenal  glands  and  extensive  malignancy  of  the 
liver. 

Baby  Girl  B.  was  born  on  April  20.  Because  the  first  baby 
born  to  tbe  mother  had  had  to  be  delivered  by  high  forceps 
on  account  of  a contracted  pelvis,  and  had  died  three  days 
after  birth,  due  to  an  intracranial  hemorrhage,  Baby  Girl  B. 
had  been  delivered  by  Caesarean  section.  The  birth  was  un- 
eventful and  the  condition  of  the  baby  immediately  after 
this  section  was  excellent.  She  had  a strong  cry,  good  color 
and  appeared  to  be  a well-developed,  well-nourished  infant 
weighing  7 lbs.  3 ounces. 

Physical  Findings 

Head— no  deformities.  Fontanelles  normal.  No  bulging  or 
retraction.  Ears— no  discharge.  No  external  deformities. 
Eyes— no  abnormalities.  Nose  and  mouth  and  neck— no  ab- 
normalities such  as  discharge,  swellings,  deformities,  abnor- 
mal pulsations,  glandular  enlargements,  etc.  Chest— well 
developed,  symmetrical.  Expansion  equal  and  good.  Lungs— 
clear  and  resonant  throughout.  No  rales.  Heart— not  enlarged. 
Sounds  of  good  quality  and  intensity,  no  murmurs.  Abdo- 
men-negative. 

After  three  days,  the  condition  of  the  baby  changed. 
There  was  marked  pallor  around  the  nose  and  mouth,  slight 
edema  of  the  lower  extremities  and  external  genitalia  ap- 
peared, plus  a markedly  distended  and  hard  abdomen  and 
slight  jaundice. 

On  the  following  day  the  forehead,  neck  and  scalp  seemed 
flushed,  but  the  feet  were  not  as  edematous.  By  April  26  the 
condition  of  the  baby  had  grown  increasingly  worse.  The 
abdomen  was  hard  and  distended  and  the  jaundice  was  more 
marked.  A film  of  the  abdomen  was  taken  which  showed  a 
large  soft  tissue  mass  in  the  upper  abdomen  displacing  the 
stomach  and  intestines  downward  and  to  the  left.  The  mass 
extended  lower  on  the  right  than  on  the  left.  The  kidney 
outlines  and  liver,  however,  could  not  be  delineated,  but  it 
was  felt  that  the  mass  was  probably  an  enlarged  liver.  Ex- 
amination of  blood  and  urine  showed  no  marked  abnormali- 
ties. The  white  blood  count  was  higher  than  normal  but 
within  a range  found  in  newborn  infants.  The  baby  was 
running  some  elevation  of  temperature  and  there  was  marked 
edema  of  the  vulva  and  lower  extremities.  All  food  was 
taken  well.  There  was  a moderate  discharge  from  the  eyes. 
She  had  gained  weight  since  birth. 

On  April  27  a blister  like  rash  broke  out  on  the  forehead 
and  back.  Her  color  was  still  poor  and  small  hemorrhages 
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appeared  on  the  abdomen.  The  temperature  was  normal.  A 
blood  smear  showed  no  marked  variation  in  size  and  shape 
of  red  blood  corpuscles  and  these  appeared  well  filled  with 
hemoglobin;  some  polychromataphilia;  a rare  normoblast 
and  an  occasional  eosinophilic  polymorphonuclear  leucocyte 
were  seen. 

On  April  29,  the  ninth  day  after  birth,  there  was  no  im- 
provement in  the  baby’s  condition.  Extremities  and  external 
genitalia  were  still  very  edematous.  There  seemed  to  be  a 
protrusion  in  the  lower  left  quadrant.  The  color  was  very 
poor,  the  respiratory  rate  was  still  rapid  and  vomiting  was 
frequent.  For  a week  the  baby’s  condition  did  not  change 
but  she  was  far  from  being  a healthy  infant.  Because  no 
improvement  appeared,  the  baby  was  then  transferred  from 
the  Maternity  Ward  to  the  Children’s  Ward  for  observation 
and  treatment. 

On  May  6 the  baby  seemed  very  listless  and  cried  weakly 
during  short  intervals.  The  liver  appeared  markedly  en- 
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larged.  The  formula  was  taken  well  and  the  infant  slept 
frequently.  A yellow  discharge  appeared  in  the  right  eye. 
The  color  was  gray  and  the  respirations  were  increased. 
The  temperature  was  ioi  degrees.  On  the  following  day  the 
respirations  became  more  rapid  and  rather  shallow,  and  she 
seemed  very  drowsy.  The  food  continued  to  be  taken  well. 
The  abdomen  was  getting  much  larger  and  more  distended. 
The  condition  was  the  same  the  next  day.  On  May  9 the 
child  grew  rapidly  worse.  The  respirations  were  slower  and 
shallow.  She  refused  the  formula.  There  was  considerable 
mucus  in  the  mouth.  Death  occurred  at  9:35  p.  m. 

Post  Mortem  Examination 

At  autopsy  the  body  weighed  4,000  grams.  The  abdomen 
was  markedly  distended.  There  was  post  mortem  lividity  of 
the  dependent  parts.  The  external  genitals  were  edematous. 
The  autopsy  was  limited  to  the  thorax  and  abdomen. 

On  opening  the  body  the  lungs  were  found  free  within  their 
pleural  cavities.  The  right  lung  weighed  25  grams  and  the 
left,  20  grams.  Both  lungs  showed  all  lobes  to  possess  areas 
of  bluish  discoloration  in  the  postero-inferior  aspects.  Other- 
wise the  lungs  were  pinkish  in  color  and  soft  to  touch. 
On  section  blood  stained  fluid  was  expressed  from  the 
darkened  areas  and  a small  amount  of  frothy  fluid  was  ex- 
pressed from  the  rest  of  the  lung  tissue.  The  thymus  gland 
weighed  2 grams.  Both  its  external  and  cut  surfaces  were 
grayish  in  color  and  soft  to  touch.  The  heart  weighed  15 
grams.  It  was  free  within  its  pericardial  sac.  It  showed  no 
congenital  deformities.  The  tricuspid  and  mitral  valves 
measured  approximately  1 cm.  in  diameter.  There  was  a 
moderate  sized  agonal  clot  in  the  right  auricle.  The  foramen 
ovale  and  ductus  arteriosus  were  patent.  The  liver  was  oc- 
cupying approximately  two-thirds  of  the  entire  abdominal 
space.  It  weighed  890  grams.  Its  external  surface  was  smooth 
but  mottled.  The  cut  surface  showed  moderately  firm, 
grayish  pink,  homogeneous  areas  alternating  with  areas  of 
firm  brownish  tissue.  The  gall  bladder  was  situated  within 
a deep  fossa.  The  bile  ducts  were  demonstrated  throughout 
and  showed  no  congenital  anomalies.  The  spleen  weighed  8 
grams.  Both  the  external  and  cut  surfaces  were  deep  bluish 
in  color,  firm  and  homogenous  in  appearance.  The  left  supra- 
renal gland  weighed  1 gram  and  the  right,  5 grams.  On  sec- 
tion of  the  left  gland  the  cortex  and  medulla  were  found 
well  demarcated  and  their  normal  ration  was  retained.  On 
section  of  the  right  gland  the  cortex  was  distinct,  a pale 
grayish  color  and  of  normal  depth.  The  medulla  was  rela- 
tively greatly  thickened  and  of  a dark  grayish  brown  color. 
The  kidneys  weighed  10  grams  each.  Both  showed  their 
capsule  to  strip  with  ease  and  leave  a smooth  grayish  lobu- 
lated  surface.  The  cut  surface  showed  the  cortex  and  medulla 
to  be  deeply  grayish  in  color  and  the  pelvis  clear.  The 
right  ovary  showed  a centrally  situated  cyst,  2 mm.  in  diam- 
eter, filled  with  clear  fluid.  The  remainder  of  the  abdomen, 
including  the  genitourinary  and  gastro  intestinal  tract,  was 
negative. 

Microscopic  Examination 

The  right  suprarenal  glad  showed  the  medulla  to  possess 
great  masses  of  deeply  staining  cells.  These  masses  varied 
markedly  in  size  and  assumed  the  shapes  of  columns,  sheets 
and  beautiful  rosettes.  The  individual  cells  stained  deeply, 
possessed  mitotic  figures  and  appeared  to  be  almost  entirely 
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x 100— Right  suprarenal  cortex  and  medulaa 


x 400— Section  of  medulla  of  right  suprarenal 


x 1000— Section  of  medulla  of  right  suprarenal 

composed  of  nuclear  material.  There  was  a poorly  formed 
supporting  hyaline  stroma.  The  cortex  was  infiltrated  by  the 
malignant  tissue  of  the  medulla.  T he  left  suprarenal  gland 
showed  the  same  type  of  histological  change  in  the  medulla 
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and  differed  only  in  being  less  advanced. 

The  cellular  pattern,  presence  of  mitosis  and  a distinct 
tendency  to  form  beautiful  rosettes  indicated  the  diagnosis 
of  sympathoblastoma.  The  liver  showed  an  extensive  infiltra- 
tion by  malignant  tissue  having  the  same  histological  forma- 
tion as  is  seen  in  the  medulla  of  the  suprarenal  glands. 

Conclusion 

No  attempt  will  be  made  to  describe  all  the 
opinions1  that  have  been  suggested  regarding  the 
origin  of  this  type  of  tumor.  Suffice  to  say  that 
Marchand,  in  1891,  described  a cellular  tumor  of  the 
adrenals  in  an  infant  and  interpreted  the  structure 
as  a reproduction  of  the  anlage  of  the  sympathetic 
nerve  tissue  of  that  organ.  A fuller  description  of 
the  structure  and  origin  of  sympathoblastoma  was 
furnished  by  Kuster  in  1905.  In  1933  and  1938  the 
literature  supplies  information  on  these  tumors 
which  seems  wise  to  repeat  here. 

“Sympathetic  tumors  of  the  adrenal  medulla, 
variously  designated  in  the  older  literature  as 
‘lymphosarcomas’  or  ‘neurocytomas,’  are  con- 
genital in  origin  and  malignant  in  course  except 
the  relatively  more  benign  form,  the  large-celled 
ganglioneuroma.  They  originate  from  sympa- 
thetic neural  structures  present  in  the  adrenal 
medulla,  but  may  also  develop,  although  less  com- 
monly, in  the  sympathetic  nerve  tissue  elsewhere 
in  the  body. 

“The  variety  of  undifferentiated  small-celled 
sympathetic  nerve  tumor  known  as  sympatho- 
blastoma is  confined  almost  wholly  to  infancy.  It 
is  composed  of  tumor  cells  corresponding  in 
morphology  to  the  normal  embryological  cells 
which  wander  out  early  in  fetal  life  from  the 
neural  crest  to  form  the  sympathetic  chain  and 
ganglia,  and  by  invasion  of  the  adrenal  cortex 
give  rise  to  the  medulla.  It  is  an  extremely  malig- 
nant growth,  metastasizing  by  way  of  the  lymph- 
atics and  blood  vessels  to  the  retroperitoneal 
lymph  nodes,  lungs,  liver  and  bones,  especially 
the  ribs,  sternum,  cranial  bones  and  orbits.”2 

“One  hundred  and  fifty-eight  cases  of  tumors 
with  origin  in  one  or  both  suprarenal  medullas 
were  collected  from  the  literature  and  classified 
on  the  basis  of  their  structural  differentiation.  A 
scheme  for  classification  was  adopted  for  sympa- 
thetic nerve  tumors  based  on  the  conceptions  of 
the  histogenesis  of  the  cell  types.  The  Pepper  type 
of  tumor  of  the  suprarenal  medulla  may  originate 
in  the  right,  in  the  left  or  in  both  suprarenals;  it 
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frequently  occurs  congenitally;  in  the  cases  re- 
viewed it  occurred  at  an  average  age  of  1.5  months 
when  primary  in  both  suprarenals,  of  2.25  months 
when  primary  in  the  right  and  of  1.55  months 
when  primary  in  the  left;  it  was  found  in  30  cases 
from  the  literature  and  in  one  of  the  author’s 
cases;  it  is  found  only  in  the  completely  undiffer- 
entiated class  of  tumor.  The  Hutchinson  type  of 
suprarenal  tumor  was  found  in  38  cases  from  the 
literature;  it  may  originate  in  either  suprarenal, 
but  was  not  found  when  the  tumor  was  primary 
in  both;  it  occurs  at  an  average  age  of  8.5  years 
when  primary  in  the  left  suprarenal  and  at  5.5 
years  when  primary  in  the  right  suprarenal.  Both 
Pepper  and  Hutchinson  types  originating  in  the 
right  suprarenal  occur  at  earlier  ages  than  do  those 
arising  in  the  left  suprarenal.  The  younger  the 
patient,  the  more  undifferentiated  are  the  tumor 
elements.  The  more  undifferentiated  the  tumor, 
the  greater  are  the  number  of  metastases  and  the 
greater  the  degree  of  malignancy.  Tumors  with 
atypical  metastases  occur,  as  a rule,  at  older  age 
levels  and  are  more  mature  in  structure.  Sex  does 
not  appear  to  be  a factor  in  the  incidence  of  these 
tumors.”3 

The  case  which  we  here  present  is  outstanding  in 
that  at  birth  the  patient  appeared  entirely  normal; 
the  disease  increased  rapidly  so  as  to  conclude  life 
in  19  days,  and  although  a careful  search  was  made, 
malignancy  was  found  at  three  points  only:  namely, 
the  liver,  and  the  right  and  left  suprarenal  glands. 
Matzdorff  considered  that  tumors  of  the  liver  are 
not  true  metastases  but  are  primary  from  fetal  rests. 
The  fact  that  our  case  showed  such  extensive  malig- 
nancy of  the  liver  in  comparison  with  that  of  the 
suprarenal  glands  might  argue  in  favor  of  the  theory 
of  the  systemic  origin  of  this  type  of  neoplasm. 
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PERIARTERITIS  NODOSA 
Brief  Review  and  Case  Report 

William  Finkelstein,  m.d.  and  P.  J.  Brennan,  m.d.,  IF citerlrury 


Dr.  William  Finkelstein.  Cardiologist,  St.  Mary's 
Hospital , Assistant  Physician,  Waterbury  Hospital 


'T’his  paper  is  the  result  of  a study  of  a recent  case 
A of  peri-arteritis  nodosa  whose  course  gave  a very 
complete  picture  of  this  condition.  Through  most 
of  its  history,  this  case  remained  a clinical  puzzle 
though  studied  intensively  at  two  institutions  and 
it  was  only  after  the  final  admission  to  a third  hos- 
pital that  a definite  diagnosis  was  finally  established. 
Reference  is  made  to  such  thorough  studies  based 
on  considerable  clinical  material  as  are  contained  in 
the  various  reports  by  Linn  Boyd* 1  from  Flower 
Hospital  and  Spiegel  from  the  Adount  Sinai  Hos- 
pital.2 

Before  presentation  of  the  case  report,  some  of 
the  more  important  aspects  of  this  condition  will  be 
reviewed.  Since  its  first  description  by  Kussmall  and 
Maier  in  1866  more  and  more  cases  have  been  re- 
ported. In  1921,  Manges  and  Baehr3  were  able  to 
collect  but  42  cases  with  only  5 ante-mortem  diag- 
noses; whereas  in  1938  Boyd  collected  395  cases  of 
which  about  15%  were  diagnosed  ante-mortem. 
Peri-arteritis  is  a condition  which  occurs  at  all  ages 
having  been  reported  from  3 months  to  78  years 
of  age.  For  some  unknown  reason,  it  occurs  more 
often  in  males  than  in  females.  It  carries  with  it  a 
heavy  mortality,  ranging  from  90  to  95%,  of  which 
70%  of  the  deaths  take  place  within  four  months. 
The  average  duration  is  4 to  6 months,  but  acute 
cases  have  terminated  within  days,  especially  in  the 
younger  group.7 

7 he  etiology  of  this  condition  is  obscure.  The 
earliest  pathologists  believed  it  was  luetic,  most 
likely  because  of  the  frequent  occurrence  of  aneu- 
rysm. However,  neither  the  serology,  the  pathology 
nor  the  therapeutic  response  substantiate  this  point 
of  view.  Other  observers  have  felt  that  peri-arteritis 
nodosa  is  very  closely  related  to  rheumatic  fever. 

From  the  Medical  Service,  St.  Mary's  Hospital,  Waterbury 


Dr.  P.  J.  Brennan.  Psysician  St.  Mary's  Hospital, 
Assistant  Physician,  Waterbury  Hospital 


Freedberg  and  Gross4 * *  reported  8 cases  of  which  4 i 
had  both  clinical  and  pathological  evidences  of  j 
rheumatic  fever  as  well  as  of  peri-arteritis.  This 
view  is  not  widely  held.  Attempts  have  been  made 
to  culture  organisms  from  the  nodules  but  no  con- 
stant organisms  have  ever  been  found  and  the  larq-e 
numbers  of  different  organisms  isloated  most  likely 
represent  contaminants. 

Experimentally  this  disease  which  occurs  also  in 
the  dog,  calf,  deer,  and  pig  has  been  reproduced  by 
such  diverse  processes  as  the  injection  of  toxins  and 
bilaterial  nephrectomy.  At  present  the  most  widely 
held  point  of  view  is  it  is  an  expression  of  an  allergic 
reaction  in  a person  sensitized  to  more  than  one 
agent  on  the  part  of  the  arterial  walls  of  one  or 
several  organs  in  the  course  of  some  prolonged  in- 
fectious or  septic  disease. 

I he  bizarre  clinical  picture  is  best  understood  on 

the  basis  of  the  pathologic  processes  occurring  in 

the  vascular  system.8  There  is  present  a characteris- 

tic ringlike  band  of  necrobiotic  tissue,  including 

degenerated  muscle  cells  and  fragmented  elastica  in 

the  smaller  arterial  tree.  Also  there  is  an  arteritis, 

most  marked  in  the  media  and  adventitia,  including 
peri-arterial  infiltrations.  Frequently  evidences  of 
healing  are  found,  as  indicated  by  the  invasion  of 
the  area  with  granulation  and  fibrous  tissue. 

The  vascular  lesions  are  scattered  throughout  the 
body  and  involve  almost  invariably  the  heart  and 
kidneys  and  generally  the  liver  and  gastrointestinal 
tract.  Furthermore,  within  any  organ  the  vascular 
involvement  is  very  extensive.  Surrounding  the 
nodules  formed  by  the  processes  described  above 
may  be  found  hemorrhages  or  infarcted  areas. 
Localized  weakening  of  the  vessel  walls,  especially 
on  one  side,  can  lead  to  aneurysms.  It  is  interesting- 
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to  note  that  Cohen,  Kline,  and  Young5  have  shown 
the  similarity  in  the  vascular  lesions  found  in  the 
histamine  reaction,  the  ordinary  allergic  wheal,  and 
peri-arteritis  nodosa.  Grossly  there  can  be  found 
nodules  in  the  clinical  course  or  at  least  there  are 
present  streaks  made  by  the  extensively  thickened 
vessels.  In  general,  peri-arteritis  nodosa  may  be 
described  as  a febrile  illness  resembling  a chronic 
infection  but  with  a negative  blood  culture;  with 
renal  symptoms  resembling  nephritis;  acute  abdomi- 
nal complications  as  those  of  an  enterocolitis;  and 
diffuse  polyneuritis  or  polymyositis  simulating  the 
pains  of  rheumatic  fever. 

The  more  specific  lesions  vary  directly  with  the 
organ  involved.  Asthma  is  a frequent  occurrence. 
Rackemann6  had  8 of  his  own  cases  and  found  27 
other  such  cases  in  the  literature.  Inasmuch  as  in 
many  cases  of  peri-arteritis  a high  eosinophilic  count 
is  found  (about  12%  with  the  percentage  averaging 
from  4 to  77)  many  of  these  cases  are  first  diagnosed 
as  bronchial  asthma. 

Kidney  involvement  is  very  common,  averaging 
about  80%.  All  of  Spiegel’s  cases2  presented  this 
finding.  T his  may  take  such  varying  pathological 
forms  as  a nephritis,  a perirenal  hematoma  or  a 
malignant  hypertension.  Mallory6  reports  that  the 
first  case  he  saw  of  peri-arteritis  presented  this  last 
picture. 

About  70%  of  the  hearts  showed  involvement 
pathologically.  It  is  therefore  surprising  that  only 
a few  show  clinical  symptoms  referable  to  the  heart. 

Gastrointestinal  complications  are  common,  oc- 
curring in  50%.  These  also  may  take  varying  forms. 
Some  present  subjective  symptoms  with  no  patho- 
logic findings.  In  others,  ulcerations  of  the  intestines 
following  arterial  necrosis  and  occlusion  have  often 
produced  a diarrhea  simulating  ulcerative  colitis. 
Occasionally  there  even  occur  the  more  dramatic 
features  of  peritonitis  due  to  intestinal  perforation. 
Hemorrhagic  pancreatitis  may  occur.  I hree  cases 
of  appendicitis  have  been  reported  due  to  the  in- 
volvement of  the  appendiceal  arteries.  1 he  branches 
of  the  celiac  axis  are  often  involved  producing 
exquisite  pain.  The  liver  is  involved  in  65%  with 
jaundice  or  pain  resulting  therefrom. 

The  muscles  are  affected  in  30%  of  the  cases. 
However,  while  the  muscle  lesions  should  be  easily 
accessible  to  biopsy,  yet  this  diagnostic  procedure 
often  reveals  only  a non-specific  focal  myositis. 

The  peripheral  nerves  are  involved  in  20%  which 
Wechsler  and  Bender  describe  as  “mononeuritis 


multiplex”:  i.e.,  an  asymmetrical  neuritis,  with  the 
nerves  affected  individually  at  different  times.  Less 
commonly  met  with  is  involvement  of  the  central 
nervous  system  (about  8%).  A majority  of  these 
lesions  are  the  result  of  arteritis  of  the  cerebral  or 
cord  vessels  but  when  there  is  renal  involvement  the 
picture  may  be  that  of  hypertensive  encepholopathy. 

A common  site  of  involvement  is  the  skin  (15%). 
Various  types  of  eruptions  are  found  including 
papulo-vesicular  lesions  over  the  bony  prominences. 
Erythema  occurs.  Petechiae  have  been  found  and 
purpura  is  not  uncommon. 

CASE  REPORT 

G.  M.  Aged  27. 

First  admission  to  Torrington  Elospital  on  April  11,  1940. 
C.C.  generalized  aches  and  pains.  Personal  History— a 27 
year  old,  single  painter. 

F.  H.  F has  diabetes.  M.  d.  at  42  of  shock.  3 siblings  1 and 
w;  1 s.  has  hypertension,  a kidney  stone  and  curved  finger- 
nails. 

P.  H.  Mastoid  operation  at  16;  also  at  this  time  drainage 
of  metastatic  abscess  of  rt.  thigh . Measles.  Chickenpox. 
Mumps.  Pertussis.  Scarlet.  T.  and  A.  at  25. 

Syst.  Hist.  Constipation  and  gas  for  years.  Occ.  nocturia. 
Occ.  pains  in  arms  and  legs  with  numbness  and  weakness  of 
left  arm.  (2  urine  examinations  neg.  for  lead.) 

P.  I.  Weakness  of  6 mos.  duration.  Pains  in  arms,  legs,  and 
chest.  Slight  swelling  of  ankles;  backaches;  loss  of  9 lbs. 

P.  E.  (Positive  findings)  B.P.  170/115.  Injections  of  throat. 
Soft  apical  systolic  murmur.  Muscle  tenderness  in  all  four 
extremities.  Bluish  mottling  of  skin.  Low-grade  fever.  Urine 
showed  trace  of  albumin  on  three  occasions,  with  numerous 
hyaline  casts.  Specific  gravity  1012,  1021,  and  1023.  N.P.N. 
41  mg.  P.S.P.  42.5%.  Hb.— 80.  R.B.C.— 4.5  million;  W.B.C.— 
10,600  with  74%  polys,  25%  lymphos,  1%  eos.  Kahn.  neg. 

Pt.  was  discharged  April  25,  1940  with  normal  temperature 

Second  admission  to  New  Haven  Hospital  on  October  2, 
1941  again  with  chief  complaint  of  pains  in  the  chest  and 
abdomen.  Vascular  changes  noted  in  the  eyegrounds  with 
hemorrhages  and  exudates.  N.P.N.  50.  Diastolic  pressure  of 
130.  Liver  and  spleen  palpable.  Generalized  glandular  en- 
largement. Apical  systolic  murmur.  Curvature  of  nails.  Low- 
grade  fever.  Constant  albuminuria  with  occ.  R.B.C.  and 
W.B.C.  as  well  as  casts.  Aduscle  biopsy  revealed  only  a few 
minute  foci  of  chronic  interstitial  myositis.  Patient  improved 
on  symptomatic  treatment  and  was  discharged  October  18, 
1941  with  diagnosis  of  chronic  glomerulo-nephritis;  hyper- 
tensive cardiovascular  disease;  myositis,  cause  unknown. 

Third  and  final  admission  to  St.  .Mary’s  Hospital,  Water- 
bury,  December  4,  1941.  C.C.  now  abdominal  pain  of  14 
days,  colicky  in  nature  and  increasing  in  severity.  Nocturia 
4 to  5 times  lately.  Six  months  ago  had  “rheumatic  fever” 
with  swelling  of  ankles  and  vague  joint  pains. 

P.  E.  (Positive  findings)  External  ears  swollen,  red  and 
painful.  Generalized  glandular  enlargement.  A few  rales  in 
upper  left  lung  field.  Heart  enlarged  to  percussion;  sounds 
distant.  B.P.  180/130.  Marked  abdominal  tenderness. 
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Flat  plate  of  abdomen  negative  for  calculi;  large  bowel 
distended  with  gas.  Gallbladder  failed  to  fill.  G.  I.  series 
showed  irregular  spasm  of  duodenum  and  large  bowel  stasis. 
Slight  hypertrophy  of  the  heart;  uniform  dilatation  of  aorta. 
Pyelogram  showed  large  amount  of  gas  with  possibility  of 
ileus. 

Moderate  anemia  with  Hb.  76%  and  R.B.C.  3.9  nil.  W.B.C. 
on  December  6 was  10,300  with  70 % polys  and  4%  eos.  On 
December  8,  W.B.C.  17,000  with  5%  eos.  Urine  repeatedly 
showed  heavy  trace  of  albumin,  casts,  R.B.C.  and  W.B.C. 
N.P.N.  on  admission  was  33,  increasing  to  44,  55  and  reaching 
92  terminally.  Ser.  Prot.  5.8%  with  4.1%  albumin  and  1.7% 
globulin.  Creatinine  3.3  and  4.3  mg.  Sugar  91  and  111  mg. 
Spinal  fluid  normal. 

Clinical  course  one  of  steady  deterioration.  Increasing 
muscular  pain.  Increasing  debility  not  improved  by  trans- 
fusion. Three  weeks  after  admission  B.P.  rose  to  230/150.  At 
this  time  oliguria  appeared  with  edema  of  lower  extremities 
plus  right  hydrothorax.  Six  weeks  after  admission  and  3 days 
before  exit,  distention  of  entire  abdomen  with  tympanes  and 
also  engorgement  of  the  superficial  veins  pointing  to  a diffuse 
peritonitis  secondary  to  a ruptured  viscus  were  observed. 
Fever  previously  of  low  grade  increased  and  patient  expired 
January  20,  1942. 

Post-mortem  examination  (Dr.  J.  O.  Collins)— positive 
findings: 

Extremely  emaciated  body.  No  subcutaneous  nodules. 
Abdomen  was  filled  with  cloudy  yellow  fibrinous  fluid  (4 
qts.) . Myocardium  had  a turbid  cooked  appearance.  Mitral 
leaflets  thickened,  distorted,  and  partially  calcified.  Also  a 
number  of  soft  friable  vegetations  were  found  on  the  auricu- 
lar surface  near  the  edge  of  the  leaflets.  Lungs  edamatous 
and  studded  with  tiny  peticheal  hemorrhages.  Small  abscess 
(4  cm.  in  diameter)  near  middle  of  right  lobe  of  liver  filled 
with  thick,  pinkish,  mushy  material  suggesting  necrosis  from 
the  vascular  impairment,  rather  than  suppuration.  Also  5 
scattered  nodules  in  liver  due  to  thrombosis  of  hepatic  ves- 
sels. Thrombosis  of  artery  of  gallbladder. 

From  duodenum  to  ileo-cecal  valve  deep  ragged  ulcera- 
tions with  muddy  grayish  colored  floors  and  thick  margins. 
Two  ulcerated  areas  in  last  two  loops  of  ileum  had  perfor- 
ated, producing  diffuse  peritonitis.  Throughout  mesentery 
more  nodules  associated  with  branches  of  mesenteric  arteries 
were  found. 

Kidneys  contracted  and  pale  with  adherent  capsules. 
Narrowed  cortices.  Spleen  4 times  normal  size. 

Microscopic  examination  showed  widespread  necrosis  in- 


volving chiefly  the  media  but  often  all  layers  of  the  vessels. 
I here  was  marked  adventitial  fibrosis  with  patchy  areas  of 
round  cells  and  polynuclear  leucocytic  infiltration.  Most  of 
the  involved  vessels  were  thrombosed  and  in  many  instances 
the  thrombus  had  been  organized  and  recanalized.  Middle- 
sized  arteries  were  more  frequently  involved  than  small 
vessels.  Involvement  of  veins  was  slight.  Sections  of  small 
intestine  showed  extensive  involvement  of  the  small  arteries 
in  the  intestinal  wall  with  thrombosis  but  without  marked 
inflammatory  changes.  Where  ulceration  had  occurred  the 
entire  intestinal  wall  with  all  of  its  structures  showed  necrosis 
and  leucocytic  infiltration.  The  picture  was  that  of  intestinal 
necrosis  with  vascular  occlusion. 

Diagnoses: 

Peri-arteritis  nodosa.  Vascular  nephritis.  Rheumatic  valvu- 
litis with  terminal  endocarditis.  Adhesive  pericarditis.  Edema 
and  multiple  petechial  hemorrhages  of  the  lung.  Multiple 
ulcerations  of  the  small  intestine  with  perforation.  Ffepatic 
abscess.  Diffuse  peritonitis. 

In  retrospect,  this  represents  the  clinical  history 
of  a patient  with  most  of  the  classical  findings  of 
peri-arteritis  nodosa.  A young  male  for  many  years 
complained  of  vague  and  diffuse  muscular  pains,  at 
times  simulating  rheumatic  fever.  There  was  gradu- 
ally increasing  renal  damage  with  urinary  changes 
and  hypertension  which  finally  entered  the  malig- 
nant phase.  A low-grade  fever  was  present.  A mild 
eosinophilia  was  observed.  Increasing  debility  was 
finally  brought  to  an  end  by  a diffuse  peritonitis 
secondary  to  intestinal  apoplexy.  Not  until  the  final 
admission  was  the  disease  recognized  and  it  was  then 
confirmed  by  autopsy  which  also  revealed  the  pres- 
ence of  co-existing  rheumatic  endocarditis. 
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The  Annual  Meeting 

The  announcement  by  the  Council  that  plans 
are  going  forward  for  the  annual  meeting,  to  be 
held  in  New  Haven  on  May  26  and  27,  should  be 
welcomed  by  all  members  of  the  Society.  While  it 
is  true  that  many  so-called  national  medical  meet- 
ings have  been  cancelled  because  of  transportation 
problems,  the  short  distances  in  our  State  do  not 
present  this  difficulty  except  in  a minor  degree. 
The  necessity  for  medical  meetings  of  this  kind 
seems  definite,  for  these  are  strange  and  unusual 
times  in  which  day  to  day  events  are  influencing 
every  human  endeavor.  No  social  group  is  being 
more  afFeeted  by  present  circumstance  than  those  en- 
gaged in  medical  practice.  This  being  so,  any  atti- 
tude of  isolationism  on  the  part  of  members  of  our 
profession  is  a thoughtless  and  dangerous  position. 
It  is  certain  that  not  only  at  the  State  meeting  but 
at  each  county  meeting  affairs  will  be  discussed 
which  may  profoundly  affect  the  life  of  every  prac- 
tising physician  in  Connecticut.  It  is  not  too  early, 
therefore,  to  be  thinking  of  these  things  and  to 


resolve  to  make  every  effort  to  attend  the  County 
and  State  meetings,  in  April  and  May. 

The  Spa  In  America 

The  use  of  mineral  springs  for  medical  purposes 
in  America  is  a chapter  in  our  annals  which  is  not 
only  of  historical  interest  but  one  which  seems 
destined  to  record  a new  development.  There  is 
good  reason  to  believe  that  with  the  development  of 
scientific  knowledge  of  this  medical  regime  which 
for  2,000  years  has  flourished  in  Europe  our  own 
spas  may  become  important  for  us.  Dr.  Henry  Siger- 
ist 1 in  an  interesting  essay  on  American  Spas  in 
Historical  Perspective  has  shown  how  important 
were  these  therapeutic  agencies  during  the  1 8th  and 
19th  centuries,  and  offers  some  pertinent  reasons  for 
their  decline  in  our  own  time.  One  of  these  is  found 
in  the  fact  that  most  of  our  more  notable  resorts 
became  famous  more  for  entertainment,  such  as 
horse  racing  and  gambling,  than  thev  did  for  cura- 

1.  Bulletin  of  the  History  of  Medicine,  February  1942. 
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tive  waters.  Because  of  this  development,  these 
glamour  spots  sooner  or  later  had  to  compete  with 
similar  resorts  which  although  lacking  waters  were 
more  accessible  and  more  entertaining.  The  lush 
state  which  one  of  our  celebrated  spas  engendered 
may  be  viewed  in  fine  perspective  in  Miss  Ferber’s 
novel  “Saratoga  Trunk.” 

One  reason  for  the  popularity  of  the  European 
spa  has  been  that  many  of  these  establishments  are 
state  owned  and  are,  therefore,  accessible  to  the 
great  mass  of  the  people.  In  our  country  treatment 
at  a spa  seems  to  have  been  developed  primarily  for 
those  in  the  high  income  groups,  but  even  these 
people  when  possible  liked  to  take  their  spa  treat- 
ment at  some  highly  developed  European  resort. 
Oskar  Baudisch,  Research  Director  at  the  Saratoga 
Spring  Foundation,  estimates  that  in  1930  100,000 
Americans  took  treatment  at  European  spas,  spend- 
ing there  100  million  dollars. 

In  the  opinion  of  Sigerist  the  scientific  attitude 
toward  spa  treatment  is  to  use  natural  curative 
forces  on  a basis  of  the  rich  clinical  experience 
already  available  today  and  to  promote  energetically 
laboratory  and  clinical  research.  The  most  extensive 
and  recent  development  of  this  kind  has  come 
through  the  establishment  by  the  State  of  New 
York  at  Saratoga  Springs  of  the  first  research  insti- 
tute of  its  kind  on  this  continent.  In  this  project 
the  state  has  spent  about  10  million  dollars.  This 
enterprise  promises  to  be  the  beginning  of  a new 
health  resort  movement  on  a more  scientific  basis. 
In  1938  the  American  Medical  Association  ap- 
pointed a Committee  on  American  Elealth  Resorts 
which  will  report  on  approved  establishments  and 
prepare  a series  of  papers  on  the  subject.  At  Saratoga 
Spa  the  research  division  has  been  particularly  inter- 
ested in  enzyme  like  action  or  catalytic  action  of  the 
waters  and  the  effects  which  emphasize  the  signifi- 
cance of  the  so-called  trace  metals.  These  elements 
are  studied  by  radioactive  and  isotopic  means  and  are 
said  to  partake  of  the  nature  of  “inorganic  vitamins.” 
A recent  editorial2  in  commenting  on  this  develop- 
ment states,  “It  would  seem  beyond  doubt  that  this 
work  will  elevate  natural  mineral  water  research  to 
the  same  level  as  vitamin  and  hormone  investiga- 
tion.” 

Perhaps  Connecticut  physicians  will  take  added 
interest  in  this  newer  health  resort  development, 
recalling  that  our  own  history  of  the  spa  treatment 

2.  ARdical  Times,  November  1942. 


of  disease  is  not  insignificant.  As  early  as  1719  the 
Indians  made  the  settlers  at  Stafford  acquainted  with 
the  virtue  of  the  springs,  which  later  became  a cele- 
brated health  resort.  This  is  also  an  opportunity  to 
recall  that  in  1766  to  the  town  Of  Stafford  came  a 
young  physician  of  Boston,  Joseph  Warren,  who, 
having  heard  of  the  medicinal  properties  of  the 
waters,  purchased  two  tracts  of  land  and  later  made 
plans  for  the  building  of  a sanatorium.  A hero’s 
death  at  Bunker  Hill  prevented  the  fulfillment  of  a 
career  and  an  enterprise  which  might  have  been 
significant  in  our  State. 

Ehrough  the  newer  scientific  knowledge  of  the 
therapeutics  of  mineral  waters  it  may  be  contem- 
plated that  health  resorts  in  America  in  the  future 
may  play  an  important  part  in  the  treatment  of 
disease.  One  fact  is  impressive,  for  twenty  centuries, 
in  spite  of  changing  medical  theories  to  explain  the 
effect  of  medicinal  waters,  countless  thousands  of 
patients  have  found  relief  in  their  use. 

The  Army-Navy  Plan:  Its  Effect  On  the 
Supply  of  Medical  Students 

On  December  17,  1942  the  Secretaries  of  War  and 
of  the  Navy  issued  a joint  statement  setting  forth 
the  plan  of  each  of  these  two  major  branches  of  the 
armed  forces  for  the  training  of  men  in  our  colleges. 
After  the  draft  age  was  lowered  to  eighteen  a fore- 
cast  of  such  a plan  was  outlined  in  the  editorial 
columns  of  this  Journal  (Vol.  VI,  No.  12,  Decem- 
ber 1942).  It  was  then  predicted  that  a study  of  the 
libera]  arts  was  out  for  the  duration  of  the  war,  not 
from  any  choice  on  the  part  of  the  colleges,  but 
because  of  the  accelerated  program  forced  upon 
them  by  the  emergency  and  the  necessity  of  pre- 
paring men  for  the  technical  training  required  by 
the  war  effort.  1 his  has  created  in  the  minds  of 
many,  including  our  First  Lady,  the  idea  that  no 
student  at  this  time  should  indulge  in  any  but  tech- 
nical training.  Dorothy  Thompson  so  aptly  reminds 
us,  however,  that  there  will  be  many  jobs  after  the 
war  requiring  much  more  than  a technical  training 
and  that  a study  of  the  humanities  will  always  yield 
its  dividends,  even  in  the  midst  of  war.  It' was 
President  Seymour  of  Yale  who,  writing  in  The 
New  York  Times , said  that  “it  is  not  enough  to 
decide  to  maintain  liberal  arts  courses  throughout 
the  war  (as  both  Yale  and  Darmouth  have  done), 
but  beyond  that  our  universities  must  find 
new  ways  to  make  the  wisdom  of  learning,  and  a 
knowledge  of  the  arts  as  well  as  the  sciences,  func- 


tional  and  living  in  our  time.  To  find  a way  of  work, 
not  only  a wav  of  faith,  is  the  responsibility  of  the 
defenders  of  the  tradition  of  the  liberal  arts  in  the 
United  States. ” There  are  many  physicians  today 
(cf.  letter  entitled  “Premedical  Education”  by  H. 
A.  Reimann,  m.d.,  Professor  of  Medicine,  Jefferson 
Medical  College,  /.  A.  M.  A.,  Dec.  19,  1942)  who 
are  growing  myopic  and  fail  to  realize  that  a good 
physician  may  become  a better  physician  with  a 
background  of  a liberal  arts  college  education. 

The  Army-Navy  plan  has  scrapped  all  this  for 
the  time  being,  the  Army  in  one  way,  the  Navy  in 
another  less  upsetting  to  the  premedical  student.  The 
bona  fide  premedical  student  in  the  Army  Enlisted 
Reserve  Corps  or  those  inducted  before  June  30, 
1943,  taking  approved  courses,  will  continue  or  be 
returned  in  an  inactive  status  until  the  end  of  the 
next  academic  semester,  and  will  then  be  called  to 
active  duty.  Those  selected  for  further  medical  or 
premedical  training  will  be  detailed  for  such  in- 
struction under  the  Army  specialized  training  pro- 
gram. This  program  will  involve  returning  the  pre- 
medical student  to  some  college  with  which  the 
Army  has  entered  into  a contract;  it  may  not  be  the 
college  of  the  student’s  previous  residence  or  of  his 
choice. 

The  Navy  Plan,  on  the  other  hand,  will  permit 
students  whose  plans  for  medical  training  have  been 
approved  by  the  Navy  Department  to  continue  on 
active  duty  as  apprentice  seamen  under  instruction 
in  accelerated  curricula  in  approved  schools  and 
colleges  until  completion  of  their  professional 
studies.  Consideration  under  this  plan  will  be  given 
to  the  student’s  choice  of  the  institution  to  which 
he  will  be  assigned  for  the  completion  of  his  college 
course. 

Thus  by  the  summer  of  1943  all  premedical  stu- 
dents, whether  in  the  Army  or  the  Navy,  will  be  in 
uniform  under  pay  and  educated  at  the  expense  of 
the  Federal  Government.  The  students  in  medical 
schools  will  continue  to  be  permitted  to  complete 
their  course  under  the  accelerated  program,  and  in 
addition  one  year  of  internship,  before  being  called 
to  active  duty  in  the  Army  or  the  Navy. 

Much  of  the  criticism  aimed  at  the  Army  plan  is 
not  germain  to  the  problem  of  the  premedical  stu- 
dent. There  is,  however,  as  President  Compton  of 
Massachusetts  Institute  of  Technology  has  pointed 
out,  a loss  of  time  involved  in  removing  the  medical 
student  from  college  for  his  thirteen  weeks  basic 
army  training  and  then  returning  him  to  continue 


his  courses  required  for  medical  school.  The  Navy 
plan,  on  the  other  hand,  “utilizes  all  the  existing 
and  far  reaching  resources  by  which  students  are 
already  selected,  graded  and  located  in  appropriate 
educational  environments.” 

The  Intelligent  Gynecological  Examination 

In  other  pages  we  present  to  our  readers  a paper 
by  Dr.  George  Gray  Ward  which  was  given  at  the 
recent  Clinical  Congress.  To  his  subject  Dr.  Ward 
brings  the  lifetime  experience  of  one  of  the  leaders 
in  gynecology  of  our  time.  Although  he  writes  from 
the  viewpoint  of  the  specialist  there  are  no  pro- 
cedures which  he  recommends  that  cannot  be  prop- 
erly employed  by  those  whose  experience  is  less 
extensive.  To  all  physicians  who  perform  gyneco- 
logical examinations  this  comprehensive  and  skill- 
fully presented  subject  will  be  welcomed  as  the 
words  of  a real  and  distinguished  authority. 

Why  Improve  Our  Elousing? 

The  war  has  brought  to  the  forefront  many  prob- 
lems, some  entirely  new,  others  old  but  necessi- 
tating special  attention  because  of  the  sudden  magni- 
tude they  have  attained.  Investigations  and  surveys 
have  been  called  for  and  completed.  Among  the 
latter  made  public  this  year  the  report  of  the  Com- 
mittee on  the  Hygiene  of  Housing  of  the  American 
Public  Health  Association  is  outstanding.  Connecti- 
cut provided  field  personnel  from  three  of  its  larger 
cities  to  complete  test  surveys  for  this  Committee. 
The  State  Department  of  Health  also  contributed 
the  field  services  of  its  housing  engineer  as  well  as 
funds  for  the  analysis  of  certain  field  data. 

For  many  years  improvements  in  housing  have 
depended  on  the  enforcement  of  the  restrictive 
powers  exercised  by  health  or  building  departments 
and  on  the  development  of  constructive  measures 
such  as  government  subsidy  for  new  housing  facil- 
ities. The  sudden  influx  of  industrial  workers  into 
cities  already  densely  populated  or  into  areas  en- 
tirely unpopulated  has  necessitated  action  on  the 
part  of  local  authorities  to  prevent  a breakdown  in 
health  measures.  Regulatory  measures  have  of  neces- 
sity been  strengthened  and  the  entire  program  of 
rehabilitation  of  neighborhoods  and  even  of  com- 
munities has  attracted  the  attention  of  health  and 
welfare  agencies  as  well  as  of  the  individual  tax- 
payer. It  has  been  discovered  that  the  health  depart- 
ment, the  building  department,  the  fire  department, 
as  well  as  the  new  housing  authority  and  planning 
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commission  of  a given  community  all  have  inter- 
dependent responsibilities  and  are  obliged  to  work 
together  if  satisfactory  results  are  to  be  attained. 

Proper  housing  already  bids  fair  to  become  one 
of  the  important  factors  in  post  war  reconstruction. 
This  means  not  alone  an  adequate  number  of  homes 
for  the  population,  but  also  the  facilities  provided 
within  these  dwellings  to  make  them  liveable.  Else- 
where in  this  issue  of  the  Journal  Mr.  Eugene  L. 
Lehr,  housing  engineer  of  the  State  Department  of 
Health,  briefly  emphasizes  what  comprises  good 
housing  from  a health  standpoint.  We  have  already 
had  experiences  within  this  state  with  temporary 
quarters  housing  large  numbers  of  defense  workers 
and  their  attendant  problems  of  water  supply,  sew- 
age disposal,  etc.  As  part  of  an  enlightened  post  war 
economy  we  must  plan  now  for  such  large  scale 
urban  reconstruction  projects  as  will  be  necessary 
and  beneficial.  In  this  planning  the  health  problems 
of  the  entire  community  must  be  carefully  con- 
sidered. 

The  Importance  of  Occupational  Therapy 

Occupational  Therapy  has  earned  for  itself  a 
definite  place  in  modern  hospital  treatment.  It  is 
much  more  than  a program  of  pleasant  diversion, 
such  as  the  making  of  baskets  or  weaving  of  rugs. 
In  the  field  of  neuro-muscular  disturbances,  Occu- 
pational Therapy  has  much  to  ofifer  in  reestablish- 
ing muscular  control,  and  this  program  supple- 
ments baking,  massage  and  other  remedial  measures 
which  we  have  come  to  classify  under  the  head  of 
Physiotherapy. 

Automobile  accidents  and  trauma  arising  from 
the  hazards  of  industry  have  furnished  the  occupa- 
tional therapist  with  many  of  the  most  hopeful 
situations  for  the  employment  of  her  skill.  It  is 
evident  that  these  opportunities  will  be  multiplied 
as  the  wounded  soldiers  and  sailors  return  from  the 
battle  fronts.  These  men  must  be  provided  with  the 
best  that  modern  treatment  has  to  offer  and  occu- 
pational therapy  should  be  one  of  the  important 
developments  in  the  medical  departments  of  the 
Armed  Forces.  England  has  done  much  in  this  field. 
Our  wounded  service  men  should  not  depend  upon 
local  initiative  or  private  charity. 

Toward  the  end  of  the  last  Congressional  session, 
the  so-called  Army  Nurse  Bill— HR  7633— was 
passed.  In  this  bill  there  is  provision  for  female 
dietitians  and  female  physiotherapists,  but  there  is 
no  provision  except  indirectly  for  occupational 


therapists.  One  paragraph,  alone,  in  the  bill  author- 
izes the  President  “to  provide  for  the  appointment 
or  enrollment  in  the  Medical  Department  of  the 
Army  of  technical  and  professional,  female  per- 
sonnel in  categories  required  for  duty  outside  the 
continental  United  States.” 

Occupational  therapy  is  needed  for  the  recon- 
struction of  injured  service  men  here  at  home  and 
not  “outside  the  continental  United  States.”  Occu- 
pational therapists  should  be  accorded  a standing  in 
the  Armed  Forces  equal  in  rank  and  dignity  to  that 
which  is  accorded  dietitians  and  physiotherapists. 
Except  as  the  situation  is  changed  by  HR  7633,  they 
can  be  employed  only  as  civilians.  The  American 
Medical  Association  through  its  Council  on  Medi- 
cal Education  and  Hospitals  standardized  the  cur- 
ricula of  Occupational  Therapy  Schools  and  saw  to 
it  that  these  women  on  graduation  are  turned  out 
with  a high  degree  of  technical  medical  education. 
It  would  seem  only  proper,  therefore,  that  the 
organized  medical  profession  should  exert  its  influ- 
ence to  see  that  these  specially  trained  technicians 
are  accorded  a status  in  the  Armed  Forces  appropri- 
ate to  their  potentialities  for  service.  We  are  advised 
that  this  question  is  being  given  serious  considera- 
tion by  the  Council  on  Medical  Education  and  Hos- 
pitals and  also  by  the  Board  of  Trustees  of  the 
American  Medical  Association.  It  is  obvious  that  no 
effective  action  can  be  taken  by  the  American 
Medical  Association  until  it  is  definitely  determined 
whether  occupational  therapy  is  a function  of  the 
Armed  Forces  or  of  the  Veterans’  Bureau. 

A Compliment  Acknowledged 

Medical  Amials  of  the  District  of  Columbia  pays 
the  Connecticut  State  Medical  Journal  the  highest 
compliment  when  it  calls  attention  to  Professor 
Bakke’s  article  in  the  October  issue,  entitled  “The 
Debate  on  Socialized  Medicine— A Layman’s  View,” 
as  an  example  of  the  significant  fact  that  medical 
journals  publish  views  contrary  to  those  of  the 
organizations  or  institutions  which  they  represent. 
Medical  Annals  quotes  extensively  from  the  edi- 
torial on  the  subject  as  well  as  from  the  article  it- 
self. In  conclusion  the  author  writes:  “Whether  or 
not  medical  men  agree  with  Professor  Bakke’s  con- 
clusions, it  must  be  admitted  that  the  trends  to 
which  he  refers  are  apparent  to  every  thinking 
physician.  If  the  medical  profession  is  to  retain  its 
independent  status,  this  is  the  time  for  medical  lead- 
ership to  assert  itself.” 
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A Statement  to  the  People  of  Connecticut 

Inserted  in  the  pages  of  this  issue  will  be  found 
a statement  prepared  by  the  Council  which  it  is 
hoped  will  aid  in  maintaining  a spirit  of  cooperation 
and  understanding  on  the  part  of  the  public.  It  is 
suggested  that  this  notice  may  be  displayed  in  a 
suitable  way  in  doctors’  offices  and  waiting  rooms. 
Additional  copies,  if  wanted,  may  be  secured  from 
the  Secretary. 

Alien  Physicians 

The  following  statement  by  the  directing  board 
of  the  Procurement  and  Assignment  Service  has  just 
been  sent  to  state  chairmen  for  physicians: 

“The  Army  and  the  Navy  are  not  in  a position  to 
accept  enemy  alien  physicians  as  commissioned 
officers  because  of  the  citizenship  law.  Also  many 
of  these  physicians  do  not  meet  other  requirements 
such  as  license  to  practice,  internship  or  other  pro- 
fessional qualifications.  It  therefore  seems  inadvis- 
able to  recommend  that  these  aliens  go  into  the 
Army  as  privates  with  the  expectation  of  receiving 
citizenship  at  the  end  of  three  months,  for  many 
may  not  receive  it  for  some  reason,  and  they  may 
not  be  acceptable  to  the  Medical  Corps  even  though 
they  are  given  citizenship.  Since  there  are  many 
places  in  which  these  men  can  be  of  service  in 
civilian  life,  it  is  recommended  that  efforts  be  made 
to  place  those  who  are  not  acceptable  for  service 
with  the  Army  or  the  Navy  as  temporary  employees 


in  hospital  positions,  in  critical  areas  where  more 
physicians  are  needed,  in  special  positions  in  medi- 
cal schools,  and  in  public  health  agencies  and  so  on. 
In  such  positions  they  may  be  rated  as  essential  and 
may  thus  be  used  in  their  professional  capacity. 
Until  definite  rulings  are  made  concerning  the  ad- 
mission of  this  group  into  the  military  services,  these 
general  policies  should  be  followed.” 

Professor  Schneider  Honored  for  Research 
in  Medicine  and  Aviation 

The  Institute  of  the  Aeronautical  Sciences  an- 
nounces that  Dr.  Edward  C.  Schneider  of  Wesleyan 
University  will  be  the  recipient  of  the  John  Jeffries 
Award  for  1942.  Named  for  Dr.  John  Jeffries,  a 
Boston  physician  who  was  the  first  American  to 
make  scientific  observations  from  the  air,  this  re- 
ward is  given  annually  “for  outstanding  contribu- 
tions to  the  advancement  of  aeronautics  through 
medical  research.”  Dr.  Schneider  developed  the 
Physical  Fitness  Index  for  testing  pilots  during 
World  War  I and  it  has  been  used  by  the  Army  and 
Navy  since  that  time.  During  the  recent  Sesquicen- 
tennial  Celebration  of  The  Connecticut  State  Medi- 
cal  Society  Dr.  Schneider  was  the  sponsor  of  a most 
interesting  historical  Exhibit  of  Aviation  and  Medi- 
cine. The  physicians  of  Connecticut  offer  their 
sincere  congratulations  to  Dr.  Schneider  for  this 
timely  recognition  of  his  important  contributions  to 
medical  science. 


IMPORTANT  NOTICE  CONCERNING  THE  MOVEMENT  OF  PHYSICIANS’ 

CARS  DURING  BLACKOUT 


The  special  committee  from  the  Society  that  has 
been  conferring  with  members  of  the  executive  staff 
of  the  State  Defense  Council  relative  to  the  neces- 
sary movement  of  physicians’  cars  during  blackout 
states  that  in  the  interests  of  minimizing  the  number 
of  vehicles  entitled  to  move  during  air  raid  or  black- 
out the  State  Defense  Council  has  determined  a 
definite  policy  in  regard  to  issuing  official  labels  of 
identification  to  doctors. 

Any  practicing  physician  who  considers  it  neces- 
sary that  he  have  official  permission  to  travel  during 
air  raids  or  blackouts  may  apply  to  the  Chairman 
of  the  Local  Defense  Council  in  his  community  for 
an  official  “E”  label  on  a form  that  will  be  provided 


by  the  Local  Council.  On  this  application  the  reasons 
for  the  granting  of  permission  to  travel  during 
blackouts  must  be  stated. 

Physicians  who  do  receive  the  official  label  are 
urgently  requested  not  to  drive  during  a blackout 
or  air  raid  unless  it  is  absolutely  necessary  to  do  so. 
If  they  are  not  active  members  of  Civilian  Defense 
organization  and  are  not  on  an  emergency  call  they 
should  stay  where  they  are  until  the  all  clear  signal  is 
sounded.  The  understanding  cooperation  of  every 
physician  is  expected  in  eliminating  of  blackout 
travel  which  is  not  necessary  to  the  preservation  of 
life.  Experience  has  shown  that  every  car  driven 
during  blackout  endangers  the  lives  of  many  people. 
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THE  BEVERIDGE  PLAN:  AN  ANALYSIS 

Stanley  B.  Weld,  m.d. 


npHE  Plan  for  Social  Insurance  and  Allied  Services 
A presented  by  Sir  William  Beveridge  in  his  Re- 
port published  in  England  in  November  1942  has 
been  termed  in  the  United  States  revolutionary.  The 
revolutionary  aspect  of  the  Plan,  as  John  Chamber- 
lain  writing  in  The  New  York  Times  has  said,  is  its 
comprehensiveness  and,  we  might  add,  its  simplicity. 
Sir  William  has  called  the  Plan  a British  revolution, 
a natural  development  of  the  past.  It  was  made  pub- 
lic at  the  request  of  Parliament  and  in  response  to 
popular  demand.  Certain  features  of  the  Plan  are 
outstanding.  In  the  first  place  there  is  provided  a flat 
rate  of  subsistence  benefit,  together  with  a flat  rate 
of  contribution,  irrespective  of  the  means  of  the  in- 
sured or  his  employer.  The  means  test  is  abolished. 
There  is  also  introduced  in  this  Plan  a scheme  for 
children’s  allowances.  The  present  schedule  of  work- 
men’s compensation  is  scrapped  and  replaced  by  a 
provision  for  industrial  accident  or  disease  within 
the  Plan.  Housewives  are  recognized  as  a distinct 
insurance  class  under  the  Plan,  with  benefits  adjusted 
to  their  special  needs.  There  is  included  a proposal 
to  make  pensions  conditional  on  retirement  from 
work  and  of  sufficient  size  to  provide  a livable  in- 
come. To  the  medical  profession  the  change  of 
greatest  interest  is  probably  the  proposed  separation 
of  medical  treatment  from  the  administration  of  cash 
benefits— a feature  of  the  present  British  system 
which  American  physicians  have  found  most  objec- 
tionable—and  a setting  up  of  a comprehensive  medi- 
cal service  for  every  citizen,  covering  all  treatment 
and  every  form  of  disability,  under  the  supervision 
of  the  Health  Departments. 

Sir  William  Beveridge  was  appointed  by  the  Right 
Honorable  Arthur  Greenwood,  m.p.,  in  June  1941  as 
chairman  of  an  Interdepartmental  Committee  “to 
undertake,  with  special  reference  to  the  interrelation 
of  the  schemes,  a survey  of  the  existing  national 
schemes  of  social  insurance  and  allied  services,  in- 
cluding workmen’s  compensation,  and  to  make 
recommendations.”  These  recommendations  sub- 
mitted by  Sir  William  seventeen  months  later  repre- 
sent the  product  of  some  of  Great  Britain’s  out- 
standing experts  in  the  fields  of  labor,  pensions, 
health  and  insurance.  Social  insurance  is  not  an  inno- 
vation in  England.  As  far  back  as  1796,  in  the  midst 
of  the  war  against  Napoleon,  Prime  Minister 


William  Pitt  advocated  a system  of  compulsory 
national  insurance,  family  allowances  for  children, 
and  free  technical  education,  only  to  have  it  re- 
jected. Except  for  the  Poor  Law  which  originated 
in  the  time  of  Queen  Elizabeth,  social  insurance 
schemes  in  England  actually  started  with  the  Work- 
men’s Compensation  Act  in  1897.  The  first  Pensions 
Act  appeared  in  1908.  From  that,  it  was  a step  to 
compulsory  health  insurance  introduced  in  1912,  and 
to  unemployment  insurance  appearing  almost 
simultaneously.  In  1925  came  the  Act  which  started 
contributory  pensions  for  old  age,  for  widows  and 
fot  orphans.  Changes  have  been  made  in  unemploy- 
ment insurance  and  also  separate  provision  made  for 
special  types  of  disability  from  time  to  time.  Plans 
for  medical  treatment,  particularly  in  hospitals, 
child  welfare  services,  and  plans  for  voluntary  pro- 
vision for  death  and  other  contingencies  have  been 
developing  during  the  recent  years.  Many  inade- 
quacies of  existing  plans  for  social  insurance  exist 
and  ate  recognized.  J he  system  of  workmen’s  com- 
pensation has  broken  down.  Cash  benefits  for  mater- 
nity and  funerals  have  been  inadequate.  Above  all 
else  medical  service  has  fallen  seriously  short  of 
what  has  been  accomplished  elsewhere,  both  in 
iange  of  tieatment  which  is  provided  as  of  right  and 
in  respect  of  the  classes  of  persons  for  whom  it  is 
provided. 

The  aim  of  the  Beveridge  Plan  for  Social  Security 
is  to  establish  one  of  the  four  principles  of  the  At- 
lantic Chattel,  freedom  from  want.  Social  surveys 
have  revealed  want  among  the  English  people,  due 
to  two  factors,  (1)  interruption  or  loss  of  earning 
power,  and  (2)  large  families.  The  Plan  for  Social 
Security  aims  at  the  abolition  of  this  want  by  pro- 
vision against  inteiruption  and  loss  of  earning  power 
and  by  an  adjustment  of  incomes  to  family  needs. 
The  Report  shows  that  want  could  have  been  abol- 
ished in  Britain  before  the  present  war,  had  it  been 
possible  to  redistribute  the  income  of  the  working 
class  without  considering  their  sources  of  revenue. 
With  abolishing  of  want  as  its  aim  the  Plan  proposes 
three  methods  of  attaining  this:  first  and  the  main 
method,  compulsory  social  insurance;  second,  na- 
tional assistance:  i.e.,  by  contributions  from  the 
National  Exchequer;  and  third,  voluntary  insurance. 

I he  Plan  has  removed  many  of  the  objectionable 


EDITORIALS 


features  of  present  insurance  and  replaced  them  with 
coordination,  simplicity  and  economy. 

The  medical  profession  in  the  United  States  will 
doubtless  study  with  interest  that  feature  of  the 
Plan  providing  comprehensive  health  and  rehabilita- 
tion services.  These  cover  a national  health  service 
for  prevention  and  for  cure  of  disease  and  disability 
by  medical  treatment,  and  also  rehabilitation  and 
fitting  for  employment  by  treatment  which  will  be 
both  medical  and  post  medical.  It  is  obvious  that  the 
State  should  make  determined  efforts  to  reduce  the 
number  of  cases  for  which  benefits  must  be  paid.  To 
pay  for  disease  and  accident  openly  and  directly  in 
the  form  of  insurance  benefits  should  aid  in  the  cam- 
paign for  prevention.  The  comprehensive  national 
health  service  proposed  “will  ensure  that  for  every 
citizen  there  is  available  whatever  medical  treatment 
he  requires,  in  whatever  form  he  requires  it,  domi- 
ciliary or  institutional,  general,  specialist  or  con- 
sultant, and  will  ensure  also  the  provision  of  dental, 
ophthalmic  and  surgical  appliances,  nursing  and  mid- 
wifery and  rehabilitation  after  accidents.”  The  health 
service  thus  set  up  will  be  organized  by  Health 
Departments,  separate  from  the  Ministry  of  Labour 
and  National  Service.  The  details  of  free  choice  of 
physician,  group  practice,  fees  for  services  rendered, 
etc.,  are  not  included  in  the  Report.  The  only  ques- 
tion considered  is  whether  or  not  any  part  of  the 
cost  of  medical  treatment  and  if  so  what  part  is  to 
be  included  in  the  compulsory  insurance  contribu- 
tion. If  a contribution  for  medical  treatment  is  so 
included  these  contributions  will  cover  the  entire 
population.  This  is  not  intended  to  put  an  end  to 
private  practice,  since  it  provides  the  possibility 
that  those  with  the  desire  and  means  for  private 
treatment  may  obtain  it  just  as  they  would  obtain 
private  schooling  by  paying  the  extra  cost  involved. 
The  Report  informs  us  that  the  Plan  may  restrict 
the  scope  of  private  general  practice,  making  its 
preservation  of  no  value.  It  also  points  out  very 
clearly  that  if  it  is  desired  to  preserve  a field  for 
private  practice  and  to  restrict  right  to  medical 
service  without  a charge  for  treatment  to  persons 
below  a certain  income  limit,  it  will  be  impossible 
to  include  a payment  for  such  medical  service  in  an 
insurance  contribution  required  of  all  irrespective 
of  income.  Institutional  treatment  is  not  included  in 
the  present  health  insurance  contribution.  The  pub- 
lic is  demanding  that  dental  and  ophthalmic  treat- 
ment and  appliances  be  available  to  all  under  health 
insurance.  Surgical  appliances,  convalescent  homes 
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and  nursing  are  also  listed  as  essential  to  compre- 
hensive health  service.  The  Plan,  therefore,  proposes 
that  there  be  included  a payment  whereby  every 
citizen  will  be  able  to  obtain  whatever  treatment 
his  case  requires,  at  home  or  in  an  institution,  with- 
out a treatment  charge.  The  Plan  also  proposes  the 
continuation  of  rehabilitation  till  the  maximum  of 
earning  capacity  is  restored  and  available  to  all  dis- 
abled persons  irrespective  of  the  cause  of  disability. 
It  proposes  that  cash  allowances  to  rehabilitees  be 
the  same  as  training  benefits,  and  that  just  as  with 
medical  treatment  contributions  paid  by  insured 
persons  entitle  them  to  rehabilitation  service.  In  the 
program  of  medical  care  as  outlined  in  the  Beveridge 
Report  is  found  this  principle:  “Restoration  of  a 
sick  person  to  health  is  a duty  of  the  State  AND 
THE  SICK  PERSON,  prior  to  any  other  considera- 
tion.” 

The  cost  of  the  Beveridge  plan  is  figured  at  about 
$347,000,000  more  than  that  of  the  existing  schemes, 
or  $2,788,000,000  in  1945,  the  first  year  in  which  it 
would  operate  and  $3,450,000,000  in  1965  when  the 
Plan  should  reach  its  maximum  scope.  This  repre- 
sents a per  capita  cost  of  $76.66.  The  distribution  of 
the  budget  is  of  interest.  Benefits  would  be  paid  for 
old  age  insurance  at  a basic  rate  of  $5  a week  for 
a man  and  wife,  reaching  a maximum  in  twenty 
years  of  $8.  An  additional  $1.60  would  be  allowed 
for  each  dependent  child  under  the  age  of  sixteen. 
Single  men  and  women  would  receive  a basic  rate 
of  $2.80  a week,  increasing  to  $4.80  by  1965.  Retire- 
ment age  for  men  is  sixty-five  and  for  women  sixty, 
but  as  a special  inducement  for  them  to  continue 
working,  an  additional  twenty  cents  a week  would 
be  added  for  every  year  that  retirement  was  post- 
poned. Under  employment  insurance,  pay  units 
would  be  the  same  as  for  old  age  insurance,  but 
there  would  be  no  limits  to  the  length  of  time  these 
payments  could  be  made  except  that  men  or  women 
unable  to  find  jobs  would  be  required  to  attend 
working  or  training  centers  after  a limited  period  of 
unemployment.  Men  and  women  unable  to  work 
because  of  total  or  partial  disability  would  receive 
the  same  rate  as  unemployment  insurance.  The 
period  of  payments  would  be  unlimited. 

The  Beveridge  plan  proposes  payment  of  $7.20  a 
week  for  thirteen  weeks  for  married  women  gain- 
fully employed.  This  would  be  in  addition  to  a flat 
$16  maternity  grant.  It  would  pay  widows  $7  a 
week  for  thirteen  weeks,  and  to  working  women  a 
lump  sum  up  to  $40.  Funeral  grants  would  be  paid 
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by  age  groups,  ranging  from  $80  for  adults  to  $24 
for  infants. 

Contributions  would  be  divided  as  follows:  men 
who  are  working  would  contribute  about  $1  a 
week;  women  who  are  working  would  contribute 
about  eighty  cents  a week;  employers  would  con- 
tribute around  seventy-five  cents  for  men  and  fifty 
cents  for  women.  In  1945  the  National  Exchequer 
would  contribute  $1,404,000,000,  insured  workers 
$776,000,000,  and  employers  $548,000,000.  The  bal- 
ance would  be  made  up  of  other  contributions, 
chiefly  interest.  Thus  it  will  be  seen  that  the  Gov- 
ernment’s share  would  be  about  fifty-one  per  cent, 
employers  twenty  per  cent,  and  workers  twenty- 
nine  per  cent.  On  the  basis  of  the  present  British  in- 
come it  would  represent  a total  contribution  of  ten 
per  cent  of  the  national  income,  increased  to  twelve 
per  cent  in  1965. 

In  thirty  countries  there  are  found  to  be  twenty 
with  compulsory  sickness  insurance,  twenty-four 
with  some  form  of  contributory  pension,  eight  with 
unemployment  insurance,  and  only  three— New  Zea- 
land, Bulgaria  and  Poland— with  provision  against 
all  the  three  risks  of  sickness,  old  age  and  unemploy- 
ment. In  other  words,  only  three  countries  aim  at 
covering  all  the  principal  forms  of  social  insecurity 
as  fully  as  Britain.  In  the  United  States  there  are  old 
age  pensions  graduated  according  to  wages  received, 
length  of  time  insured  and  number  of  dependents. 
Coverage  for  unemployment  insurance  in  the 
United  States  is  confined  to  firms  employing  eight 
or  more.  Payments  vary  according  to  State  laws, 
are  limited  to  a maximum  of  sixteen  weeks,  and  are 
based  on  past  earnings  with  an  average  payment  of 
$12.75  a week.  In  the  United  States  survivors’  bene- 
fits are  paid  in  varying  amounts  for  workers  covered 
by  insurance.  Disability  insurance  is  not  now  in 
effect,  there  is  no  plan  for  maternity  payments,  no 
marriage  grants  and  no  funeral  grants,  and  there  is 
no  plan  in  sight  for  national  medical  care  in  this 
country. 

The  editor  of  The  New  York  State  Journal  of 
Medicme  has  characterized  the  Beveridge  Plan  of 
Social  Insurance  as  Utopian.  To  those  of  us  living 
in  the  United  States  it  is  but  natural  to  look  a bit 
askance  and  with  some  incredulity  at  such  a compre- 
hensive scheme.  It  is  not  as  one  reviewer  has  said,  “a 
complete  blueprint  for  a brave  new  world.”  Yet  to 


the  Englishmen  who  has  grown  familiar  with  many 
of  the  principles  of  social  security  over  a period  of 
years,  this  extension  of  these  same  principles  to  cover 
the  entire  population  will  probably  be  very  accept- 
able. As  Sir  William  himself  expresses  it,  this  is  not 
a plan  inconsistent  with  initiative,  adventure  and 
personal  responsibility.  It  cannot  be  attained  with- 
out thought  and  effort.  It  is  proposed  in  the  midst 
of  a devastating  war  because  it  is  believed  that  “each 
citizen  is  more  likely  to  concentrate  upon  his  war 
effort  if  he  feels  that  his  Government  will  be  ready 
in  time  with  plans  for  a better  world”  and  “that,  if 
these  plans  are  to  be  ready  in  time,  they  must  be 
made  now.”  The  Plan  is  predicated  upon  the  belief 
that  Britain  after  this  war  will  continue  to  prosper 
as  she  did  after  World  War  I,  overcoming  the  diffi- 
culties of  transition,  making  the  necessary  readjust- 
ments, and  continuing  her  technical  advance  to  a 
future  of  economic  prosperity. 

Measles 

As  this  is  being  written  there  are  reports  of  epi- 
demics of  measles  in  some  of  our  cities.  This  state 
of  affairs  no  doubt  gives  the  public  health  author- 
ities no  little  concern,  as  is  proper,  but  a reminis- 
cence of  measles  is  likely  to  be  pleasant.  Some  of  our 
happiest  hours  were  spent  with  the  measles  and  we 
almost  wish  we  could  have  them  again.  There  is  no 
form  of  escape  quite  so  good  as  a disease  which 
causes  no  suffering  yet  requires  rigid  quarantine. 
It  is  a sad  thing  that  few  are  allowed  to  enjoy  the 
comfortable  solitude  of  measles  more  than  once. 
We  had  ours  when  we  were  about  ten  years  old,  in 
a big  bed-room,  sometimes  flooded  with  early  spring 
sunshine,  hovered  over  by  an  aged  practical  nurse, 
and  the  recollection  is  happy.  We  could  not  keep 
up  with  our  lessons  because  it  was  supposed  to  be 
bad  for  the  eyes  to  read.  Life,  in  fact,  became  a 
simple  sequence  of  food,  sleep  and  long  beautiful 
thoughts,  beginning  and  ending  nowhere.  Most  of 
the  pleasures  of  childhood  have  been  overrated  by 
writers  but  they  have  neglected  measles.  If  we  could 
go  back  to  anything  in  our  past,  during  these  chilly, 
uncertain  days  of  the  present,  it  would  be  to  that 
quiet  room,  safely  protected  from  dangerous  out- 
door air,  our  temperature  just  under  a hundred,  pink 
spots  on  our  stomach  and  outside  the  window  our 
less  fortunate  playmates  slopping  their  way  to 
school  through  the  March  mud  of  the  village  street. 
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258  Church  Street  New  Haven 
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MEDICAL  OFFICERS  FROM  CONNECTICUT  FOR  1943 

The  Procurement  and  Assignment  Service  Headquarters  has  assigned  a quota  of  293  medical  officers 
from  Connecticut  between  December  1,  1942,  and  January  1,  1944-  Physicians  who  have  applications 
pending  and  who  had  previously  applied  and  were  ordered  to  active  duty  during  December  1942  will 
be  credited  toward  this  quota.  The  exact  number  of  pending  applications  cannot  now  be  reported,  there 
were  probably  about  forty. 


The  procedure  to  be  followed  during  1943  is  as 
follows: 

A monthly  list  of  physicians  classified  as  available 
by  the  County  Procurement  and  Assignment  Com- 
mittees will  be  sent  to  Procurement  and  Assign- 
ment Headquarters  in  Washington.  Soon  thereafter 
the  physicians  who  are  so  listed  will  receive  a letter 
from  Washington  calling  upon  them  to  apply  for 
commissions  in  the  Army  or  the  Navy  in  accord- 
ance with  their  personal  preference.  With  the  letter 
from  Washington  each  physician  will  receive  a 
postage  free  card  upon  which  he  is  expected  to  state 
whether  he  wishes  to  apply  in  the  Army  or  the 
Navy.  This  card  will  be  returned  to  the  State  Office 
of  Procurement  and  Assignment. 

Upon  receipt  of  the  card  the  State  Office  of  Pro- 
curement and  Assignment  will  take  the  first  steps 
toward  obtaining  a commission  for  the  applicant.  If 
a commission  in  the  Army  or  the  Air  Forces  is 
chosen  the  State  Office  wili  notify  the  Officer  Pro- 
curement Service,  Federal  Building,  Hartford,  and 
from  that  point  forward  the  candidate  will  deal 
with  the  Officer  Procurement  Service  and  not  the 
State  Office  of  Procurement  and  Assignment  in  New 
Haven.  Application  blanks  and  authorizations  for 
physical  examinations  will  be  issued  by  the  Army 
Officer  Procurement  Service  in  Hartford.  If  the 
physician  wishes  to  apply  for  appointment  in  the 
Navy  the  State  Office  of  Procurement  and  Assign- 
ment will  take  the  necessary  steps  with  Office  of 
Naval  Officer  Procurement  for  the  d bird  Naval 
District.  33  Pine  Street,  New  York,  and  after  that 
the  applicant  will  deal  with  the  Office  of  Naval 
Officer  Procurement  and  not  with  the  State  Office 
of  the  Procurement  and  Assignment  Service  in  New 
Haven.  This  procedure  is  less  expeditious  and  direct 
than  that  used  during  the  past  few  months  but  it  is 
in  accordance  with  new  regulations  and  must  be 


followed.  Physician  applicants  are  requested  to  make 
their  first  inquiry  relative  to  commissions  at  the 
State  Office  of  the  Procurement  and  Assignment 
Service,  258  Church  Street,  New  Haven,  telephone 
5-0249  and  NOT  at  the  Army  Officer  Procurement 
Service  in  Hartford;  NOT  at  the  Office  of  Naval 
Officer  Procurement  for  the  I bird  Naval  District 
in  New  York;  NOT  from  the  Surgeon  General  of 
the  Army  in  Washington  and  NO  T from  the  Air 
Surgeon  in  Washington.  Inquiries  originating  from 
any  agency  other  than  the  State  Office  of  the  Pro- 
curement and  Assignment  Service  in  New  Haven 
inevitably  lead  to  confusion  and  delay. 

If  the  physician  who  is  called  upon  to  apply  for 
a commission  does  not  return  his  card  to  the  State 
Procurement  and  Assignment  Office  within  two 
weeks  it  will  be  followed  by  a letter  asking  that  the 
physician  explain  why  it  has  not  been  returned. 
Physicians  under  thirty-eight  are  still  subject  to 
induction  through  the  Selective  Service  unless  classi- 
fied as  essential  by  the  Procurement  and  Assignment 
Service  or  placed  in  other  deferred  classification  by 
the  Selective  Service. 

County  quotas  for  1943  have  not  yet  been  com- 
puted and  will  not  be  definitely  established  until 
later  on.  All  counties  will  be  expected  to  contribute 
to  the  1943  requirements  and,  later  in  the  year,  when 
some  of  the  quota  has  been  met,  it  will  be  deter- 
mined where  the  remainder  of  the  required  number 
of  physicians  for  1943  must  be  recruited,  giving 
consideration  to  the  population,  population  move- 
ment, the  number  of  physicians  practicing  in  the 
county,  the  size  of  communities  within  the  county, 
hospitals,  and  other  significant  factors. 

Physicians  who  wish  to  apply  for  commissions 
now  without  waiting  to  be  requested  to  do  so  by 
the  Procurement  and  Assignment  Headquarters  in 
Washington  are  asked  to  communicate  with  the 
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New  Haven  Office  and  if  they  are  classified  as  avail- 
able for  military  duty  the  procedure  relative  to  their 
appointment  will  be  commenced  at  once.  Seventy- 
six  newly  commissioned  officers  are  required  from 
Connecticut  before  March  i. 

The  names  of  119  Connecticut  physicians  classi- 
fied as  available  for  military  service  were  forwarded 
to  the  Washington  office  of  the  Procurement  and 
Assignment  Service  on  January  15.  I bis  list  in- 
cluded: 25  from  Fairfield  County,  35  from  Hartford 
County,  5 from  Litchfield  County,  5 from  Middle- 
sex County,  39  from  New  Haven  County,  5 from 
New  London  County,  2 from  Tolland  County  and 
3 from  Windham  County. 

Health  and  Welfare  In  the  New  State 
Administration 

( Extracts  from  the  Inaugural  Address  of 
Governor  Raymond  E.  Baldwin) 

War  is  making  a tremendous  demand  upon  us, 
both  physically  and  mentally.  We  must  be  healthy 
and  strong  to  win.  Crowded  housing,  longer  work- 
ing hours,  the  increasing  scarcity  of  meats,  and  other 
body-building  foods,  shortened  rations  of  fuel,  the 
calling  of  many  of  our  physicians  and  nurses  to  the 
colors,  the  possible  shortage  of  medicines  and  drugs, 
make  health  measures  more  vital  than  ever.  We  need 
to  build  up  and  support  our  health  controls  in  our 
cities  and  towns.  Many  of  our  local  communities  are 
without  adequate  health  protection  and  we  shall 
need  to  develop  a state-wide  program  to  help  those 
communities.  We  expanded  our  Industrial  Health 
Division  in  the  State  Department  in  1939  and  made 
it  possible  for  manufacturers  using  new  materials 
and  processes  to  test  their  effect  upon  health  so  that 
preventive  measures  could  be  taken  before  ill  health 
could  result.  That  work  must  be  further  expanded. 

I recommend  for  your  consideration  the  estab- 
lishment of  a state-wide  program  for  nutrition  so 
that  we  may  make  the  best  use  of  available  foods. 

It  is  time  now  to  develop  and  perfect  a state-wide 
program  for  maternal  and  infant  care.  The  need  for 
workers  is  bringing  many  women  into  industry. 
They  are  the  mothers  of  the  future  generations  of 
Americans  and  wisdom  requires,  as  well  as  con- 
science dictates,  their  adequate  care  and  protection. 


We  cannot  find  additional  workers  among  women, 
unless  we  make  proper  and  adequate  provision  for 
the  care  of  their  children,  both  infants  and  those  of 
school  age.  Some  form  of  child  care  with  health 
protection  and  educational  opportunities  will  have 
to  be  developed  in  a state-wide  program  and  funds 
made  available  for  the  purpose. 

War  has  a tendency  to  break  down  the  moral 
code  of  relationship  between  the  sexes.  The  record 
of  our  Department  of  Health  in  the  gradual  elimina- 
tion of  the  social  diseases  has  been  outstanding.  The 
danger  returns  and  demands  frank  and  serious  atten- 
tion. 

During  the  last  World  War  we  had  an  epidemic 
of  influenza  that  cost  valuable  lives.  The  ever  present 
danger  of  epidemics  confronts  us  again  and  requires 
careful  precautionary  measures.  We  will  also  need 
to  take  proper  steps  to  provide  for  the  mental,  as 
well  as  the  physical  health  of  our  people.  These 
things  will  require  additional  personnel  and  larger 
appropriations.  We  cannot  afford  to  run  the  risk  of 
being  penny-wise  and  pound-foolish  in  such  vital 
matters. 

Tremendous  war  production  and  the  demand  for 
workers  has  substantially  altered  the  picture  as  it 
concerns  welfare.  This  does  not  mean,  however, 
that  we  can  dismiss  the  subject.  The  increased  costs 
of  living  render  the  present  maximum  limit  of  old 
age  pensions  hardly  adequate,  particularly  as  it  con- 
cerns medical  care  and  attention,  and  requires  that 
we  extend  the  benefits  in  that  direction.  A medical 
program  for  the  people  still  in  need  of  help  and  par- 
ticularly for  children  should  be  provided.  It  is  wise 
economy  to  maintain  those  who  are  unfortunate,  in 
health,  rather  than  in  ill  health.  A medical  program 
for  these  people  will  relieve  the  towns  in  large  part 
of  their  present  responsibility. 

Our  laws  concerning  settlement  have  led  to  end- 
less conflict  between  towns,  untold  numbers  of  pages 
of  bookkeeping,  reports  of  investigation  and  billing. 
While  this  problem  appears  to  be  on  its  surface  a 
minor  one,  nevertheless  those  who  have  charge  of 
this  work,  and  particularly  the  officials  of  the  wel- 
fare departments  of  the  several  cities  and  towns, 
could  be  relieved  of  this  burden  and  expense,  for 
more  important  things. 
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IF  YOU  HAVE  NO  PRIORITY  for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention— a bandage  scissor,  or  an  x-ray 
machine— call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,” 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 
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THE  CONNECTICUT  HOSPITAL  ASSOCIATION 

Anna  AT  Griffin,  President  I.  S.  Geeter,  m.d.,  Vice-President 

William  B.  Sweeney,  Secretary  Helen  Nivison,  Treasurer 

THE  HOSPITAL  AND  THE  COMMUNITY 


In  these  times  of  increasing  demands  on  the  nur- 
sing services  of  civilian  hospitals  the  maintenance  of 
a basic  staff  of  professional  nurses,  supplemented 
by  an  adequate  auxiliary  staff , is  of  primary  import- 
ance whether  the  institution  has,  or  has  not,  a school 
of  nursing.  Morale  is  at  least  as  important  as  numeri- 
cal strength.  In  fact,  one  method  of  maintaining 
morale  is  through  supplementing  the  nursing  serv- 
ice. There  are  several  well  known  patterns  for  doing 
this.  A view  of  some  of  the  methods  in  current  use 
may  be  suggestive  to  nursing  directors. 

The  hospitals  herein  referred  to  maintain  good 
schools  of  nursing  and  have  good  standards  of 
nursing  service.  The  special  aspects  cited  in  various 
instances  are  the  ways  in  which  they  believe  they 
will  be  able  to  continue  to  maintain  an  acceptable 
nursing  service. 

Data  for  this  and  subsequent  articles  were  ob- 
tained during  visits  of  members  of  the  editorial  staff 
of  the  Journal  to  hospitals  in  pressure  areas  along  the 
Atlantic  seaboard.  The  hospitals  discussed  herewith 
are  all  voluntary  hospitals  located  in  New  England 
and  visited  during  October.— The  Editors. 

I 

“We  have  been  able  to  get  along  by  much  good 
will  and  good  morale,”  said  the  director  of  nursing 
at  a 400-bed  hospital  located  in  a tense  industrial 
area,  in  answer  to  my  question  about  maintaining 
an  adequate  staff.  The  town  had  increased  by  15,000 
and  the  hospital  services  accordingly. 

After  attending  a faculty  conference,  a head  nurse 
conference,  and  a student  government  meeting,  and 
hearing  a reinterpretation  of  the  current  problems  to 
each  of  these  groups,  I too  was  assured  that  mutual 
understanding  would  go  far  in  making  ends  meet. 
One  further  advantage  of  conferences  for  all  per- 
sonnel! 

“We  are  sure  we  can  make  ends  meet,”  she  said, 

Reprinted  from  American  Journal  of  Nursing , Vol.  42,  No.  12, 
Journal  of  Nursing. 


“though  we  have  no  fine  plan  worked  out.  We  take 
all  the  graduate  nurse  help  we  can  get,  including 
part-time  workers,  and  are  grateful.  Fitting  the  per- 
sonnel together  to  cover  the  wards  is  requiring  more 
detailed  planning  and  more  time  from  my  assistant. 
Older  nurses  are  employed  part-time  for  general 
duty,  coming  in  on  certain  days,  depending  on  how 
they  can  plan  at  home  and  on  their  transportation 
to  the  hospital. 

“Five  office  nurses  are  volunteering  their  services 
from  6:00-10:00  certain  evenings  each  week.  It  is 
their  desire— but  how  it  bolsters  our  morale?”  And 
what  good  morale  exists  throughout  this  entire  or- 
ganization, I added  silently. 

“Flave  any  private  duty  nurses  served  as  general 
staff  nurses?” 

“Yes,  since  summer,  thirty-four  private  duty 
nurses  have  served  as  staff  nurses  for  two  week 
periods  with  pay.  Many  have  served  for  four  weeks. 
They  are  surely  helping  to  carry  the  load.  This  has 
meant  accepting  a salary  loss  and  salary  means  a lot 
in  this  town  where  there  has  been  a tremendous 
increase  in  employment  and  rise  in  salary  schedules 
due  to  war  industry. 

“Some  of  the  nurse  wives  of  soldiers  at  the  flying 
field  come  in  for  a few  months.  They  just  call  or 
walk  in.  Our  state  association  is  trying  to  do  some 
publicity  along  this  line.”  Good  idea.  I wish  more 
would  do  something  like  this. 

“And  the  alumnae?”  I queried. 

“The  alumnae  are  planning  to  send  a Christmas 
box  to  each  of  their  twenty-five  members  in  military 
service.”  No  further  information  regarding  alumnae 
awareness  of  the  war  situation  was  given. 

“Auxiliary  personnel  is  a real  problem  here,  for 
the  industries  pay  much  higher  salaries.  It  is  hard  to 
keep  them. 

“Four  high  school  seniors  are  employed  as  ward 
helpers  from  3:00-7:00  p.  m.  and  are  paid  twenty 

December  1942,  page  1404.  By  permission  of  the  American 
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cents  per  hour.  One  student  works  on  Saturday  and 
Sunday  only. 

“We  are  paying  preclinical  students  to  wash  the 
evening  dishes  when  the  maid  is  off.  You  might  con- 
sider this  an  undesirable  practice  but  it  has  meant 
that  the  head  nurse  doesn’t  have  to  do  it.  We  pay 
them  fifty  cents  each  and  to  students  on  federal-aid- 
for-tuition  this  means  pin  money.  (This  is  vot  con- 
sidered part  of  her  clinical  experience.) 

“Also  some  of  our  students  have  ‘kept  the  desk’ 
in  the  graduate  residence  in  the  evenings— answer- 
ing telephones  and  door  bells.  With  men  in  service 
there  are  fewer  callers.  They  are  paid  $1.00  for  an 
evening— 6:00-10: 30— and  take  their  books  along  to 
study.  . . . 

“We  are  all  on  cafeteria  service,”  she  added  at 
lunch  time.  “Even  at  that,  because  of  acute  short- 
ages, four  or  five  volunteer  canteen  workers  come 
in  each  day  to  prepare  salads  and  vegetables  and 
to  help  behind  the  cafeteria  line.  Are  the  dietitians 
grateful!” 

“Isn’t  that  your  wife?”  my  escort  inquired  of  the 
intern  across  from  us  in  line.  In  the  second  line  was 
a nice  spic-and-span-looking  nurse,  professional  to 
the  letter,  and  in  her  first  day  on  duty.  “Yes,”  re- 
plied the  intern,  “but  I never  recognize  her  on 
duty.” 

To  round  out  the  picture,  I might  add  that  two 
refresher  courses  have  been  given  and  all  these 
nurses  have  helped  from  time  to  time.  The  Red 
Cross  aides  are  working  both  day  time  and  evening. 
The  school  is  expanding. 

II 

“Our  faculty  has  been  built  up  and  also  the  gen- 
eral staff  group,”  began  the  nursing  director  (ap- 
pointed in  1941)  of  a 700-bed  community  hospital 
rich  in  tradition  and  records  of  fine  service.  “We 
have  had  many  changes  this  year.  My  big  job  this 
year  will  be  to  weave  the  staff  together  and  send 
them  forward  on  a good  working  basis. 

“General  staff  nurses  have  been  added  constantly 
all  year.  A year  ago  today  there  were  fifteen  gen- 
eral staff  nurses,  paid  $55-70  per  month.  Today 
there  are  119.  Sixty  are  on  regular  duty,  thirty-two 
on  monthly  assignments  (mostly  8:00-4:30,  married, 
and  living  at  home),  and  twenty-seven  on  the  daily 
registry  rate  for  private  duty  nurses.” 

“How  did  you  get  them?”  I asked  in  amazement. 

“Mostly  by  sending  out  word  through  the  regis- 
try and  asking  the  staff  to  inquire  among  their 


friends,”  the  director  answered.  “We  have  a new 
salary  schedule,  effective  August  1.  New  inexperi- 
enced staff  nurses  are  paid  $75  with  an  increase 
every  six  months  until  it  reaches  $85.  An  expe- 
rienced nurse  receives  $10  more  per  month.  Either 
may  live  out  with  an  allowance  of  $30  per  month 
($15  for  room  and  $15  for  two  meals  per  day). 
Most  of  the  graduating  class  have  come  back  to  do 
general  staff  nursing  rather  than  private  duty,  a real 
trend  for  us.  This  is  a real  achievement  and  is  the 
result  of  comprehensive  study  by  the  staff. 

“Our  general  staff  nurses  are  being  lost  steadily 
to  the  Army.  A year  ago  we  had  a similar  loss  to 
private  duty  so  we  have  not  felt  pressed  by  the 
Army  demands. 

“Eighteen  alumnae  members  have  formed  a small 
volunteer  group  to  supplement  the  hospital  nursing 
service.  The  alumnae  have  also  offered  to  give 
money  for  student  scholarships.” 

“A  fine  spirit,”  I suggested. 

“Have  you  many  paid  auxiliary  workers?”  I 
ventured,  knowing  the  despair  which  this  question 
might  bring. 

“Very  few,”  she  answered.  “Two  large  plants 
have  brought  an  increase  of  200,000  war  workers. 
The  ward  helper  is  the  ‘vanishing  American.’  We 
have  only  twelve  of  the  thirty-eight  authorized.  We 
are  employing  high  school  girls  after  school  at 
thirty-five  cents  an  hour. 

“Part-time  orderlies  who  come  to  us  from  a near- 
by university  are  paid  by  the  hour  for  late  after- 
noon and  evening  work.  They  are  needed  mornings 
but,  with  a little  planning,  work  can  be  saved  for 
them  for  late  afternoons.” 

“How  they  must  enjoy  working  here,”  I thought, 
“in  this  well  established  hospital  with  its  stately 
buildings  and  fine  personnel.” 

The  medical  director  described  with  pride  their 
volunteer  projects.  As  he  put  it,  “The  only  grace 
for  the  hospital  is  through  the  use  of  volunteers. 
Eess  than  half  the  necessary  housekeeping  staff  is 
available.” 

“We  have  a women’s  volunteer  group  with  350 
regular  members  and  a men’s  volunteer  medical  aide 
group.  The  women’s  volunteer  group,  organized 
last  January,  is  an  outgrowth  of  the  auxiliary  of  the 
board  of  directors.  The  functions  are  carefully 
planned  not  to  cross  the  paths  of  the  Red  Cross 
nurse’s  aides.  They  serve  as  messengers,  do  clerical 
work,  certain  routine  ward  duties,  and  cover  the 
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front  information  desk  from  9:00  a.  m.  to  9:00  p.  m. 
For  example,  on  an  obstetric  floor,  one  volunteer 
arranged  103  vases  of  flowers  before  11:00  a.  m. 

“These  women  cover  the  thirty-two  wards  from 
9:00-1:00  and  from  1:00-5:00  seven  days  a week. 
Most  work  four  hours  one  day  a week,  though  some 
do  several  days.  Over  Saturday  and  Sunday,  around 
100  business  girls  help  to  cover  the  wards.  ’ 

“And  has  this  aided  morale?”  1 asked. 

“It  means  much  less  criticism  for  the  hospital 
since  it  is  our  hospital,”  the  medical  director  re- 
sponded. “We  told  the  volunteers  to  bring  in  anyone 
they  could  get  for  employment  but  no  one  was 
brought  in.  The  ladies  know  they  may  have  to  step 
in  wherever  needed,  as,  for  example,  to  do  the  ward 
dishes.” 

“You  mentioned  medical  aides  on  a volunteer 
basis,”  I suggested,  eager  to  hear  more  of  this  re- 
markable community  response  to  a pressing  need. 

“These  men  come  from  the  local  business  offices. 
After  a course  of  sixteen  hours,  they  volunteer  two 
evenings  a week  from  7:00-10:00  for  orderly’s 
work.  This  group  is  under  the  chairmanship  of  a 
man  in  the  community.  They  are  selected  carefully 
and  the  size  of  the  classes  limited.  Nine  enrolled  in 
the  first  course  and  sixteen  in  the  current  one.” 

As  I reflected  on  the  situation  it  seemed  to  me 
that  they  were  going  to  be  all  right.  They  are  using 
nurses  for  nursing.  The  large  general  staff  nurse 
group,  stabilized  by  their  improved  salaries,  and  the 
large  volunteer  group  assure  the  care  of  patients. 
It  was  an  inspiring  experience  to  get  a firsthand 
story  of  the  fine  and  effective  relationships  that  exist 
in  this  community. 

Ill 

“In  planning  any  program,  so  much  depends  on 
the  tradition  of  the  community.  We  are  conserva- 
tive. We  are  doing  our  best  to  get  along,  which  is 
probably  what  everyone  else  is  doing.” 

This  introduction  came  from  the  nursing  director 
of  a 300-bed  hospital  in  an  industrial  town  of 
1 50,000. 

“This  hospital  was  started  for  the  doctors.  One 
surgeon,  however,  makes  complete  rounds  at  8:00 
a.  j\i.  before  beginning  any  operations.  He  is  the 
favorite  of  the  interns  and  nurses.” 

At  that  point,  an  eye  specialist  came  to  the  office 
door  and  said,  “Discontinue  the  nurse  on  my  patient. 
She  isn’t  necessary  and  it  is  out-and-out  luxury 
nursing.  This  is  no  time  to  encourage  that.” 


In  reply  to  my  surprised  comment,  she  remarked 
that  the  doctors  were  increasingly  taking  this  point 
of  view. 

“There  have  been  several  faculty  changes  though 
all  positions  are  now  filled.  Yes,  they  have  all  made 
their  decisions  regarding  military  service.  If  they 
change  their  minds  or  have  babies,  I have  a few 
cards  up  my  sleeve.” 

On  inquiry  the  “cards”  proved  to  be  moves  with- 
in the  staff  or  use  of  inactive  married  nurses  who 
“will  come  in.” 

“Our  ‘refreshers’  have  been  a great  help,  for  gen- 
eral staff  nurses  have  been  reduced  from  forty-five 
or  fifty  to  only  three  or  four.  Refreshers  cover  serv- 
ices during  heavy  class  periods.  We  take  what  time 
they  can  give— the  average  being  two  days  per  week 
for  six  hours  each,  at  fifty  cents  an  hour.  They  come 
in  when  their  housework  is  out  of  the  way  and  go 
home  in  time  to  prepare  dinner.  We  shall  soon  begin 
our  third  refresher  course. 

“Our  private  duty  nurses  are  coming  in  a few 
hours  or  a day  per  month  for  volunteer  service. 
Some  come  in  an  hour  early  when  due  back  at  3:00 
p.  m.  or  stay  an  hour  after  working  7:00-3:00  p.  m. 
We  are  always  delighted  to  have  them  and  appreci- 
ate their  fine  spirit.” 

“Are  you  able  to  obtain  auxiliaries?” 

“We  employ  high  school  juniors  after  school 
hours  and  on  Saturday.  They  accomplish  a great 
deal  as  they  spend  less  time  visiting  with  patients 
than  do  the  ward  helpers.  One  of  them  plans  to  enter 
this  school  after  a year  at  college. 

“The  orderlies  have  decreased  from  twelve  a year 
aeo  to  one  or  two  now.  However,  the  Red  Cross 
First  Aid  Men’s  Group  are  coming  to  the  hospital 
evenings,  for  ambulance  calls.  They  drive  the  ambu- 
lance and  act  as  orderlies. 

“Fifty  local  dental  hygienists  expressed  a desire 
to  be  of  service.  There  is  no  local  school  but  they 
represent  all  the  dental  assistants  in  town.  We 
thought  that  since  they  knew  the  principles  of 
asepsis  and  sterilization  they  could  be  used  in  the 
operating  room  and  outpatient  department.  After 
a brief  course,  they  come  to  the  local  hospitals  once 
a week  for  two  hours  to  clean  instruments,  fold 
linen,  and  stay  with  preliminary  anesthesia  patients. 
Occasionally  they  give  a morning  if  the  dental  office 
has  no  appointments.” 

“This  sounds  like  a Red  Cross  town,”  I remarked. 

“Yes,  it  is  quite  active.  A real  addition  to  our 
floors  is  the  ‘yellow  birds,’  the  Red  Cross  staff  assist- 
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ants.  1 hey  work  as  ward  secretaries  and  the  service 
is  of  real  value.”  One,  I had  noticed,  was  located  at 
the  front  information  desk.  “ I he  volunteer  aides 
have  been  assisting  on  the  floors  also.” 

“ I hen,  too,  the  Red  Cross  canteen  has  helped  out 
with  the  food  service.  They  began  to  come  in  during 
July,  four  to  six  per  day.  Even  so  we  have  changed 
to  a complete  cafeteria  service.” 

1 his  hospital  is  filling  the  gaps  in  professional 
nursing  through  increased  enrollment  in  the  school. 
It  has  a small  but  stable  faculty,  an  intermittent  serv- 
ice from  refresher  nurses,  some  voluntary  service 
from  private  duty  nurses,  and  an  increasing  auxiliary 
group.  There  is  a fine,  intelligent  attitude  toward 
their  current  problems,  and  an  excellent  relationship 
between  the  hospital  administration,  nursing  admin- 
istration, and  the  medical  staff. 

IV 

“ 1 lie  refresher  courses,  in  my  opinion,  represent 
out  best  piece  of  work,  ’ stated  the  superintendent  of 
nurses  in  a 215-bed  general  hospital  located  in  an 
overpopulated  industrial  area. 

“Last  year  we  averaged  thirty-five  or  forty  gen- 
et al  staff  nurses.  1 his  year  we  are  averaging  from 
twenty-five  to  thirty.  Because  the  number  was 
beginning  to  decrease  we  planned  and  completed 
two  refresher  courses  with  federal  aid.  Newspaper 
publicity  helped  to  secure  applicants.  Last  summer, 
forty-nine  completed  the  course.  A fine  instructor 
held  the  class  together  and  maintained  keen  interest 
among  the  nurses.  They  have  been  very  good  about 
coming  back  to  work  after  completion  of  their 
course. 

“We  are  staggering  the  use  of  them— calling  them 
in  when  needed,  particularly  the  older  ones  who  are 
used  one  day  a week.  The  course  has  brought  older 
women  back  into  the  alumnae  association.  One 
‘refresher’  has  brought  the  church  guild  to  the  hos- 
pital for  a day  a month.  We  are  very  proud  of  her 
efforts. 

“Our  oldest  ‘refresher,’  she  is  seventy-two,  is  sure 
she  can  give  two  half-days  a week  in  great  emer- 
gency! All  nurses  who  have  had  refresher  courses 
are  carefully  indexed  as  to  availability  and  time  and 
other  preferences,  on  3 by  5 cards.” 

Glancing  through  the  cards,  the  director  read  a 
few  informative  comments,  which  gave  a very  nice 
picture  of  the  spirit  of  the  group.  In  response  to  a 
word  of  appreciation,  she  added: 

“ 1 he  success  of  such  a course  depends  on  the 
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person  who  conducts  it.  Available  federal  funds 
mean  that  you  can  get  a good  person.” 

My  next  question  was:  “Are  you  able  to  employ 
auxiliary  workers?  ” 

I he  wages  of  ward  helpers  have  been  increased 
by  fifty  cents  per  week.  We  have  trained  one  class 
of  Red  Cross  aides.  A better  classroom  has  been  set 
up  at  one  of  the  other  hospitals  where  an  evening 
course  is  now  in  progress.  We  are  only  now  gradu- 
ally working  ourselves  into  greater  work  loads.  Our 
school,  general  staff  nurses,  refreshers,  and  aides 
should  carry  us  along.” 

V 

Our  strong  points  are  excellent  food  and  friendli- 
ness. We  are  like  a family,”  stated  the  nurse  super- 
intendent of  a 150-bed  hospital  in  another  city  in 
this  same  industrial  area.  Nine  of  our  twenty-two 
doctors  have  gone  into  service,”  she  added,  “and  of 
our  three  interns,  only  one  remains. 

“We  now  have  assistant  head  nurses  on  every 
floor.  W ith  our  doctors  gone,  our  head  nurses  are 
taking  increasing  responsibility.  We  are  teaching 
them  to  do  intravenous  infusions  and  male  catheteri- 
zations. We  still  have  ten  staff  nurses  who  work  an 
eight-hour  day.” 

Do  you  think  you  will  be  able  to  maintain  good 
care  with  this  professional  group?” 

“Yes,  for  we  have  added  a ward  instructor.  She 
is  the  one  person,  above  the  head  nurses,  who 
teaches  good  care.  She  has  been  here  since  June.” 

1 his  director  of  nurses  is,  herself,  a good  teacher 
and  will  give  good  direction  to  this  new  develop- 
ment, it  seemed  to  me  as  I put  my  next  question. 

“And  have  you  auxiliary  workers?” 

Again  she  revealed  their  good  fortune. 

“A  ward  maid  and  a floor  man  are  employed  for 
each  floor,  and  ward  helpers  as  they  can  get  them. 
We  lost  our  two  orderlies  (they  were  paid  $20  per 
week)  to  the  Army.  ' 

In  addition,  each  floor  has  two  Red  Cross  nurse’s 
aides  every  day,  working  7:00-4:00  or  10:00-7:00. 

I his  is  a fine  and  helpful  group. 

“We  also  have  a senior  board  group  (many  doc- 
tors’ wives)  and  a junior  board  group  who  give 
service.  For  example,  the  junior  board  group  serve 
as  aides  giving  four  hours  of  service  twice  a week.” 

We  talked  with  one  of  the  latter  group  while 
awaiting  an  elevator.  She  implied  that  she  was  de- 
lighted with  her  opportunity  for  service.  To  think 
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of  the  planning  which  is  behind  the  successful  use 
of  these  lay  groups!  I should  have  enjoyed  lingering 
in  this  delightful  place. 

“High  school  girls  are  employed  in  the  kitchen 
after  school.  This  meant  adding  another  cook  in  the 
late  afternoon  to  give  supervision.  ’ 

I saw  several  of  them  making  attractive  salads  and 
preparing  fruit  juice.  Nice  youngsters,  they  were! 

This  was  a good  community  hospital  which  will 
get  along  because  of  its  exemplary  lay  relationship 
and  friendly  spirit.  The  wards  were  nicely  kept  and 
the  patients  were  well  cared  for.  1 he  personnel  weie 
assiduous  in  their  work. 

Uniform  Accounting  In  Every  Hospital 
in  Connecticut 

The  need  for  uniform  accounting,  statistical  and 
cost  finding  methods,  is  recognized  by  hospital  ad- 
ministrators now  as  never  before.  T his  has  been 
brought  to  our  attention  every  time  there  has  been 
a discussion  with  authorities  of  the  Plan  for  Hospital 
Care  and  it  has  been  recognized  every  time  there 
has  been  a discussion  of  compensation  rates  not  to 
mention  the  times  it  has  been  needed  when  discuss- 
ing ward  rates  for  state  cases. 

VALUE 

Cost  accounting  has  been  recognized  as  of  the  ut- 
most value  in  industry  for  a generation.  However, 
when  hospitals  are  endeavoring  to  cooperate  for  a 
solution  of  common  problems  not  only  is  cost 
accounting  needed,  but  the  same  method  of  cost 
accounting  in  every  institution.  What  then  could 
be  of  better  use  to  us  at  the  present  time  than  uni- 
form cost  accounting  in  every  Connecticut  hos- 
pital? Is  this  problem  insurmountable?  The  answer 
is,  “No.”  Is  it  possible  without  an  excessive  financial 
outlet?  The  answer  is  “Yes.”  How  is  it  to  be  done.-" 
There  are  numerous  ways  but  one  practical  method 
would  be  to  employ  a hospital  consulting  account- 
ant for  the  entire  state.  T his  is  not  a new  idea.  It 
has  already  been  accomplished  in  Rochester,  Boston 
and  New  York  and  successfully. 


This  method  is  simple  and  might  be  termed  the 
“Group  Plan.”  Such  a program  would  reduce  the 
cost  of  installation  to  a minimum;  a cost  which  eveiy 
hospital  could  afford  to  pay  since  the  cost  would  be 
distributed  proportionately. 

THE  PLAN 

Under  the  plan,  the  state  would  be  divided  into 
sections.  Each  section  would  comprise  a group  of 
hospitals.  The  accounting  consultant  would  hold 
meetings  in  each  section  for  the  purpose  of  instruct- 
ing the  hospital  accountants,  bookkeepers,  and  any 
others  interested  in  hospital  accounting  including 
the  administrators  if  they  so  desire.  The  meetings 
could  be  held  at  a different  hospital  in  each  section 
each  week  and  at  the  meetings  a complete  course 
in  uniform  accounting  would  be  given  by  the  con- 
sulting accountant.  This  program  would  cover  the 
fundamentals  of  uniform  accounting,  definitions  of 
hospital  terms  and  accounts,  the  compiling  of  statis- 
tics, the  drafting  of  bookkeeping  forms  and  their 
purpose,  the  installation  of  a uniform  accounting- 
system  and  cost  finding. 

INSTALLATION  OF  SYSTEM 

In  this  way,  the  installation  could  be  made  by  the 
accountant  in  his  own  hospital.  All  installations 
would  be  supervised  by  the  consulting  accountant 
who  would  assist  those  responsible  in  each  hospital 
in  the  actual  installation,  drafting  of  forms  and  the 
like. 

BENEFITS 

Through  the  use  of  this  method,  uniform  cost 
accounting  could  be  installed  in  the  shortest  length 
of  time  in  a maximum  number  of  institutions  at  the 
lowest  cost.  The  meetings  would  be  beneficial  and 
the  results  would  be  one  of  understanding.  Every- 
body would  benefit  because  everybody  would  speak 
the  same  language.  It  is  our  impression  that  the 
Connecticut  Hospital  Association  should  take  this 
up  as  a project  keeping  in  mind  that  it  is  one  for 
self  betterment  and  which  will  result  in  tools  which 
may  be  used  in  the  fight  for  the  survival  of  voluntary 
hospitals. 
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BOOKS  — BOOKS  — BOOKS  The  next  time  you  have  a few 

minutes  to  spare,  why  not  stop  in  and  look  over  our  miniature  library.  Cur- 
rent editions  of  medical,  x-ray,  and  physical  therapy  publications  on  hand  for 
your  inspection.  For  a few  suggestions,  see  bottom  of  inside  front  cover. 
Professional  Equipment  Company,  36  Howe  St.,  New  Haven,  Connecticut. 

(SEE  PAGE  2) 
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MEDICINE  AND  THE  WAR 


Obstetrics,  Gynecology  and  the  War 
in  Britain 

I he  paper  recently  published  in  this  Journal  on 
“Obstetrics,  Gynecology  and  the  War”  by  Dr. 
James  R.  Miller  was  reviewed  just  prior  to  its  publi- 
cation by  Prof.  James  Hendry  of  the  University  of 
Glasgow.  In  a letter  to  the  author  Dr.  Hendry  makes 
some  very  interesting  and  important  observations, 
and  they  are  published  here  with  the  knowledge 
that  they  will  greatly  add  to  the  interest  of  the  sub- 
ject so  well  discussed  by  Dr.  Miller.  Dr.  Hendry 
writes: 

“In  the  first  place  we  have  a similar  difficulty  with 
regard  to  a certain  economic  grade  of  patients. 
Private  Nursing  Homes  have  been  very  hard 
pressed  under  War  conditions  because  of  the  diffi- 
culty in  maintaining  trained  nursing  staffs  and  also 
domestic  staffs.  Several  of  our  Nursing  Homes  have 
had  to  close  down.  As  a result  the  Homes  which 
remain  are  very  much  overcrowded.  Our  Hospital 
system  is  entirely  different  from  yours  but  we  are 
having  great  difficulty  in  finding  what  one  might 
call  privileged  accommodation  for  people  of  the 
artisan  class  who  now  have  a little  money  to  spare. 

1 his  problem,  like  yours,  is  one  particularly  of  the 
highly  industrialised  area.  Some  of  our  hospitals 
have  what  are  called  Paying  Wards  where  the 
patients  do  pay  fees  and  they  are  crowded  to 
capacity.  1 here  is,  however,  still  a sufficiently  great 
demand  for  ordinary  hospital  accommodation  so 
that  we  are  in  Scotland  having  very  little  difficulty 
in  providing  all  the  clinical  material  necessary  for 
the  teaching  of  students.  In  the  South  and  in  cer- 
tain other  parts  of  England  the  disturbance  and  dis- 
persal of  hospital  work  has  made  clinical  teaching 
difficult  on  other  grounds.  I am  afraid  that  we  must 
just  wait  for  economic  levels  to  adjust  themselves. 

I am  serving  on  some  Reconstruction  Committees 
appointed  by  the  Government  in  which  we  look 
forward  to  patients  of  the  “private”  class  being- 
admitted  to  J eaching  Hospitals  (on  the  payment 
of  appropriate  fees)  but  we  are  insisting  that  such 
patients  should  still  be  included  in  the  clinical  teach- 
ing material  of  the  hospital. 


Om  experience  of  the  cancer  problem  in  Scot- 
land  is  I think  more  akin  to  what  yours  is  likely  to  I 
be  than  has  been  the  experience  of  the  centres  in  ! 
the  blitz  area  here.  At  the  beginning  of  the  war  all 
our  radium  therapy  was  held  up  by  Government 
edict  and  the  radium  was  safely  buried  in  a mine- 
shaft.  We  did  get  very  disturbing  circulars  issued 
at  that  time  pointing  out  how  dangerous  and  appar- 
ently almost  eternal  might  be  the  damage  to  the 
community  if  radium  were  dispersed  by  actual 
bomb  explosions  and  if  the  particles  became  im- 
bedded in  even  the  stonework  of  the  hospital.  Those 
advisory  memoranda  still  exist.  However  we  took 
our  courage  in  our  hands  and  we  withdrew  from 
the  safe  deposit  a sufficient  amount  of  radium  for 
ordinary  purposes.  We  have  a safe  place  in  our  own 
hospital  where  the  radium  not  in  actual  use  is  kept 
and  to  which  radium  is  returned  forthwith  when 
an  actual  emergency  arises.  In  my  own  department 
ladium  is  always  employed  in  such  a way  that  it  can 
be  removed  by  a nurse  specially  detailed  for  that 
duty,  on  hearing  the  Air  Alert  'signal.  Even  if  the 
house  surgeon  is  not  able  to  attend  at  a moment’s 
notice,  the  nurse  specially  appointed  at  each  change 
of  duty  is  capable  of  placing  the  radium  with  its 
container  in  the  portable  steel  casket  which  is  stand- 
ing by  the  patient’s  bed  and  then  another  nurse 
dashes  off  to  the  safe  deposit  already  referred  to. 

W hen  we  did  have  active  raiding  over  Glasgow  last 
year  we  found  that  it  was  rather  a nuisance  to  re- 
move the  radium  every  time  the  Alert  sounded,  so 
we  have  cut  down  the  safety  margin  still  further 
and  the  nurse  does  not  remove  the  radium  until 
actual  bombing  starts  in  the  area.  That  is  taking  a 
fairly  fine  risk  but  we  have  not  been  caupfit  out 
In  other  departments  the  radium  cannot  be  removed 
so  easily  and  there  a patient  who  has  radium  in 
situ  is  kept  m a special  deep  part  of  the  hospital 
which  appears  to  give  the  maximum  protection 
from  bomb  damage  and  would  only  be  reached  by 
a miraculous  direct  hit.  It  is  the  old 'story  in  that  the 
more  close  you  live  to  danger  the  less  anxious  you 
are  about  it.  In  actual  fact  my  department  has  a 
radium  service  going  full  blast  on  a scale  even 
gi eater  than  we  had  in  peace  time. 
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“We  are  very  much  concerned  about  venereal 
disease.  The  monograph  to  which  you  refer  is  a 
very  good  one  and  very  much  appreciated  in  this 
country.  We  are  very  alarmed  in  this  area  because 
of  the  extraordinary  increase  in  the  incidence  of 
venereal  disease.  I have  confidential  reports  on  that 
subject  which  are  most  interesting.  The  statistics 
are  based  on  the  recognition  of  primary  syphilis 
only.  It  was  found  that  an  attempt  to  base  figures 
on  the  recognition  of  acute  gonorrhoea  was  not 
satisfactory  in  that  so  many  of  those  patients  went 
to  private  doctors  with  all  the  implications  of 
secrecy  and  also  that  quite  a number  of  the  patients 
treated  themselves.  The  syphilitic  case  finds  its  way 
much  more  quickly  to  the  Public  Clinic.  The  most 
disturbing  aspect  of  this  problem  is  the  very  young- 
age  of  many  of  the  girl  victims.  We  are  having  a 
public  campaign  at  the  moment  to  try  to  secure 
control  of  this  disease.  When  I was  in  France  in  the 
last  war  the  military  authorities  had  power  to  trace 
down  the  source  of  infection  in  a new  case  and  to 
have  the  individual  responsible  detained  for  appro- 
priate treatment.  That  power  has  not  been  given  in 
this  country.  Even  in  yesterday’s  Glasgow  Herald 
there  was  a reference  to  this  problem  in  the  report 
of  a public  meeting.  It  was  there  stated  that  young- 
girls  who  had  been  persuaded  to  submit  to  treatment 
ran  away  from  the  clinics  before  their  treatment 
was  completed  and  that  the  authorities  had  not 
power  to  detain  them.  The  authorities  here  are  try- 
ing privately  to  deal  with  this  problem  but  the 
officials  who  are  engaged  in  the  work  do  run  the 
risk  of  being  indicted  for  making  false  accusations 
and  interfering  with  the  liberty  of  the  subject.  It 
has  been  suggested  that  there  should  be  a curfew 
for  young  people  and  that  young  girls  should  be 
removed  from  the  care  of  their  parents  if  those 
parents  appear  to  be  incapable  of  controlling  their 
habits. 

“We  have  now  had  more  than  three  years  of  the 
problem  raised  by  your  last  main  question.  We  had 
in  peace  time,  as  you  know,  a Territorial  Army  as 
distinct  from  our  Regular  Army.  In  this  Territorial 
Army  there  were  R.A.AI.C.  units  and  for  some 
reason  or  other  specialists  in  obstetrics  and  gyne- 
cology seem  to  have  been  unusually  attracted  to 
this  service.  In  Bristol,  Manchester  and  Glasgow  the 
most  senior  local  R.A.M.C.  Officer  in  the  Terri- 
torial Army  was  an  obstetrician.  When  the  Terri- 
torial Army  was  mobilised  all  those  men  were  called 
up  for  ordinary  War  Service.  We,  as  colleagues, 
could  not  do  very  much  in  the  matter  because  those 


men  knew  quite  well  that  they  might  be  called  up 
and  that  the  training  which  they  had  received  in  the 
army  would  be  regarded  as  conveying  an  obligation 
to  continue  to  serve  in  war  time.  Manchester  did 
contribute  so  lavishly  to  the  Territorial  service  that 
the  staff  of  St.  Mary’s  Hospital  was  seriously  de- 
pleted. Within  six  months  Professor  Dougall,  one 
of  my  greatest  friends,  had  to  be  released  to  return 
to  civil  duty.  A year  ago  we  had  to  secure  the  re- 
lease of  our  Glasgow  colleague  who  is  similarly 
involved.  The  Bristol  man,  however,  travelled  East 
in  the  same  Troop  Ship  with  my  youngest  boy 
during  the  summer  of  this  year.  He  is  in  command 
of  a General  Hospital.  Even  now  the  secretary  of 
our  Royal  College  of  Obstetricians  and  Gynecolo- 
gists is  a Surgical  Specialist  (General)  in  a Military 
Hospital.  I must  say,  however,  that  those  cases  are 
exceptions.  In  all  the  areas  there  is  a War  Emer- 
gency Committee  made  up  of  medical  members. 
They  are  informed  by  the  Man  Power  Department 
of  the  Ministry  of  Labour  how  many  doctors  are 
required  for  service  in  the  Navy,  Army  or  Air 
Force  from  time  to  time.  They  then  go  over  the 
list  of  registered  doctors  in  the  area.  Should  they 
suggest  that  a gynaecologist  go  to  the  services  then 
not  only  is  he  notified  but  the  hospitals  on  which  he 
serves  or  the  teaching  department  in  which  he  is 
employed  are  given  the  opportunity  of  presenting  a 
case  for  his  retention  in  civil  duties.  On  the  whole 
this  has  worked  perfectly  satisfactorily.  My  own 
department  in  Gynaecology  has  suffered  severely 
in  that  my  own  assistants  were  gallant  lads  who 
went  to  the  Army  and  Navy  within  a week  of  the 
outbreak  of  War.  With  sixty  gynaecological  beds 
I have  been  working  since  September  1939  with 
one  woman  assistant.  We  have  a turnover  of  more 
than  1,000  bed  patients  a year  and  an  out  patient 
department  with  about  three  times  that  number,  of 
new  patients.  I am  afraid  that  the  quality  of  out- 
work has  suffered  inevitably.  I have  I think  made 
it  clear  that  we  have  almost  secured  a sufficient 
reservation  of  trained  obstetricians  and  gynaecolo- 
gists to  cover  the  needs  of  the  civil  population.” 

Delayed  Parachute  Jumps 

A.  J.  Carlson  and  three  collaborators*  report  the 
results  of  a study  of  certain  physiological  reactions 
obtained  in  free  falls  through  the  air.  These  free  falls 
occurred  through  a distance  which  ranged  from 
8,400  to  29,300  feet.  Certain  subjective  sensations 

*Quarterly  Bull.,  Northwestern  Univ.  Med.  Sch.,  Vol.  16. 
No.  4. 
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and  mental  attitudes  experienced  in  these  delayed 
parachute  jumps  were  also  recorded. 

The  rate  of  free  fall  varied  from  1 12  to  158  m.p.h. 
The  authors  are  convinced  that  mental  reactions  are 
clear  and  rapid  in  the  calm  and  unfrightened  per- 
son during  an  extended  free  fall  through  the  air. 
The  heart  rate  was  within  normal  range  and  the 
blood  pressure  was  not  significantly  influenced,  but 
respirations  were  irregular  and  auditory  acuity  was 
definitely  diminished. 

The  authors  found  that  during  the  free  fall  the 
human  body  can  be  kept  nearly  vertical,  with  head 
up  and  without  vertical  spinning,  by  use  of  an 
accessory  “antispin”  parachute.  This  position  was 
found  to  have  certain  physiological  advantages  and 
to  reduce  the  hazards  of  parachute  jumping  which 
are  twisting  and  fouling  of  the  shroud  lines  of  the 
parachute. 

Increases  in  Tuberculosis  Abroad 

Between  1939- 1941  tuberculosis  deaths  in  England 
and  Wales  increased  1 2 per  cent.  Pulmonary  tuber- 
culosis deaths  increased  10  per  cent  during  this 
period,  while  tuberculosis  meningitis  deaths  in- 
creased 40  per  cent. 

This  increase  in  tuberculosis  deaths  is  significant, 
as  deaths  from  all  causes  did  not  advance  noticeably 
in  these  two  countries  during  this  period. 

According  to  Dr.  Percy  Stocks,  medical  statisti- 
cal officer  for  England  and  Wales,  the  closing  of 
tuberculosis  hospitals  in  the  early  days  of  the  war 
must  be  held  responsible  for  much  of  the  increased 
mortality.  Many  of  the  patients  released  from  hos- 
pitals died  earlier  than  they  might  have  done  under 
continued  hospital  care  and  they  inevitably  spread 
the  infection  among  their  families. 

The  decision  to  close  tuberculosis  hospitals  has 
since  been  reversed. 

INCREASE  AMONG  CHILDREN 

Deaths  in  1941  from  tuberculosis  of  all  forms 
among  children  under  10  years  of  age  increased  45 
per  cent  over  the  1939  figure  for  this  age  group.  This 
increase  indicates  that  English  and  Welsh  children 
have  been  coming  more  and  more  in  contact  with 
open  cases  of  the  disease  at  a time  when  their  resist- 
ance was  lowered  by  change  in  diet,  unaccustomed 
environment,  poor  milk,  lack  of  sleep,  inadequate 
rest  due  to  double  summer-time. 

Percentage  of  increase  in  the  number  of  tubercu- 
losis deaths  from  1939- 1941  is  twice  as  high  as  the 


increase  which  occurred  between  1914-16.  No  com- 
parable advance  was  noted  during  the  first  two  years 
of  World  War  I in  tuberculosis  deaths  among  young 
children. 

Doubtless  much  of  the  rise  during  this  war  can 
be  directly  traced  to  frequent  retreats  to  air-raid 
shelters  where  the  spread  of  tuberculosis  is  so  easily 
facilitated. 

Tuberculosis  deaths  in  Scotland  increased  at  an 
even  higher  rate  than  in  England  and  Wales.  Be- 
tween 1 939- 1 941  the  increase  was  18  per  cent. 
Tuberculosis  meningitis  deaths  increased  50  per  cent 
while  pulmonary  tuberculosis  deaths  increased  15 
per  cent  during  this  period. 

It  is  conceivable  that  by  1941  the  population  of 
Scotland  may  have  increased  as  a result  of  migration 
from  England,  thus  accounting  for  some  of  the 
increase  in  the  number  of  deaths. 

Tuberculosis  deaths  in  Paris  during  the  first  six 
months  of  1941  increased  10  per  cent  over  the  deaths 
in  the  first  half  of  1939.  Among  children  from  one 
to  nine  years  old  the  rise  during  this  period  was  28 
per  cent. 

The  census  of  1936  shows  that  Paris  had  at  that 
time  a population  of  2,830,000.  From  the  number 
of  food  ration  cards  issued  in  the  Fall  of  1940,  it 
appears  that  the  population  had  declined  by  400,000. 
This  14  per  cent  decline  in  the  city’s  population 
makes  the  increase  in  tuberculosis  deaths  doubly 
significant. 

Bull.  Nat.  T.B.  Assoc.,  Nov.  1942. 

Course  of  Training  for  Volunteer  Nurses 

In  a recent  issue  of  The  New  Orleans  Aledical 
and  Surgical  Journal,  Miss  Terry  Pullig,  premedical 
instructor  at  Louisiana  State  University,  suggests  a 
plan  for  training  a volunteer  corps  of  women  in  a 
streamlined  course  in  auxiliary  nursing.  This  corps 
would  be  organized  as  a military  branch,  compar- 
able to  the  WAACS  and  WAVES.  The  training 
would  consist  of  a basic  course,  after  which  the 
women  would  be  assigned  to  groups  for  specializa- 
tion. I he  course  would  be  planned  out  by  a com- 
mittee of  doctors  and  nurses  appointed  by  the  mili- 
tary authorities,  and  the  training  would  be  in  hos- 
pitals selected  for  the  purpose.  Thus  there  would  be 
produced  a corps  ot  auxiliary  nurses  capable  of  in- 
telligent and  skillful  assistance  to  registered  nurses 
under  whom  they  would  serve.  There  would  be 
three  grades  of  these  volunteer  nurses:  high  school 
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graduates,  those  who  have  finished  two  years  of 
college  work,  and  college  graduates. 

Under  this  plan  these  enlisted  nurses  could  not 
return  to  civilian  life  as  trained  nurses  without 
completing  the  accredited  three  year  course  in  nur- 
sing. The  plan  becomes  strictly  an  emergency 
measure  to  fill  the  gap  between  the  number  of 
registered  nurses  now  urgently  needed  for  the  care 
of  the  armed  forces  and  the  number  which  are  and 
will  be  available. 

War  Medicine  — Vol.  2,  No.  6 

Psychiatry  plays  a leading  role  in  this  issue  of 
War  Medicine.  The  first  article  on  “Effort  Intoler- 
ance in  Soldiers”  will  interest  in  particular  Medical 
Corps  veterans  of  World  War  I who  heard  much 
of  neurocirculatory  asthenia.  This  study  by  two 
British  physicians  comprises  500  cases  conducted  at 
Mill-Hill  Emergency  Hospital,  England.  The  pro- 
gram of  treatment  is  typical  of  the  approach  to  the 
psychiatric  problems  of  the  present  war  and  has 
already  justified  itself  by  the  results.  Drs.  Harty 
and  Gibbs  of  Boston  are  the  authors  of  an  article 
showing  wherein  lies  the  practical  value  of  an  elec- 
troencephalogram in  the  examination  of  candidates 
for  military  service.  A representative  of  the  U.  S. 
Army  Medical  Corps  and  several  representatives  of 
the  U.  S.  Naval  Medical  Reserve  Corps  are  the 
authors  of  two  papers  discussing  the  psychiatric 
examination  of  recruits  for  these  two  branches  of 
the  armed  forces.  Although  much  has  been  written 
on  the  subject  by  psychiatrists  in  civilian  practice, 
little  has  been  forthcoming  to  date  from  the  expe- 
rience of  the  psychiatrists  in  this  war. 

Drs.  R.  M.  Moore  and  J.  C.  Kennedy  of  Galves- 
ton, Texas,  in  a short  article  discuss  the  mortality 
in  penetrating  wounds  of  the  abdomen  in  civilian 
practice.  Drs.  Tillisch  and  Walsh  of  Rochester, 
Minnesota,  put  in  a word  for  our  hard  working 
test  pilots  in  a paper  entitled  “Chronic  Exhausting 
State  in  Test  Pilots.”  There  are  two  articles  on  the 
reaction  of  lecithovitellin  and  the  toxin  of  Clos- 
tridium welchii. 

Dr.  William  H.  Dunn  of  New  York  presents  an 
excellent  discussion  of  gastroduodenal  disorders  as 
a wartime  problem  in  which  he  reviews  the  litera- 
ture and  compares  the  incidence  of  this  group  of 
cases  in  the  present  war  with  that  of  World  War 
I.  The  author  makes  the  interesting  comment  that 
the  greater  number  of  cases  of  dyspepsia  in  England 
must  be  related  to  emotional  factors  growing  out  of 


the  war.  Although  there  appears  to  be  no  striking 
increase  in  the  prevalence  of  digestive  disorders 
among  American  troops,  one  must  not  overlook  the 
possibility  of  such  an  increase  with  the  lowering  of 
the  standards  of  selective  service  examinations. 

1 he  recent  epidemic  of  keratoconjunctivitis  is 
d scussed  by  two  San  Francisco  physicians  where 
the  epidemic  originated  in  September  1941.  There 
is  an  article  on  the  treatment  of  purulent  meningitis 
with  sulfadiazine,  based  on  a study  of  24  patients  in 
Washington,  D.  C.  Abstracts  from  current  litera- 
ture fill  51  pages  and  there  are  6 pages  of  book 
reviews. 

Hawaii  Recounts  Its  Experiences 

The  September-October  1942  issue  of  the  Hawaii 
Medical  Journal  is  devoted  to  a symposium  on  the 
Disposition  of  War  Casualties.  The  symposium  was 
presented  at  the  1942  meeting  of  the  Hawaii  Terri- 
torial Medical  Association  and  was  planned  as  a 
collective  review  of  experiences  in  war  surgery 
practised  by  those  on  active  duty  in  the  Navy  and 
Army  hospitals  of  Oahu  on  December  7,  1941,  and 
subsequently.  Shock,  abdominal  war  wounds,  chest 
wounds,  head  injuries,  orthopedic  wounds,  burns, 
blast  injuries  of  the  lungs— all  are  discussed  from  the 
standpoint  of  actual  experiences  emanating  from  the 
Japanese  attack  on  Pearl  Harbor.  As  in  the  case  of 
the  first  issue  of  the  Hawaii  Journal  appearing  after 
Pearl  Harbor,  this  one  also  will  be  of  historical  im- 
portance in  medical  annals  as  a valuable  record  of 
first  hand  experiences. 


FROM  THE  ARMED  FORCES 

San  Diego,  California. 

We  are  on  the  verge  of  shoving  off  again,  this 
time  for  a nice  cruise  into  the  Southwest  Pacific— 
at  least  so  we  presume  without  having  any  definite 
information.  I learn,  however,  that  this  Replacement 
Batallion  is  part  of  a Division,  and  as  such  will  very 
probably  not  continue  on  as  a unit,  but  will  be  split 
up  when  replacements  are  necessary  and  will  not 
function  as  a separate  tactical  unit.  On  that  basis  the 
future  is  uncertain  as  to  destination,  but  the  imme- 
diate objective  may  well  be  — , which  is  about  as 
close  as  I can  guess,  and  that  is  only  a guess.  Alean- 
while,  we  go  ahead  trying  to  get  gear  together,  all 
of  which  is  pretty  difficult  when  one  is  not  sure 
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where  one  is  going.  I’m  taking  fishing  tackle,  plenty 
of  knives,  soap,  ammunition  and  khaki  clothing, 
and  will  hope  for  the  best;  also  things  like  sun 
glasses,  pith  helmets,  and  a little  alcohol  to  use  as 
medical  stores  in  case  the  going  gets  rough.  We 
expect  to  live  pretty  simply,  once  we  leave  here. 

You  will  receive  a card  stating  my  new  address 
when  and  if  we  arrive— if  you  receive  any  requests 
for  same  please  pass  it  along. 

We  have  enjoyed  our  10  days  in  San  Diego, 
having  visited  most  of  the  bars,  as  a result  of  which 
I’m  just  getting  over  a touch  of  the  catarrhal  fever- 
very  unpleasant— but  not  bad  if  you  keep  well 
hvdrated  and  well  salicylated.  They  have  a fine 
drink  out  here  which  you  might  pass  on  to  Bill 
(guaranteed  to  land  you  under  a table  just  as  fast 
as  one  of  his  triple  size  highballs)— just  mix  two 
ounces  each  of  rum  and  rye,  ice  cubes,  bend  elbow 
and  chase  with  one  1 2 oz.  bottle  of  beer.  Great  stuff! 
Another  one  is  the  Vodka  Martini— also  simple.  Just 
fill  a Martini  glass  with  Vodka  and  add  a whisper  of 
Vermouth— try  it  for  that  late  afternoon  lethargy. 

Sunday  we  were  able  to  get  hold  of  a car  and 
drive  up  to  San  Clemente,  60  miles  north  on  the 
coast.  Interesting  country  but  not  many  trees. 
Pcinsettas  in  bloom,  people  sunning  on  the  beaches, 
and  lines  of  traffic  on  the  highways— but  gas  ration- 
ing begins  here  next  month. 

Got  in  a little  shooting  with  my  Colt  45  and  also 
‘with  a Springfield  this  week.  The  pistol  is  fun,  and 
1 find  I can  do  fairly  well  with  either  hand.  On  the 
rifle  range,  the  medical  officers  went  down  and  we 
each  fired  about  twenty-five  rounds,  at  300  and  500 
yards.  I did  fairly  well  at  300,  getting  8 bulls  in  12 
rounds  slow  fire,  2 in  5 rapid  fire,  but  the  payoff 
came  when  the  sergeant  in  charge  of  the  range 
spotted  me  lounging  on  the  500  line— so  he  started 
giving  me  hell,  but  soon  found  out  his  error,  then 
apologized  and  asked  if  I would  care  to  fire  a bit. 
He  got  me  a rifle  and  with  all  courtesy  explained 
how  to  fire  it,  so  I let  him  go  on  for  a while,  then 
took  aim  and  droppped  one  in  the  bulk  Somewhat 
mystified,  he  backed  off  a bit  and  I dropped 
another  one  in  the  black.  When  last  seen  the  Sarge 


was  heading  for  home  with  tail  between  legs— as  for 
me,  I quit  right  there  and  now  have  a rep  as  expert 
rifleman,  all  of  which  helps  a lot  with  these  Marines. 

By  the  way,  Marines  get  sick  like  anyone  else— I 
was  disappointed  when  100  men  out  of  the  battalion 
showed  up  for  sick  call  this  morning— and  lots  of 
cases  of  Solomonitis.  Flat  feet  too— you  should  see 
them.  Flat  dogs  and  athletes  foot  plus  catarrhal 
fever  make  up  a good  percentage  of  cases. 

Cheerio, 


October  15,  1942. 

Dear : 

Did  you  ever  go  swimming  on  a nice  October 
day  with  the  nice  sun  blazing  down  so  fiercely  that 
you  could  stay  out  for  only  a couple  of  hours? 
Well,  that’s  what  we  do  here  in  Australia— the  land 
of  the  kangaroo,  cockatoo,  iguanas,  Koaola  bears 
and  laughing  jackasses.  We  have  all  species  of  laugh- 
ing jackasses,  by  far  the  most  common  being  the 
species,  Humanus  Americanus. 

Remember  our  fishing  trip  on  the  Chesapeake 
back  in  the  good  oid  days?  Well,  I expected  that 
old  feeling  again  on  that  rather  lengthy  fishing  trip 
I took  recently.  Imagine  my  surprise  on  being  able 
to  eat  t.i.d.,  q.d. 

I am  with  the Evacuation  Hospital,  doing 

my  chosen  specialty— Medicine.  In  my  opinion  it  is 
a lucky  break  to  get  in  such  an  organization  when 
you  consider  what  a small  percentage  of  Army 
m.d.’s  actually  use  that  weapon  of  the  forgotten 
man— the  stethoscope. 

Promotions  don  t come  over  here  very  rapidly 
but  I’ll  be  glad  to  remain  a lieutenant  for  the  dura- 
tion if  I can  do  a little  medicine.  Of  course,  it  isn’t 
much  fun  over  here  for  one  interested  in  Gyn.  & 
Ohs.  whether  the  interest  be  professional  or  other- 
wise. Even  if  there  are  other  interests  than  profes- 
sional, the  materials  at  hand  are  of  rather  poor 
quality.  G.U.  is  moderately  active,  most  of  it  of  a 
medical  nature,  however. 


VICTORY 
BUY 


PROFESSIONAL  HEADACHES:  Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 
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One  of  the  fellows  in  my  unit  recently  went 

fishing  with and . I know  a little  about  a 

couple  of  units  from  a school  that  would  interest 
you  but  it  ain’t  to  be  discussed.  Our  nurses  are  good 
nurses.  No  further  comment  about  our  nurses. 

Things  get  pretty  monotonous  at  times,  especially 
when  I think  of  how  non-monotonous  they  were 
when  I left  the  United  States.  You  know  of  course 
that  I was  married  in  August— the  best  move  I have 
ever  made.  Ask  your  friends  who  own  one. 

Go  down  to  the  Post  Office,  get  a V-mail  blank 
and  write  me  all  the  dope  one  of  these  days.  It’s 
just  as  cheap  and  four  to  five  times  as  fast.  Give  my 
regards  to  anyone  you  happen  to  see. 

As  ever, 


Morrison  Field, 

West  Palm  Beach,  Florida, 
October  5,  1942 

Dear  Dr.  Weld: 

I have  been  here  about  a month  and  it  appears 
that  I am  the  first,  and  so  far  the  only,  physician 
from  the  Hartford  area  to  be  assigned  to  this  base. 
It  occurred  to  me  you  might  be  interested  in  some 
details  as  you  are  so  frequently  questioned. 

In  addition  to  the  operation  of  a station  hospital 
this  base  is  at  present  functioning  as  a pool  for  medi- 
cal officers  whence  after  varying  lengths  of  time 
they  are  transferred  to  other  temporary,  or  in  most 
cases,  permanent  stations.  There  are  approximately 
125  physicians  at  this  week’s  registration.  Last  week, 
we  shipped  out  some  20  odd  to  Carlisle  Barracks, 
Pa.,  and  about  25  to  Miami.  The  previous  week 
several  had  gone  to  Brazil,  and  others  to  such  diverse 
points  as  Alaska,  California,  and  Presqu’il,  Maine. 
Some  remain  here  only  a few  days,  others  like  my- 
self 3 weeks  and  up.  While  here  we  are  kept  very 
busy  with  a course  in  Military  and  Aviation  Medi- 
cine supervised  by  Major  H.  R.  Zeigler  from  Univ. 
of  Rochester,  N.  Y.  Most  of  the  lecturers  are 
army  physicians  with  practical  experience  in  their 
subjects,  e.g.,  Tropical  Diseases  by  a former  Ford 
Hospital  physician  who  spent  several  years  on 
Ford’s  rubber  plantation  in  Brazil;  Jungle  Warfare 
by  a escape  from  Bataan;  Arctic  Travel  by  a native 
Alaskan;  Chemical  Warfare  by  a graduate  of  the 
School  in  Washington;  Field  evacuation  of  casual- 
ties by  a Carlisle  man,  etc.  We  attend  lectures  and 


demonstrations  continuously  from  8 a.  m.  to  3:30, 
then  have  calisthenics  and  basic  military  drill  until 
5 p.  m.,  daily  except  Sunday.  On  Saturday  at  4 p.  m., 
in  lieu  of  drill,  an  examination  (written)  is  held, 
covering  the  topics  of  the  week.  It  is  really  an  ex- 
cellent course  and  Major  Ziegler  deserves  much 
credit  for  having  whipped  it  into  shape,  starting 
from  scratch  about  Aug.  1.  Our  quarters  are  in 
new  wooden  barracks,  38  single  rooms  to  each 
building  with  a bank  of  showers  on  each  of  the  two 
floors.  The  weather  has  been  unseasonably  hot,  but 
in  a few  days  one  reaches  a stage  of  equilibrium 
and  forgets  about  it. 

The  field  itself  is  the  Headquarters  of  the  Carri- 
bean  Wing,  which  means  it  is  the  jumping  off  place 
for  Libya  and  the  Middle  East.  One  sees  a continu- 
ous stream  of  men  and  supplies  leaving  at  all  hours 
of  the  day  and  night. 

I can  honestly  recommend  this  post  as  a good 
place  to  make  that  radical  adjustment  from  civilian 
practice  to  military  medicine.  They  let  you  down 
gently!  Kind  regards. 

Sincerely, 


Connecticut  Represented  On  Important 
Army  Committee 

Some  time  ago  Secretary  of  War  Stimson  ap- 
pointed a committee  of  prominent  physicians  and 
others  to  study  the  Army  medical  service  in  the 
Linked  States  and  over  seas.  The  committee  was 
created  at  the  request  of  Lt.  Gen.  Brehon  B.  Somer- 
vell, Chief  of  the  Service  of  Supply,  and  Maj.  Gen. 
James  C.  Magee,  Surgeon  General  of  the  Army.  Mr. 
Stimson  stated  that  the  object  of  this  survey  was  to 
review  professional,  administrative  and  supply  prac- 
tices in  order  to  assure  the  best  possible  medical  care 
to  the  personnel  of  the  Army  wherever  it  may  be 
stationed. 

Colonel  Sanford  H.  Wadhams,  MC-USA,  retired, 
of  Torrington  was  appointed  the  Chairman  of  the 
committee  and  Mr.  James  A.  Hamilton,  Director 
the  New  Haven  Hospital,  President  of  the  Ameri- 
can Hospital  Association,  and  an  associate  member 
of  The  Connecticut  State  Medical  Society,  is  a 
member  of  the  committee  and  Dr.  Arthur  E. 
Ruggles  of  the  Butler  Hospital,  Providence,  is  also 
a member.  There  are  nine  members  of  the  com- 
mittee and  its  preliminary  report  is  said  to  have  been 
filed  with  the  Secretary  of  War. 
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COMMITTEES  OF  THE  GENERAL  ASSEMBLY 


Public  Health  and  Safety 

Senators  Neill  (Chm.),  Mead,  Palladino,  Scott.  Clerk,  ; Messrs.  Blood 

(Chm.),  Darien;  Judson,  Woodbury;  Francis,  Durham;  Rogers,  Cornwall;  Boothbv,  Lebanon; 
Hunt,  Bethlehem;  Austin,  Coventry;  Warner,  Newington;  Wakelee,  Wolcott;  Weaver,  Hamp- 
ton; Kaminski,  Berlin;  Whitehead,  Barkhamsted;  McMullen,  East  Haddam;  Donnelly,  Thomp- 
son; Sawicki,  Griswold. 

Humane  Institutions  and  Public  Welfare 

Senators  Kremenski  (Chm.),  Haig,  Rowland,  Geelan.  Clerk,  ; Messrs. 

Lamb  (Chm.),  Plainville;  Mrs.  Woodward,  Bolton;  Mrs.  Stewart,  New  Canaan;  Ransom, 
Windsor;  Davis,  Waterford;  Edna  Edgerton,  Stamford;  Broman,  Cromwell;  Strong,  Salisbury; 
Cottrell,  North  Stonington;  Griffin,  Trumbull;  Papallo,  Meriden;  Goddard,  Granby;  Holbrook, 
Madison;  Austin,  Plymouth;  Doyan,  Griswold. 


Judiciary 

Senators  Mead  (Chm.),  Hunt,  Summa,  Whitehead,  Coles.  Clerk,  ; Messrs. 

Marsh  (Chm.),  Old  Lyme;  Wanderer,  Bethel;  Fiske,  Ellington;  Mitchell,  Greenwich;  Koskoff, 
Plainville;  Thim,  Hamden;  Conway,  Guilford;  Shapiro,  Farmington;  Gitlitz,  Milford;  Blodgett, 
Winchester;  Janson,  Westport;  Curtiss,  Norfolk;  Parr,  Chester  Clarie,  Killingly;  Appell,  New 
Britain. 

Appropriations 

Senators  Baldwin  (Chm.),  Christensen,  Field,  Dorsey,  Malkan.  Clerk,  ; 

Messrs.  Barlow  (Chm.),  Stonington;  Harper,  Middlebury;  Curtis,  Bridgewater;  O’Connor, 
Darien;  Andrews,  North  Haven;  Mrs.  Keeney,  Somers;  Twaddle,  Rocky  Hill;  Carpenter, 
Canterbury;  Abercrombie,  Stratford;  Casey,  North  Canaan;  Rockwood,  Franklin;  Campbell, 
West  Hartford;  Hubbard,  Middletown;  Ryan,  Ridgefield;  Mahaney,  Waterbury;  Hutchinson, 
Killingly;  Thatcher,  East  Hampton. 

Finance 

Senators  Brock  (Chm.),  Neil,  Kremenski,  Fenn,  RisCassi.  Clerk,  ; Messrs. 

Hoppin  (Chm.),  Farmington;  Curtis,  Newtown;  Hanmer,  Wethersfield;  Famham,  South 
Windsor;  Barrett,  Waterford;  Durst,  Colebrook;  Mrs.  Rylander,  Litchfield;  Beers,  North  Bran- 
ford; Allen,  New  Milford;  Prinzing,  Fairfield;  Hodge,  Orange;  Vochomurka,  Willington; 
Bronson,  Portland;  Bove,  New  Haven;  Membrino,  Waterbury. 


Agriculture 

Senators  Peet  (Chm.),  Bentley,  Pepin,  Barber.  Clerk, 
; Messrs.  Mitchell,  Southbury;  Hem- 
ingway, North  Haven;  Humphrey,  Canton;  Boyd,  Kent; 


Delay,  Harwinton;  Marcinek,  Killingworth;  Lamphier, 
Watertown;  Buell,  Eastford;  Holcomb,  Granby;  Palmer, 
Lisbon;  Vail,  Goshen;  Risley,  Vernon;  Hueston,  Sherman; 
Kirchberger,  Morris;  Holdridge,  Ledyard. 
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Aviation 

Senators  Field  (Chm.),  Hunt,  Latimer,  Sullivan.  Clerk, 

; Messrs.  Raynsford  (Chm.),  Salisbury; 
Ventres,  Avon;  Sebastian,  Preston;  Scholes,  Essex;  Luckner, 
Monroe;  Parodi,  Saybrook;  Baker,  Woodstock;  Hunt,  New 
Hartford;  Sanford,  Redding;  Plumb,  Prospect;  Hodge, 
Orange;  Delligan,  Stafford;  Dupuis,  Hartford;  Kelly,  Plain- 
field;  Juhasz,  Ashford. 

Banks 

Senators  Hodge  (Chm.),  Brock,  Fenn,  Sullivan.  Clerk, 

; Messrs.  Ahrens  (Chm.),  Suffield; 
Bradley,  Beacon  Falls;  Matthies,  Seymour;  Stoddard,  Wood- 
bridge;  Pattison,  Simsbury;  Innes,  Thomaston;  Stuart,  New- 
town; Allen,  Danbury;  Winslow,  Lyme;  Schmidt,  Vernon; 
Elliot,  Clinton;  Chesbro,  Scotland;  Little,  Windsor  Locks; 
Stack,  Norwalk;  Seymour,  Plymouth. 

Capitol  Furniture  and  Grounds 

Senators  Christensen  (Chm.),  Hodge,  Tobin.  Clerk, 

; Messrs.  Francis  (Chm.),  Durham; 
Breguet,  Goshen;  Ambler,  New  Milford;  Rogers,  Cornwall; 
Schnetsky,  Hartland;  Baker,  Woodstock;  Burgess,  Lebanon; 
Gillette,  Easton;  Nevius,  New  Fairfield;  Woodward,  Bolton; 
Barrows,  Union;  Dickinson,  Wilton;  McCormack,  Ansonia; 
Davis,  Voluntown;  Higgins,  New  Haven. 

Cities  and  Boroughs 

Senators  Haig  (Chm.),  Hodge,  Paladino,  Tobin.  Clerk, 

; Messrs.  Pratt  (Chm.),  Willington; 
Clark,  Orange;  Mrs.  Miller,  East  Haven;  Mrs.  Miller,  Pres- 
ton; Butler,  Southington;  Ambler,  New  Milford;  Morgan, 
New  London;  Ellsworth,  Berlin;  Clarke,  Trumbull;  Tanner, 
Woodbury;  Swathel,  Stamford;  Keith,  Manchester;  Hall, 
Milford;  Leahy,  Suffield;  Bellevance,  Plainfield;  Fox,  New 
London. 

Claims 

Senators  Bentley  (Chm.),  Parsons,  Whitehead,  Barber. 
Clerk,  ; Messrs.  Burke  (Chm.),  Green- 

wich; Kirk,  Hamden;  Rowley,  Barkhamsted;  Smith,  Adans- 
field;  Plumb,  Prospect;  Stoddard,  Woodbridge;  Carlson, 
Washington;  Bill,  North  Stonington;  Leahey,  Suffield; 
Gillette,  Easton;  Stewart,  East  Hampton;  Spencer,  New 
Hartford;  Williams,  Woodstock;  Leonard,  Wallingford; 
Crofut,  Shelton. 

Congressional  and  Senatorial  Districts  (Joint) 

Senators  Palladino  (Chm.),  Hunt,  RisCassi.  Clerk, 

; Messrs.  McManus  (Chm.),  Ridgefield; 
Downs,  Bethany;  Hemingway,  North  Haven;  Buell,  Hebron; 
Pickett,  Roxbury;  Palmer,  Lisbon;  Spencer,  Westbrook; 
Erk,  Naugatuck;  Humphrey,  Canton;  Burke,  Greenwich; 
Keith,  Manchester;  Weaver,  Hampton;  Davis,  Voluntown; 
Conroy,  Hartford;  Pepe,  Derby. 

Constitutional  Amendments  (Joint) 

Senators  Hunt  (Chm.),  Bentley,  Coles.  Clerk, 

; Messrs.  Brainard  (Chm.),  Branford;  Casey; 
North  Canaan;  Curtis,  Newtown;  Carpenter,  Canterbury; 
Kinne,  Glastonbury;  Butler,  Southington;  Beckwith,  East 
Lyme;  Mitchell,  Southbury;  Burnham,  Middlefield;  Mrs. 
Abercrombie,  Stratford;  Cottrell,  North  Stonington;  Hattin, 
Pomfret;  McCormack,  Ansonia;  Brooks,  Haddam;  McCue, 
East  Hartford. 


Contingent  Expenses  (Joint) 

Senators  Bentley  (Chm.),  Christensen,  Barber.  Clerk, 
Messrs.  Clark  (Chm.),  Orange;  Farn- 
ham,  South  Windsor;  Rice,  Cheshire;  Smith,  Colebrook;  Mrs. 
Stewart,  New  Canaan;  Mrs.  Rylander,  Litchfield;  Barrett, 
Waterford;  Judson,  Woodbury;  Prinzing,  Fairfield;  Camp- 
bell, West  Hartford;  Aderritt,  Andover;  Sawicki,  Griswold; 
Swider,  Salem;  Lampson,  East  Granby;  Chagnon,  Montville. 

Education 

Senators  Rowland  (Chm.),  Mortensen,  Christensen,  Hur- 
ley. Clerk,  ; Messrs.  Holbrook  (Chm.), 

Madison;  Baldwin,  Cheshire;  Buell,  Hebron;  Adrs.  Tavlor, 
Redding;  Miss  Nichols,  Fairfield;  Scoville,  Cornwall;  Erk, 
Naugatuck;  Hicks,  New  Canaan;  C.  Cone,  Lyme;  Airs.  Stals- 
burg,  Saybrook;  Sherwood,  Newington;  Davis,  Pomfret; 
Parmalee,  Hartland;  Walsh,  Shelton;  Potter,  Glastonbury. 

Engrossed  Bills 

Senators  Peet  (Chm.),  Adortensen.  Clerk, 

; Messrs.  Hoppin  (Chm.),  Farmington;  Janson, 

Westport. 

Executive  Nominations 

Senators  Peet  (Chm.),  Mead,  Rowland.  Clerk, 

; Messrs.  Marsh  (Chm.),  Old  Lyme;  Rock- 
wood,  Franklin;  Janson,  Westport;  Hoppin,  Farmington; 
Hodge,  Orange. 

Federal  Relations 

Senators  Mead  (Chm.),  Haig,  Scott.  Clerk, 

; Adessrs.  Nichols  (Chm.),  Fairfield;  Thim, 
Hamden;  Delay,  Harwinton;  Boyd,  Kent;  Smith,  Mansfield; 
Pease,  Somers;  O’Connor,  Darien;  Russell,  AVatertown; 
Tolies,  Southington;  Warner,  Newington;  Baldwin,  Cheshire; 
Buckley,  Norwalk;  Tomassetti,  New  Britain;  Canty,  Thomp- 
son; Pickett,  Windham. 

Fish  and  Game 

Senators  Hodge  (Chm.),  Pepin,  Baldwin,  Egan.  Clerk, 
; Adessrs.  Grossman  (Chm.),  Groton; 
Rice,  Cheshire;  Jenkins,  Sharon;  Ingham,  Haddam;  Aderitt, 
Andover;  Hastings,  Windsor;  Goettlcr,  East  Windsor;  Ritzi, 
Canterbury;  Breguet,  Goshen;  Hamzy,  Canaan;  Scholes, 
Essex;  Ellsworth,  Berlin;  Baylis,  Seymour;  Maynard,  Brook- 
Ivn ; Schailor,  Colchester. 

Forfeited  Rights 

Senators  Fenn  (Chm.),  Kremenski,  Neill,  Mulvihill.  Clerk, 
; Messrs.  Allen  (Chm.),  New  Milford; 
James,  Weston;  Hicks,  New  Canaan;  Elliott,  Clinton;  Stead- 
man, Killingworth;  Skellv,  Tolland;  Sherwood,  Newington; 
Vail,  Goshen;  Smith,  Manchester;  AVakelee,  Wolcott;  Davis, 
Pomfret;  C.  Cone,  Lvnte;  Bartlett,  Putnam;  Zbikowski,  Bris- 
tol; Sullivan,  Enfield. 

Incorporations 

Senators  Latimer  (Chm.),  Summa,  Parsons,  Sullivan.  Clerk, 
; Adessrs.  Hattin  (Chm.),  Pomfret;  Ing- 
ham, Haddam;  Bill,  North  Stonington;  Adiss  Taylor,  Red- 
ding; Spencer,  Westbrook;  Gray,  Hebron;  Beers,  North 
Branford;  Painter,  Naugatuck;  Innes,  Thomaston;  Watkins, 
Bloomfield;  Allen,  Danbury;  McDonald,  East  Windsor; 
Belcher,  Stafford;  Valenti,  Wallingford;  Blaschick,  East 
Haddam. 
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Insurance 

Senators  Dorsey  (Chin.),  Summa,  Latimer,  Tooher.  Clerk, 
; Messrs.  Ventres  (Chm.),  Avon;  Stuart, 
Newtown;  Ivinne,  Glastonbury;  Sanford,  Redding;  Barrows, 
Union;  Willsey,  Wethersfield;  Dowd,  Bridgeport;  Stevens, 
Norfolk;  Peterson,  Stratford;  Benham,  Washington;  Wat- 
kins, Bloomfield;  Winslow,  Lyme;  Degnan,  Derby;  Myers, 
East  Hartford;  Welles,  Coventry. 

Labor 

Senators  Pepin  (Chm.),  Haig,  Neill,  Rourke.  Clerk, 
; Messrs.  Wanderer,  Bethel;  Walker, 
Winchester;  La  Barge,  Middletown;  Schnetsky,  Hartland; 
Sebastian,  Preston;  Chesbro,  Scotland;  Jacobson,  Mansfield; 
Dowd,  Bridgeport;  Gerrish,  East  Haven;  Parodi,  Saybrook; 
Stewart,  New  Canaan;  Hastings,  Windsor;  Painter,  Nauga- 
tuck; Doran,  Danbury;  Urbinati,  Norwich. 

Manual  and  Roll 

Senators  Mortensen  (Chm.),  Brock,  Malkan.  Clerk, 
; Messrs.  Carpenter  (Chm.),  Canter- 
bury; Durst,  Colebrook;  Barlow,  Stonington;  Vincent,  Sims- 
bury; Constable,  Torrington. 

Military  Affairs 

Senators  Mortensen  (Chm.),  Baldwin,  Dorsey,  Spellman. 
Clerk,  ; Messrs.  Jaccocks,  Branford; 

McDermott,  East  Windsor;  Gerrish,  East  Haven;  Dickens, 
Brookfield;  Hackbarth,  Meriden;  Whitehead,  Barkhamsted; 
Burgess,  Lebanon;  Hunt,  New  Hartford;  West,  Tolland; 
Willsey,  Wethersfield;  Strong,  Salisbury;  Herman,  Bridge- 
port; Charron,  Putnam;  Boucher,  Windham;  Pepin,  Norwich. 

Motor  Vehicles 

Senators  Parsons  (Chm.),  Peet,  Pepin,  Mulvihill.  Clerk, 
; Messrs.  Counsell  (Chm.),  Stonington; 
Matthies,  Seymour;  McManus,  Ridgefield;  Brainerd,  Bran- 
ford; James,  Weston;  Russell,  Watertown;  Collins,  Colum- 
bia; Bristol,  Durham;  Eggleston,  Sharon;  Chittenden,  Guil- 
ford; Bissell,  Litchfield;  Smith,  Manchester;  Hagertv, 
Groton;  Clancy,  Ansonia;  Pierce,  Bristol. 

Railroads 

Senators  Whitehead  (Chm.),  Kremenski,  Geelan.  Clerk, 
Messrs.  Ransom  (Chm.),  Windsor; 
Hagertv,  Groton;  Bradley,  Beacon  Falls;  Rowley,  Barkham- 
sted; Walker,  Winchester;  Merriott,  Sterling;  Hueston, 
Sherman;  Goettler,  East  Windsor;  Hackbarth,  Meriden; 
Swathel,  Stamford;  Austin,  Coventry;  Bartlett,  Putnam; 
Pepe,  Derby;  Johnson,  Bozrah;  Griffin,  Enfield. 

Roads,  Bridges  and  Rivers 

Senators  Latimer  (Chm.),  Dorsey,  Peet,  Egan.  Clerk, 
; Messrs.  Vincent  (Chm.),  Simsbury; 
Airs.  Nevius,  New  Fairfield;  Hutchings,  Harwinton;  Beck- 
with, East  Lyme;  Pease,  Somers;  Dibble,  Old  Saybrook; 
Smith,  Colebrook;  Downs,  Bethany;  Burnham,  Middlefield; 
Hawkins,  Oxford;  Luckner,  Adonroe;  Miller,  Chaplin;  Tolies, 
Southington;  Pickett,  Roxbury;  Supina,  Ashford;  Rossi, 
Torrington. 

Rules  (Joint) 

Senators  Rowland  (Chm.),  Mead,  Coles.  Clerk, 

; Adessrs.  Harper  (Chm.),  Middlebury;  Airs. 


Arnold,  Westport;  Vincent,  Simsbury;  Kirk,  Hamden; 
Hutchings,  Harwinton;  Lamphier,  Watertown;  Ryan, 
Ridgefield;  Twaddle,  Rocky  Hill;  Bristol,  Durham;  Mitchell, 
Greenwich;  Morgan,  New  London;  Buell,  Eastford;  Collins, 
Columbia;  Clarie,  Killingly;  Herman,  Bridgeport. 

Shell-Fisheries 

Senators  Field  (Chm.),  Fenn,  Tooher.  Clerk, 

; Messrs.  Peterson  (Chm.),  Stratford; 
Chittenden,  Guilford;  Grossman,  Groton;  Barrett,  AVater- 
ford;  Adarcinek,  Kilingworth;  Dibble,  Old  Saybrook;  La 
Barge,  Middletown;  Edgerton,  Stamford;  Adiller,  East  Haven; 
Hall,  Milford;  Counsell,  Stonington;  Clvagnon,  Montville; 
Swider,  Salem;  Brooks,  Haddain;  Valenti,  Wallingford. 

State  Library 

Senators  Baldwin  (Chm.),  Field,  Hurley.  Clerk, 

; Adessrs.  Carlson  (Chm.),  Washington; 
Jenkins,  Sharon;  Goddard,  Granby;  Stuart,  East  Hampton; 
Scovill,  Cornwall;  Griffin,  Trumbull;  Andrews,  North 
Haven;  Holcomb,  Granby;  Adiller,  Preston;  Papallo,  Aderi- 
den;  Adarriot,  Sterling;  Fanning,  Sprague;  Olander,  Adarlboro; 
Cohen,  Colchester;  Dupuis,  Hartford. 

State  Parks  and  Reservations 

Senators  Summa  (Chm.),  Brock,  Rowland,  Spellman. 
Clerk,  ; Adessrs.  Adrs.  Arnold  (Chm.), 

Westport;  Ivaleta,  Union;  Hawkins,  Oxford;  Raynsford, 
Salisbury;  Jacocks,  Branford;  La  Grotta,  Warren;  Pattison, 
Simsbury;  Kemenski,  Berlin;  Davis,  Waterford;  Dickens, 
Brookfield;  Baylis,  Seymour;  Williams,  Woodstock;  Con- 
stable, Torrington;  Hinman,  Burlington;  Lampson,  East 
Granby. 

State  Prison 

Senators  Haig  (Chm.),  Dorsey,  Rourke.  Clerk, 

; Messrs.  Hanmer  (Chm.),  Wethersfield; 
Boothby,  Lebanon;  Hunt,  Bethlehem;  Adiss  Blood,  Darien; 
Schmidt,  Vernon;  Clark,  Trumbull;  Parmalee,  Hartland; 
Stoddard,  Woodbridge;  Stevens,  Norfolk;  Ahrens,  Suffield; 
Adiller,  Chaplin;  Higgins,  New  Haven;  Walsh,  Shelton;  Con- 
rov,  Hartford;  Degnan,  Derbv. 

News  From  Washington 

The  Seventy-Seventh  Congress  adjourned  Decem- 
ber 1 6,  after  having  been  in  continuous  session  since 
January  3;  1941.  During  this  time  numerous  bills  of 
medical  interest,  a few  of  major  importance,  were 
considered  by  the  Congress,  a large  majority  of 
which  failed  to  receive  favorable  action.  In  fact,  few 
measures  of  medical  interest  passed  other  than  those 
associated  with  the  general  war  effort.  This  should 
occasion  no  surprise,  for  the  recent  Congress  func- 
tioned through  turbulant  times.  First  the  imminence 
of  war  and  then  its  actuality  necessarily  focused 
sharply  the  attention  of  the  lawmakers  on  programs 
pointing  to  our  national  security.  Other  matters  re- 
ceived only  secondary  consideration. 

A brief  summary  of  the  action  taken  by  the  Con- 


PU BLIC  AFFAIRS 


gress  on  some  of  the  proposals  follows. 

The  bill  that  was  introduced  to  protect  diabetic 
patients  from  impure  insulin  became  a law.  Under 
this  law,  insulin  will  be  distributed  under  regulations 
promulgated  by  the  Federal  Security  Agency.  The 
enactment  of  this  legislation  became  necessary  be- 
cause of  the  expiration  of  the  insulin  patent  under 
which  the  purity  and  potency  of  insulin  has  hereto- 
fore been  regulated. 

Proposals  were  submitted  to  the  Congress  to 
authorize  the  expenditure  of  federal  funds  to  in- 
vestigate the  cause  of  encephalitis  lethargica,  to 
provide  better  facilities  for  the  treatment  of  cancer 
and  tuberculosis,  to  authorize  the  United  States 
Public  Health  Service  to  conduct  investigations  in 
relation  to  dental  diseases,  and  to  effect  a better 
control  of  occupational  diseases  in  general  and  sili- 
cosis in  particular  but  none  of  these  bills  was  en- 
acted. Congress  did  complete  action  on  the  May  bill 
prohibiting  prostitution  within  such  reasonable  dis- 
tance of  military  or  naval  establishments  as  the 
Secretary  of  War  and  Navy  may  determine  to  be 
needful  to  the  efficiency,  health,  and  welfare  of  the 
Army  and  Navy.  This  measure,  of  course,  has  for  its 
objective  a reduction  in  the  venereal  disease  inci- 
dence in  the  armed  forces. 

Federal  funds,  to  the  extent  of  $5,000,000,  were 
made  available  for  loans  to  students  pursuing  accel- 
erated medical  courses  and  certain  other  designated 
technical  courses.  Likewise  additional  funds  were 
made  available  to  the  United  States  Public  Health 
Service  for  the  training  of  nurses  to  augment  the 
supply  depleted  by  the  demands  of  the  military 
program. 

Numerous  bills  were  submitted  to  broaden  the 
field  of  operation  of  the  Social  Security  Act.  Bills 
were  proposed  to  amend  the  act  so  as  to  provide 
medical  care  for  recipients  of  public  assistance,  to 
provide  additional  aid  tov  the  blind,  to  provide  aid  to 
permanently  and  totally  disabled  individuals,  to 
bring  within  the  coverage  of  the  act  certain  em- 
ployees now  excluded,  such  as  employees  of  char- 
itable, religious,  scientific,  literary  or  educational 
institutions  but  none  of  these  received  favorable 
consideration.  Late  in  the  session  Representative 
Fdiot  introduced  his  bill  to  amend  and  extend  the 
provisions  of  the  Social  Security  Act  to  include, 
among  other  things,  sickness  and  hospitalization 
benefits.  While  this  measure  was  apparently  not 
officially  sponsored,  it  did  undertake  to  effectuate 
some  of  the  recommendations  submitted  by  the 
President  in  his  Budget  Message  in  the  early  days  of 
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the  Congress.  No  action  was  taken  on  the  bill  and  it 
died  in  the  House  Committee  on  Ways  and  Means. 

1 he  Congress  took  no  action  on  bills  to  establish 
a Chiropody  Corps  in  the  Medical  Corps  of  the 
Army  and  to  require  the  appointment  of  a chiropo- 
dist in  each  base  hospital  or  training  camp.  Meeting 
similar  fates  were  proposals  to  establish  a Pharmacy 
Corps  in  the  Army,  to  place  a registered  pharmacist 
in  charge  of  army  dispensaries  and  to  appoint  an 
officer  of  the  Veterinary  Corps  as  assistant  to  the 
Surgeon  General  of  the  Army  with  the  rank  of 
Brigadier  General.  During  the  early  days  of  the 
Congress  legislation  was  proposed  to  open  the  ranks 
of  the  Army  Medical  Corps  to  graduates  of  unap- 
proved medical  schools  but  no  action  was  taken 
on  it. 

Persistent  efforts  were  made  by  the  chiropractors 
to  secure  the  enactment  of  the  Tolan  bill  to  amend 
the  United  States  Employees’  Compensation  Act  so 
as  to  authorize  adherents  of  this  cult  to  treat  bene- 
ficiaries of  the  act,  the  bill  being  identical  with  the 
measure  sponsored  by  Representative  Tolan  in  the 
Seventy-Sixth  Congress.  This  legislation  died  on  the 
calendar  of  the  House  of  Representatives.  The 
osteopaths  were  likewise  persistent  in  their  demands 
for  recognition  at  the  hands  of  Congress  and  were 
successful  to  the  extent  that  the  Surgeon  General 
of  the  Army  was  authorized  to  appoint  osteopaths 
as  interns  in  army  hospitals  and  to  the  extent  that 
authorization  was  included  in  a bill  providing  ap- 
propriations for  the  Navy  Department  for  the  use 
of  funds  “for  the  pay  of  commissioned  medical 
officers  who  are  graduates  of  reputable  schools  of 
osteopathy.”  No  osteopath  has  been  appointed  as 
an  intern  in  an  army  hospital  nor  are  osteopaths 
eligible  for  appointment  in  the  Medical  Corps  of 
the  Navy.  The  authorizations  given  by  the  Congress 
are  permissive  in  form  only. 

While  the  so-called  Wagner-George  hospital  con- 
struction bill  received  no  consideration  by  the  Con- 
gress, the  Lanham  bill  became  a law  by  virtue  of 
which  considerable  federal  funds  were  made  avail- 
able for  the  construction,  in  distressed  areas,  of 
needed  public  works,  including  hospitals,  health 
facilities  and  clinics.  Under  this  legislation,  hospi- 
tals, clinics  and  other  health  facilities  were  aug- 
mented in  many  States  in  areas  where  existing  facil- 
ities had  proved  totally  inadequate  to  serve  the 
influx  of  population  due  to  defense  activites.  Addi- 
tional funds,  too,  were  made  available  to  the  Veter- 
ans’ Administration,  $4,557,000  to  be  exact,  for 
major  reconditioning,  replacements  and  new  con- 
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struction  of  hospitals  and  domiciliary  facilities  for 
veterans.  Other  bills  proposing  the  construction  of 
veterans’  hospitals  in  particular  communities  or 
States  failed  of  enactment. 

The  President  submitted  to  the  Congress  a recom- 
mendation for  such  additional  appropriations  as  the 
Children’s  Bureau  might  need  during  the  emergency 
for  allotment  to  the  States  for  maternal  and  child 
welfare  purposes.  Some  of  this  money,  it  was  con- 
templated, was  to  he  used  in  providing  medical, 
hospital,  obstetric  and  pediatric  care  for  the  wives 
and  children  of  men  in  military  service.  Companion 
bills  were  introduced  to  effectuate  this  recom- 
mendation but  Congress  failed  to  act  on  them.  1 he 
Children’s  Bureau  did,  however,  set  aside  a part  of 
its  regular  appropriations  for  allotments  to  the  States 
to  provide  the  indicated  services  for  the  wives  and 
children  of  servicemen. 

A bill  proposing  to  establish  a Federal  Department 
of  Health  in  which  could  be  combined  the  public 
health  activities  carried  on  by  the  various  branches 
of  the  Government  failed  of  enactment.  Likewise 
no  action  was  taken  on  another  bill,  sponsored  by 
the  Federal  Security  Agency,  to  effect  a reorgani- 
zation of  the  United  States  Public  Health  Service. 

During  the  closing  days  of  the  Congress  legis- 
lative action  was  completed  on  a Treasury  Depart- 
ment initiated  measure  to  regulate  the  growing  of 
opium  poppy  in  the  United  States  and  to  provide 
for  the  manufacture  of  opium  from  the  plants.  The 
growing  of  opium  poppy,  particularly  in  certain 
western  States,  has  created  a distinct  problem  to 
prevent  the  diversion  of  opium  obtainable  therefrom 
into  illicit  channels.  1 he  war,  too,  has  greatly  dimin- 
ished the  sources  of  supply  for  opium.  The  law  that 
was  enacted  provides  a method  by  which  both  prob- 
lems may  be  handled  by  the  Government. 

The  Congress  took  one  more  step  looking  toward 
the  provision  of  adequate  housing  for  the  Army 
Medical  Library  when  it  authorized  an  additional 
appropriation  for  the  purchase  of  a site  for  the 
building.  Apparently,  however,  this  urgent  project 
will  not  be  carried  to  completion  until  more  settled 
times. 

The  Soldiers’  and  Sailors’  Civil  Relief  Act  was 
variously  amended  to  provide  additional  civil  relief 
for  persons  in  military  service.  Of  particular  interest 
to  the  medical  profession  is  a provision  in  the 
amendatory  act  under  which  leases  for  office  space 
entered  into  by  persons  who  thereafter  go  into  mili- 
tary service  may  be  cancelled. 

The  new  Revenue  Act  will  greatly  increase  the 


tax  burden  of  physicians  as  it  will  other  federal 
income  taxpayers.  It  does  not  effect  any  changes  in 
the  deductions  that  a physician  may  claim  on 
account  of  professional  activities.  It  does  impose  an 
obligation  on  physicians  who  have  in  their  employ 
persons  receiving  wages  in  excess  of  $12  a week  a 
duty  of  withholding  the  victory  tax.  The  new  act 
eliminates  an  injustice  that  has  obtained  for  a num- 
ber of  years  in  the  manner  in  which  outstanding 
accounts  on  the  books  of  a taxpayer  at  the  time  of 
his  death  have  been  treated  for  income  tax  purposes. 
Hereafter  such  unpaid  accounts  will  not  be  con- 
sidered as  part  of  the  income  of  the  decedent  for 
the  year  of  death,  as  has  heretofore  been  the  case, 
but  will  be  taxable  when  paid,  as  a part  of  the  income 
of  the  person  who  receives  the  money.  A provision 
in  the  new  law  authorizes  a taxpayer  to  deduct 
amounts  expended  for  medical,  dental  and  hospital 
care  to  the  extent  that  such  expenses  exceed  5 per 
cent  of  the  net  income  of  the  taxpayer  but  not  in 
excess  of  $2,500  in  case  of  the  head  of  a family,  or 
$1,250  in  case  of  other  individual  taxpayers. 

Additional  funds  were  made  available  to  the 
United  States  Public  Health  Service  for  a continua- 
tion of  a program  to  provide  reserves  of  blood 
plasma  in  hospitals,  the  reserves  being  established  to 
meet  any  wartime  contingency  caused  by  enemy 
action  which  may  necessitate  blood  transfusions  to 
civilians. 

Among  the  other  bills  of  general  applicability 
that  failed  of  enactment  was  the  hardy  perennial, 
the  so-called  Capper-Epstein  health  insurance  bill, 
proposals  to  establish  a system  of  federal  medical 
academies,  to  provide  compensation  for  air  raid 
wardens  and  other  civilian  defense  workers,  to 
create  a national  physical  fitness  institute,  to  provide 
for  programs  of  physical  education  and  for  voca- 
tional rehabilitation,  to  provide  for  the  appointment 
of  women  physicians  in  the  Medical  Corps  of  the 
Army,  to  confer  on  the  United  States  Public  Health 
Service  additional  duties  with  respect  to  the  pre- 
vention of  water  pollution,  to  provide  medical  and 
hospital  treatment  and  domiciliary  care  for  members 
of  the  WAACS  and  to  veterans  of  the  present  war, 
to  provide  workmen’s  compensation  for  employees 
of  carriers  engaged  in  interstate  transportation  by 
motor  vehicles,  to  amend  the  Longshoremen’s  and 
Harbor  Workers’  Compensation  Act  so  as  to  pro- 
vide among  other  things  for  the  selection  by  the 
injured  employee  of  his  own  physician  and  to  estab- 
lish in  the  Labor  Department  a bureau  for  the  wel- 
fare of  the  deaf. 
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THE  PURSUIT  OF  AN  IDEAL 

Basil  O’Connor,  Neu > York 

The  following  paper  was  written  by  the  President  of  the  National  Foundation  for  Infantile  Paralysis , 
Inc.,  Mr.  Basil  O'Connor,  at  the  request  of  the  Journal.  It  is  timely,  since  in  February  the  F oundation  each 
year  presents  its  accomplishments  in  an  anniversary  campaign  for  funds. 


\ cute  anterior  poliomyelitis  has  been  known  to 
nian  since  the  time  of  the  Pharaohs,  as  evidenced 
by  carvings  and  skeletons  showing  the  typical 
wasting  of  limbs.  How  much  longer  it  has  worked 
its  havoc  is  a matter  for  speculation.  How  prevalent 
it  may  have  been  in  those  ancient  times  is  entirely 
unknown,  for  it  was  not  until  after  Heine  published 
his  work  on  the  subject  in  1840  that  the  medical 
profession  set  this  disease  apart  from  other  crippling- 
conditions.  Even  after  Heine  only  occasional  and 
sporadic  reports  appeared  in  the  medical  literature 
until  the  end  of  the  nineteenth  century.  'Then  the 
disease  appeared  to  become  widespread  and  epidemic 
throughout  all  Europe  with  a few  cases  reported 
occasionally  from  the  Eastern  United  States. 

These  few  cases  in  this  country  called  forth  but 
scant  attention,  particularly  from  the  public.  How- 
ever, as  epidemics  of  major  proportions  occurred  the 
public  became  increasingly  aware  of  the  disease  and 
its  crippling  after  efFects.  The  great  outbreak  of 
1916  in  the  East  created  a near  panic  among  the 
people.  During  this  and  the  next  few  years,  public 
interest  in  infantile  paralysis  increased  by  leaps  and 
bounds.  Theories  as  to  cause,  means  of  spread, 
methods  of  treatment,  were  advanced  from  all  sides. 
Research  work  multiplied  many  times  over. 

Yet,  with  all  this  increase  in  interest  and  efFort 
little  basic  information  about  this  disease  was  pub- 
lished. True,  it  had  been  found  that  the  disease  was 
due  to  a virus,  but  the  nature  and  habits  of  this  virus 
were  not  known.  T rue  also,  epidemics  were  dili- 
gently studied,  but  neither  the  method  of  spread  nor 
the  means  of  developing  resistances  was  discovered. 
Treatment  routines  were  developed,  but  they  were 
relatively  ineffectual.  Physicians  were  powerless 
either  to  prevent,  check,  or  cure  infantile  paralysis. 
Each  scientific  paper  advancing  some  new  discovery, 
some  new  lead,  or  some  new  theory  propounded  far 
more  questions  than  could  possibly  be  answered. 
Research  was  needed— continued  research  along 
lines  and  of  proportions  not  in  any  manner  pre- 
viously carried  out  and  probably  never  dreamed  of 
by  any  single  worker.  Money  for  this  was  needed 


in  sums  never  before  made  possible.  No  such  sums 
were  available. 

Then  came  the  rise  to  national  prominence  of  one 
of  the  victims  of  this  disease.  Franklin  Delano  Roose- 
velt became  President  of  this  country.  Once  more 
new  attention  was  focused  on  infantile  paralysis.  A 
new  interest  in  the  disease  arose,  divorced  from  all 
fear  and  panic.  A constructive  force  with  a new 
appeal  was  provided. 

In  1934  a small  group  of  lay  persons  who  had  been 
interested  in  this  disease,  banded  together  to  do  their 
utmost  in  behalf  of  all  the  cripples  from  poliomye- 
lit  s.  A public  appeal  was  made  for  funds  to  build 
a great  treatment  center  at  Warm  Springs,  Georgia. 
It  was  here  that  Mr.  Roosevelt  had  spent  his  time 
fighting  to  regain  his  lost  physical  powers,  fighting 
to  adjust  his  outlook  to  an  inevitable  crippling  con- 
dition. The  response  of  the  public  was  good; 
$1,016,443.59  was  provided.  A real  hospital  was 
built.  Every  use  was  made  of  the  natural  advantages 
of  this  health  resort.  Skilled  physicians,  surgeons, 
nurses,  and  physiotherapists  were  employed  to  staff 
the  institution. 

Again,  the  next  year,  a second  appeal  was  made  for 
still  more  money  for  treatment.  Again  the  public 
responded  in  a way  that  reflected  their  will  that 
something  must  be  done  about  infantile  paralysis. 

But— given  all  the  money  needed— given  a magni- 
ficent hospital— give  good  surgical  skill— all  that 
could  be  done  was  in  the  nature  of  a feeble  repair 
job.  Many  bodies  could  be  straightened  and  patients 
could  be  adjusted  to  a lifetime  of  crippling.  This 
was  not  basic;  this  was  superficial.  Hospitals  such  as 
this  could  be  built  in  every  state  of  the  Union  and 
the  real  problem  would  remain  unsolved  and  un- 
altered. 

Of  the  $2,347,774.18  raised  during  1935,  1936, 
and  1937  there  was  $241,000  set  aside  for  activities 
of  a research  commission,  an  additional  $450,948.62 
was  provided  Georgia  Warm  Springs  Foundation, 
and  the  balance  of  $1,655,825.56  was  left  with  the 
communities  in  which  it  was  raised  to  provide  medi- 
cal care  for  infantile  paralysis  patients. 
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This  not  inconsiderable  sum  of  money  was  con- 
tributed at  the  Celebrations  of  President  Roosevelt's 
Birthday,  which  arose  out  of  the  public  interest  in 
the  work  being  done  at  the  Georgia  Warm  Springs 
Foundation.  As  a result  of  that  interest  the  National 
Foundation  for  Infantile  Paralysis  was  organized  in 
January,  1938,  to  lead  and  direct  the  whole  attack 
on  infantile  paralysis.  Upon  the  organization  of  the 
National  Foundation  the  President  transferred  to  it 
exclusively  the  right  to  use  his  birthday  as  a means 
of  raising  funds  nationally  for  the  fight  against  this 
disease. 

Since  1937,  therefore,  the  Georgia  Warm  Springs 
Foundation  has  received  no  part  of  the  proceeds  of 
any  Birthday  Celebration,  except  such  funds  as  have 
been  granted  by  the  Board  of  Trustees  of  the  Na- 
tional Foundation  to  enable  the  Georgia  Warm 
Springs  Foundation  to  conduct  some  of  its  work 
and  its  research  in  connection  with  infantile 
paralysis. 

Since  January  3,  1938,  when  the  National  Founda- 
tion was  organized  an  additional  sum  of  $9,855,- 
565.52  has  been  raised.  Of  this  $4,751,626.80  has  re- 
mained with  the  local  Chapters  to  assist  in  providing 
medical,  surgical,  nursing,  and  all  needed  care  for 
infantile  paralysis  patients.  The  $5,103,938.72  that 
has  been  allocated  to  the  National  Foundation  has 
been  used  in  a three  phase  program  of  education, 
research,  and  aid  to  epidemic  areas  when  needed. 

These  sums  present  neither  the  wisdom  and  wise 
giving  of  some  one  individual  nor  the  profligacies 
of  a wealthy  organization.  Rather,  they  represent 
directly  the  will  of  the  people  to  put  an  end  to  this 
disease  that  has  plagued  them  for  so  many  centuries. 

The  National  Foundation  is  not  an  office  and  a 
staff  at  120  Broadway,  New  York  City.  It  is  all  the 
people  in  the  United  States  who  support  its  aims.  It 
is  those  who  work  in  hospitals  and  laboratories.  It  is 
the  thousands  of  doctors  and  nurses  who  serve.  It  is 
the  tens  of  thousands  of  cripples.  And  it  is  the 
millions  of  parents  who  would  do  all  in  their  power 
to  protect  their  children. 

This  is  truly  the  National  Foundation.  This  is  an 
organization  governed  by  a Board  of  Trustees  made 
up  of  thirty-one  leaders  in  various  fields  of  business, 
law,  commerce,  banking— nationally  and  interna- 
tionally powerful  figures.  These  men  take  their 
trusteeship  seriously;  they  give  of  their  time  and 
their  energy.  They  direct  the  business  affairs  of  the 
National  Foundation  with  the  same  intense  energy 


that  created  success  in  their  own  several  walks  of 
life.  They  have  been  selected  because  of  their  vision, 
their  ability  to  get  things  done,  and  their  faith  in 
the  people  of  the  United  States. 

Advice  in  technical  medical  problems  is  afforded 
by  a group  of  physicians  and  scientists  who  make 
up  the  Foundation’s  Medical  Advisory  Committees. 
Flere,  too,  the  Foundation  has  drawn  upon  the  top- 
most leaders  of  the  profession.  Thirty-seven  out- 
standing men  from  various  branches  of  medicine 
counsel  and  recommend  regarding  the  lines  of  re- 
search work  that  need  be  followed  and  as  to  who  is 
best  qualified  to  undertake  such  tasks,  and  what 
funds  should  be  allocated  for  each  project. 

The  National  Foundation  has  built  neither  its  own 
laboratories  nor  conducted  its  own  research  pro- 
gram. The  work  is  accomplished  by  means  of  grants 
made  to  existing  laboratories,  universities,  hospitals, 
and  institutions.  This  is  both  economical  and  effi- 
cacious. Any  attempt  to  gather  together  into  one 
institute  the  various  surgeons,  chemists,  biologists, 
epidemiologists,  statisticians,  engineers,  physicists, 
public  health  officers,  nurses,  and  others  needed  in 
a comprehensive  study  would  be  unwise  even 
though  it  were  possible.  Each  of  these,  surrounded 
by  his  own  working  team  in  his  own  place,  can  with 
assistance  from  the  National  Foundation  do  much 
better  than  if  he  were  uprooted  and  made  to  work 
on  a directed  program. 

Twice  each  year  the  Medical  Advisory  Com- 
mittees of  the  National  Foundation  meet  to  consider 
applications  from  those  persons  and  institutions  who 
would  follow  with  greater  intensity  some  line  of 
poliomyelitis  research.  In  one  way  it  is  most  heart- 
ening to  read  these  applications.  They  have  been 
prepared  with  thought;  may  represent  years  of 
planning  and  years  of  effort;  the  experiences  of  the 
past  are  projected  into  the  future  in  the  contem- 
plated plans  of  activity.  In  another  way  they  cause 
the  National  Foundation  to  ponder  seriously  the 
great  responsibilities  it  has  assumed.  These  applica- 
tions for  grants  directly  portray  the  great  needs  that 
exist  not  only  in  poliomyelitis  research  but  in  all 
allied  lines  of  endeavor. 

The  National  Foundation,  through  its  Medical 
Director  and  its  Director  of  Research,  has  kept  in 
touch  with  many  activities  in  many  lines  that  might 
have  a bearing  on  the  immediate  poliomyelitis  prob- 
lems. Workers  in  the  various  fields  are  approached 
with  the  thought  that  by  some  slight  additional  help 
their  work  can  be  so  directed  or  so  augmented  that 
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benefit  to  the  poliomyelitis  investigations  could  be 
secured. 

Today  there  has  been  built  up  a research  program 
most  comprehensive  in  nature,  with  only  justifiable 
duplication  and  with  a maximum  of  promise.  It  can 
be  changed  and  redirected  as  the  occasion  demands. 
Parts  can  be  dropped  and  new  activities  added. 
Every  field  within  the  realm  of  experience  of  the 
applicants,  the  administrative  staff,  and  the  Medical 
Advisory  Committees  is  being  covered.  No  man  can 
say  how  much  longer  any  one  part,  or  the  program 
as  a whole,  will  need  be  carried  on,  but  each  and 
every  problem  will  be  pursued  and  the  endeavor 
will  be  followed  until  there  is  some  answer  forth- 
coming. 

But  research  is  not  enough.  Until  the  day  of 
prevention  arrives  there  will  be  need  for  treatment 
of  poliomyelitis  patients.  One-half  of  the  money 
raised  each  year  remains  with  the  local  Chapters  to 
be  used  for  medical  care  of  patients.  Today  there  are 
2,479  Chapters  covering  2,876  of  the  3,070  counties 
in  the  United  States.  These  are  staffed  for  the  most 
part  by  volunteer  workers,  only  a few  of  the  larger 
organizations  employing  some  small  amount  of 
secretarial  and  clerical  help.  These  Chapters  are 
made  up  of  the  many  thousands  of  intelligent,  sin- 
cere lay  and  professional  people  of  this  country, 
each  of  whom  wishes  to  do  more  than  merely  give 
of  his  money  toward  the  support  of  the  program. 

It  is  not  the  aim  of  the  Chapters  to  take  over  the 
entire  responsibility  for  provision  of  medical  care 
of  poliomyelitis  patients.  Such  would  be  an  impos- 
sible and  needless  task.  The  Chapters  assist  in  inte- 
grating and  coordinating  existing  local  programs. 
They  supplement  work  already  being  done.  They 
are  prepared  to  and  do  serve  during  epidemic  and 
interepidemic  periods.  The  National  Foundation 
stands  back  of  each  of  its  Chapters  ready  to  render 
additional  aid  during  emergency  periods. 

Probably  no  other  disease  has  had  worked  out  for 
its  victims  such  a well  rounded  and  complete  pro- 
gram of  care.  Through  funds  made  available  by 
municipalities,  counties,  states,  and  the  federal  gov- 
ernment, various  phases  of  medical  care  are  avail- 
able to  those  unable  to  pay  for  or  secure  care  by 
their  own  resources.  The  Chapters  have  surveyed 
the  needs  of  each  community  and  have  filled  in  the 
gaps,  so  that  no  person,  regardless  of  any  factor, 
needs  go  without  indicated  and  wanted  care  no 


matter  for  how  long  a period  it  might  be  needed, 
no  matter  the  part  of  the  country,  the  age,  creed, 
or  station  in  life  of  the  patient.  Medical  care  is  avail- 
able in  all  forms,  whether  it  be  hospitalization  during 
the  early  infectious  stage  or  later  reconstructive 
surgery  period,  whether  it  be  nursing,  physical 
therapy,  rehabilitation,  or  other  service. 

This  is  the  plan  and  this  is  the  way  it  is  working 
out  in  most  places.  Needless  to  say,  it  is  not  perfect. 
There  is  much  room  for  improvement,  but  with  all 
its  human  imperfections  today  every  patient  who 
desires  treatment  and  for  whom  medical  skill  holds 
forth  some  promise,  treatment  can  be  secured.  This 
is  a program  involving  millions  of  dollars  and  tre- 
mendous additional  services  for  which  no  money 
ever  is  spent.  But  this  is  part  of  the  ideal  held  up 
by  the  National  Foundation— an  ideal  of  providing 
major  attacks  against  infantile  paralysis  on  all  fronts. 
As  long  as  there  is  no  prevention,  as  long  as  there  is 
only  treatment  and  no  cure,  so  long  will  it  be  neces- 
sary to  carry  on  reconstruction  and  rehabilitation 
programs  for  those  who  are  crippled. 

I11  addition  to  the  two  major  activities  of  research 
by  the  Foundation  and  medical  care  by  the  Chap- 
ters, a third  program  of  education  is  carried  out 
conjointly.  Both  the  National  Foundation  and  its 
Chapters  are  engaged  in  an  educational  program 
aimed  at  (1)  providing  a steady  flow  of  recruits  to 
the  ranks  of  technically  trained  persons;  (2)  dis- 
semination of  information  as  rapidly  as  it  is  gained 
to  professional  and  lay  groups  alike;  and  (3)  carry- 
ing to  the  people  not  only  knowledge  as  to  what 
good  medical  care  can  do,  but  also  instruction  on 
how  to  secure  and  provide  for  themselves  such 
medical  care.  This  educational  program  is  not  as 
yet  fully  developed.  More  had  to  be  learned  as  to 
what  to  teach  before  much  could  be  taught. 

As  there  is  progress  in  any  one  field  of  activity— 
be  it  research,  medical  care,  or  education— corre- 
sponding forward  steps  can  be  taken  in  the  other 
efforts.  All  these  are  tied  in,  one  with  the  other, 
through  the  National  Foundation.  Infantile  paralysis 
is  yielding  to  such  an  assault;  it  must  yield  still  fur- 
ther until  there  have  been  placed  in  the  hands  of  the 
medical  men  of  this  country  methods  by  which  this 
disease  can  be  prevented,  cured,  and  controlled. 
Until  that  day  is  reached,  there  will  be  repeated 
campaigns  for  dimes  and  dollars  from  all  the  people 
so  that  the  fight  can  be  carried  on  to  ultimate 
conquest. 
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GOOD  HOUSING  AS  AN  INFLUENCE  ON  COMMUNITY  HEALTH 

Eugene  L.  Lehr,  c.e.,  Hartford 


The  Author.  Housing  Engineer,  Connecticut  State 
Department  of  Health 


Although  a small  group  of  earnest  workers  have 
for  many  years  emphasized  the  importance  of 
safe,  decent  housing  as  a foundation  for  good  health, 
there  has  been  considerable  apathy  on  the  part  of 
the  general  public  toward  this  problem  until  re- 
cently. In  the  past,  much  of  the  appeal  for  improved 
housing  was  on  an  emotional  or  dogmatic  basis. 
There  has  always  been  some  difficulty  in  obtaining 
precise  statistical  information  as  to  the  influence  of 
poor  housing  on  the  death  rate,  or  disabling  illness, 
because  of  other  factors  which  enter  into  the  pic- 
ture: poverty,  living  habits,  racial  characteristics, 
diet,  and  the  like.  However,  sound  common  sense 
should  guide  us  to  the  conclusion  that  the  first  pre- 
requisite for  good  health  is  a sound  environment; 
that  much  can  be  done  to  raise  the  general  health 
level  of  a community  by  improvement  of  substand- 
ard, insanitary  homes. 

The  Committee  on  the  Hygiene  of  Housing  of 
the  American  Public  Health  Association  has  done 
much  to  clarify  thinking  in  respect  to  the  type  of 
housing  which  yields  dividends  in  improved  health. 
A report  issued  by  this  committee  sets  forth  the 
“Basic  Principles  of  Healthful  Housing.”  Funda- 
mental physiological  and  psychological  needs,  pro- 
tection against  contagion  and  protection  against 
accidents  are  discussed  in  considerable  detail,  to- 
gether with  suggested  minimum  standards  for  the 
attainment  of  each.  This  report  presents  one  of  the 
first  yardsticks  by  which  housing  may  be  measured 
to  determine  its  acceptability  as  healthful  living 
quarters. 

If  statistics  on  the  relationship  between  living 
conditions  and  health  are  desired,  a reliable  source 
is  the  summary  of  certain  conclusions  drawn  from 
the  National  Health  Survey  conducted  by  a divi- 
sion of  the  United  States  Public  Health  Service  in 
1935-36.  Among  statements  made  in  the  published 
report  of  the  study  are  the  following:  “Frequency 
of  illnesses  disabling  for  a week  or  longer  is  greater 
in  crowded  households;”  “There  is  a marked  in- 
crease in  the  incidence  of  pneumonia  and  tubercu- 
losis with  increase  in  crowding;”  “The  rate  of  diges- 


tive diseases  for  persons  in  households  without  in- 
side flush  toilets,  not  shared  by  other  households, 
showed  a marked  excess  over  the  rate  for  persons 
in  households  having  such  facilities.” 

In  the  term  “housing,”  this  writer  means  to  in- 
clude not  only  the  four  walls  and  roofs  of  dwellings, 
but  also  the  facilities  provided  within  those  dwell- 
ings to  make  them  liveable,  and  the  environmental 
aspects  of  their  surroundings.  When  all  these  factors 
are  considered,  it  may  readily  be  seen  that  a sub- 
urban development  of  new  homes,  well  built,  fresh- 
ly painted  and  uncrowded,  but  served  by  an  unsafe 
water  supply,  or  constructed  without  the  provision 
of  adequate  sewage  disposal,  may  be  just  as  un- 
healthful for  human  habitation  as  a crowded  city 
slum  area  of  obsolete  tenements.  In  order  to  mini- 
mize the  danger  of  such  occurrences,  new  housing 
outside  the  limits  of  public  water  supply  and  sewer- 
age systems  should  not  be  started  until  careful 
studies  have  been  made  of  the  feasibility  of  supply- 
ing pure  water,  in  adequate  quantity,  as  well  as  dis- 
posing of  the  sewage  without  nuisance  or  danger. 

I here  is  no  lack  of  evidence  to  prove  the  necessity 
for  such  a precaution,  and  to  show  that  diseases  of 
the  intestinal  tract  will  be  transmitted  if  pollution 
of  water  occurs,  or  if  sewage  is  exposed  in  places 
accessible  to  flies  or  playing  children. 

It  is  also  possible  for  a water  supply,  safe  and 
potable  at  the  source  and  in  the  distribution  system, 
to  become  contaminated  within  a dwelling  through 
faulty  plumbing  and  back  siphonage.  This  danger 
is  particularly  true  where  pressure  in  the  house 
piping  system  is  lowered  close  to  the  vacuum  point 
by  some  outside  influence,  or  by  excessive  draft 
through  pipes  of  inadequate  internal  size.  The  latter 
condition  is  a frequent  occurrence  in  old,  multi- 
story buildings  housing  several  families,  in  which 
water  pipes  have  become  obstructed  by  corrosion. 
A number  of  instances  have  been  reported  where 
polluting  material  was  drawn  into  the  water  piping 
under  such  circumstances.  A recent  survey  of  two 
hundred  and  forty-five  tenement  buildings  in  a large 
Connecticut  city  revealed  a surprisingly  large  per- 
centage where  water  pressures  were  dangerously 
reduced  under  certain  conditions  of  use.  This  sur- 
vey also  revealed  that  many  basically  sound  struc- 
tures contained  one  or  more  conditions  dangerous 
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to  health  and  safety  which  could  be  corrected  with- 
out great  expense  when  brought  to  the  owner’s 
attention.  Among  more  frequent  conditions  were 
leaky  sewer  pipes,  improper  ventilation,  infestation 
by  rats  or  vermin,  and  inadequate  means  of  escape 
from  fire. 

The  Connecticut  State  Department  of  Health  has 
given  recognition  to  the  importance  of  good  housing 
by  accepting  the  promotion  of  improved  housing 
conditions  as  an  additional  activity.  A division  of 
housing  has  been  created  within  the  bureau  of  sani- 
tary engineering.  Health  officers  have  been  encour- 
aged to  interest  themselves  in  housing  problems,  and 
many  have  done  so  in  a practical  manner.  In  some 
instances  surveys  have  been  carried  out  to  reveal 
substandard  areas.  In  one  city  the  local  health  de- 
partment added  a sanitary  engineer  to  its  staff  for 
the  express  purpose  of  carrying  out  an  inspection 
of  homes  in  blighted  areas.  A result  of  the  program 
was  the  improvement  of  many  dilapidated,  insani- 
tary, unsafe  buildings.  Similar  programs,  in  varying 
degrees  of  coverage,  have  been  carried  out  by  other 
local  departments.  A health  officer  in  one  small  city 
was  able  to  eliminate  a continual  large  number  of 
complaints  emanating  from  a relatively  small  num- 
ber of  buildings  by  means  of  a cooperative  survey 
with  the  building  department,  and  subsequent  con- 
ferences with  the  owners,  at  which  needed  improve- 
ments were  pointed  out.  Practically  all  corrections 
were  secured  without  necessity  for  court  action. 

Congestion  of  living  quarters  in  vital  centers  of 
industrial  activity  is  becoming  more  marked  with 
increasing  expansion  of  manufacturing  activity. 
There  have  been  many  efforts  to  absorb  incoming 
families  in  adequate  homes,  both  by  private  and 
government  enterprise.  Idle  rooms  have  been  listed 
and  placed  in  service,  owners  have  been  encouraged 
to  convert  buildings  for  additional  occupancy,  de- 
velopers have  built  large  numbers  of  single  family 
homes,  and  various  Federal  agencies  have  con- 
structed projects  with  dwelling  units  running  into 
the  thousands.  In  spite  of  all  these  steps,  many 


migrant  workers  have  been  forced  to  settle  in  tem- 
porary housing  facilities.  Frailer  camps  have  become 
numerous,  some  being  as  large  as  small  communities. 
Health  problems  are  numerous  in  connection  with 
many  temporary  forms  of  shelter,  frequently  in- 
volving inadequate  sanitary  facilities,  overcrowd- 
ing and  uncleanliness  both  in  individual  living  spaces 
and  in  rooms  provided  for  common  use,  as  well  as 
insanitary  conditions  around  the  premises.  The 
potential  menace  of  an  epidemic  is  always  present 
when  sanitation  is  neglected.  It  has  been  part  of  the 
function  of  the  state  health  department  to  advise 
and  assist  local  officials  in  the  control  of  temporary 
housing  problems. 

Under  existing  war  time  restrictions  of  material 
available  for  alterations  or  repairs,  it  will  become 
increasingly  difficult  to  maintain  a high  level  of 
ideal  living  conditions,  but  this  should  not  blind  the 
public  to  the  fact  that  there  is  a certain  minimum  of 
decency  below  which  no  dwelling  should  be  al- 
lowed as  living  quarters  for  human  beings.  Families 
menaced  by  insanitary,  unsafe  plumbing,  or  whose 
resistance  and  energy  are  lowered  by  acute  over- 
crowding or  lack  of  ventilation,  are  a potential 
menace  to  the  health  of  the  entire  community. 
Leaders  in  the  community  can  do  the  cause  of  pub- 
lic health  no  better  service  than  to  recoqnize  the 
desirability  of  safe,  decent  homes  for  every  family, 
and  to  assist  in  attainment  of  such  a goal  by  encour- 
agement of  programs  designed  to  improve  unhealth- 
ful dwellings,  either  by  education  of  the  public  or 
by  enforcement  of  applicable  laws.  Education  of 
the  public  is  particularly  desirable,  as  it  creates  a 
desire  for  sound  planning  for  the  future,  results  in 
voluntary  effort  toward  remedial  steps  for  existing 
poor  housing,  and  may  lead  toward  the  provision 
of  additional  good  housing.  L,aw  enforcement, 
however,  should  not  be  neglected,  as  it  can  be  of 
great  benefit  when  fairly  and  vigorously  adminis- 
tered. In  any  event,  the  well  rounded  community 
health  program  should  be  balanced  by  the  inclusion 
of  housing  betterment  as  one  component. 


BLOOD  PRESSURE?  PRESTO!  — You  are  always  asking, 

“What’s  new?”  The  Taylor  Instrument  Company  answers  with  the  introduc- 
tion of  a manometer  cuff  based  on  an  entirely  new  time  saving  principle.  Fits 
instantly  all  sizes  of  arms  without  twisting  or  slipping.  For  sale  by  The 
Professional  Equipment  Company.  Telephone  New  Haven  7-2138.  In  Bridge- 
port or  Hartford,  Enterprise  2530. 

(SEE  PAGE  2) 
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ASSOCIATION  OF  CONNECTICUT  TUMOR  CLINICS 
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CARCINOMA  OF  THE  LIP 

Robert  R.  Agnew,  m.d.,  Norwich 


^Tp he  tumor  clinic  of  the  William  W.  Backus 
-*•  Hospital  is  unique  in  many  respects.  When  it 
was  started  Hartford  was  the  nearest  clinic.  Patients 
came  from  a thirty  to  forte  mile  radius  for  treat- 
ment. This  made  returns  to  the  clinic  very  difficult, 
and  final  check-ups  a very  arduous  task.  Many 
patients  had  not  been  seen  or  heard  of  for  a long 
time,  therefore,  tne  percentage  of  cures  is  very  in- 
accurate. Many  of  these  people  lived  a long  way 
from  the  Clinic  and  did  not  appreciate  the  value  of 
a final  analysis.  There  were  physicians  practicing  in 
surrounding  towns  who  were  not  connected  with 
the  hospital  and  who  were  not  alert  to  the  necessity 
of  an  early  diagnosis  and  treatment  of  apparently 
innocent  skin  lesions.  Some  patients  were  from 
farming  and  seafaring  people  whose  skin  had  been 
exposed  to  sun  and  wind  for  many  years.  These 
people  presented  themselves  with  keratoses  and 
malignant  areas  of  long  standing. 

There  were  39  cases  of  carcinoma  of  the  lip  as 
shown  in  the  table  below.  These  have  all  been  on 
the  lower  lip  and  on  male  patients.  There  have  been 
no  metastases  found  in  the  neck.  Small  deep  lesions 
were  treated  by  surgeons  and  large  spreading- 
lesions  were  treated  by  x-ray.  Of  this  number, 
twenty-two  have  been  treated  by  surgery.  Of  the 
22  cases  operated  upon,  one  had  recurrence  in  the 
region  of  the  wound  which  was  afterwards  treated 
by  x-ray  and  one  had  a second  growth  on  the  other 
side  of  the  lip  which  was  also  treated  by  x-ray.  The 
statistics  for  malignancy  of  the  lip  are  represented 
in  the  following  table: 
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Of  the  158  skin  cases,  123  have  been  definitely 
diagnosed  and  treated  as  stated  in  the  table  below. 
Of  the  35  miscellaneous  cases,  only  two  have  been 
biopsied  for  diagnosis.  Many  of  the  other  patients 
refused  surgery  of  any  kind,  or  the  lesions  were 
impracticable  for  biopsy  because  of  location. 

Carcinoma  of  the  Face  from  1934-1942 
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Since  the  establishment  of  clinics  in  Willimantic 
and  New  London,  percentage  of  returns  for  final 
analyses  in  Norwich  have  improved  noticeably. 
This  proves  that  patients  are  reluctant  to  travel  a 
great  distance  to  have  a lesion  inspected  when  they 
consider  themselves  cured. 

More  clinics  in  order  to  cut  down  these  diffi- 
culties are  therefore  recommended.  This  would  of 
necessity  reduce  the  number  of  patients  in  each 
clinic  but  would  also  accommodate  more  patients. 
More  people  would  probably  return  for  a final 
check-up  and  the  statistics  be  much  improved. 


Presented  before  the  meeting  a t Norwich , April  16,  1942 


TUMOR  CLINICS 

TREATMENT  OF  HEMANGIOMAS 

Kenneth  K.  Kinney,  m.d.,  Willimantic 


/T'he  treatment  of  hemangiomas  at  the  Tumor 
Clinic  of  the  Backus  Hospital  has  been  one  of 
opportune  evolution.  When  the  Clinic  was  started 
in  1934,  Dr.  Richard  Dresser  was  our  radiological 
consultant.  Inasmuch  as  he  had  been  treating 
hemangiomas  with  radium  and  his  source  of  radium 
was  available  to  us,  we  immediately  began  to  treat 
our  first  cases  with  radium.  About  this  time  he  was 
studying  his  15  and  20  year  end  results  in  Boston 
and  was  impressed  by  the  number  of  cases  showing- 
late  radiation  changes,  as  atrophy  of  the  skin,  loss 
of  subcutaneous  fat,  and  telangiectasia. 

Previous  to  this  time,  as  we  had  had  no  radium 
available,  I had  treated  a few  cases  with  intermediate 
voltage  in  small,  widely  separated  doses.  Theo- 
retically, I think,  most  every  one  is  agreed  that  the 
intima  and  underlying  submuscularis  of  the  blood 
vessel  walls  give  a maximum  response  to  small  doses 
of  radiation  supplied  at  rather  long  intervals  of  time. 

Accordingly  when  1 had  these  few  cases  come 
into  the  Clinic  for  check-up,  Dr.  Dresser  was  evi- 
dently impressed  by  the  results  and  the  apparent 
lack  of  skin  damage.  Of  course,  prior  to  the  time  of 
shock-proof  tubes,  the  treatment  of  squirming  in- 
fants by  x-ray  was  something  of  an  undertaking. 
But  after  the  advent  of  high  milliampere  shock 
proof  and  highly  maneuverable  tube  heads,  the 
treatments  could  be  given  with  no  difficulty  and  no 
danger  in  a minute’s  time.  Consequently  we  en- 
thusiastically swung  over  to  the  routine  treatment 
of  high  voltage  radiation  with  20  m.a.  of  current, 
at  20  cm.  distance,  with  inherent  filtration  of  the 
tube  of  14  mm.  of  copper,  and  14  mm.  of  copper 
added,  giving  250  roentgen  units  in  a minute’s  time. 
The  treatment  was  repeated  every  2 or  3 months 
until  the  desired  result  was  obtained,  usually  in  one 
to  one  and  a half  year’s  time. 

Shortly  after  this  there  was  a recrudescence  in  the 
surgical  world  of  the  use  of  sclerosing  solutions.  So 
we  began  to  divide  the  cases  evenly  between  the 
surgical  and  radiation  services.  This,  however,  was 
soon  followed  by  selection  of  cases.  Those  lesions 
which  were  located  in  the  scalp,  eyebrows,  and  par- 
ticularly if  they  were  small  in  size  and  of  the  cavern- 
ous type,  were  treated  by  sclerosing  solutions;  the 
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others,  by  irradiation. 

We  have  3 cases  in  our  series  which  were  quite 
small  in  size,  and  were  cured  by  electrocoagulation. 

Nine  of  our  cases  were  treated  by  surgical  ex- 
cision. I hese  were  all  large  masses  of  blood  vessels 
located  in  areas  which  do  not  tolerate  radiation  too 
well,  such  as  over  the  thyroid  gland  or  over  epiphy- 
ses. In  this  series  of  nine  cases,  two  died  as  the  result 
of  treatment.  One,  in  a neighboring  hospital,  died 
shortly  after  the  operation,  and  the  postmortem 
examination  revealed  edema  of  the  brain,  passive 
congestion  of  various  organs,  patent  foramen  ovale, 
myocardial  failure,  with  relative  incompetence  of 
the  mitral  and  tricuspid  valves.  The  other  death 
which  was  in  this  hospital  was  attributed  to  anes- 
thesia. In  this  case  the  surgeon  had  just  made  the 
initial  incision  when  the  patient  stopped  breathing 
and  expired.  Autopsy  showed  marked  lymph  adeno- 
pathy of  the  abdominal  glands,  collapse  of  the  lungs, 
fatty  changes  in  the  liver,  and  relative  incompetence 
of  the  mitral  and  tricuspid  valves.  Of  course  this 
series  of  cases  is  too  small  to  be  of  statistical  value, 
but  nevertheless  it  is  indicative  of  a high  mortality 
rate  for  an  elective  procedure,  and  we  wonder  if 
there  is  a relationship  between  hemangioma  and 
other  anomalous  changes  in  the  cardiovascular 
system.  At  any  rate,  our  surgeons  now  only  attack 
these  problems  under  considerable  duress. 

A couple  of  years  ago  we  changed  our  radiation 
technique  to  135  K.V.,  20  m.a.,  at  20  cm.  distance, 
with  only  the  inherent  filtration  of  the  tube  of  % 
mm.  of  copper,  and  we  are  giving  175  r.  at  intervals 
of  two  months.  We  do  not  treat  while  the  lesion  is 
still  regressing,  only  when  it  shows  no  further  im- 
provement or  is  increasing  in  size. 

At  the  present  time  we  are  attempting  to  take 
photographs,  in  color,  of  all  patients  at  the  begin- 
ning and  at  the  end  of  treatment.  We  believe  that 
the  photo  not  only  should  show  the  lesion,  but 
should  identify  the  part,  and  if  possible  the  patient 
as  well.  Our  early  cases  were  not  photographed, 
and  when  we  began  we  used  black  and  white  pic- 
tures. We  took  a few  infra  red  photos,  but  did  not 
find  them  particularly  helpful. 

Our  youngest  patient  was  one  of  8 days,  the 
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oldest  72  years,  with  an  average  age  of  2 years.  The 
average  age  of  those  treated  by  surgery  was  5.8 
years,  and  of  those  treated  by  irradiation  was  1.1 
years.  We  believe  that  those  patients  who  are  to  be 
treated  by  irradiation  should  be  treated  as  young  as 
possible,  and  we  have  established  an  arbitrary  upper 
age  limit  of  8 years. 

In  estimating  our  results,  we  have  taken  cured  to 
mean  the  complete  regression  of  the  lesion  with  the 
establishment  of  practically  normal  appearing  skin 
over  it.  Satisfactory  to  us  means  that  the  lesion  is 
scarcely  perceptible  either  in  size,  conformity,  or 
color;  and  failure,  if  there  has  been  little  or  no 
response  to  the  treatment. 

Since  the  Clinic  was  started  in  1934  we  have  seen 
149  cases  of  hemangioma.  Of  this  number,  28  did 
not  receive  treatment.  It  seemed  interesting  that 
20%  of  all  cases  observed  were  not  treated.  Of 
these,  11,  or  40%,  were  so  advised  by  the  Clinic 
because  of  the  type,  size,  or  location  of  the  lesion. 
The  other  17  cases  evidently  preferred  to  follow  the 
ultra  conservative  method  of  expectant  treatment.  In 
15  cases  we  have  no  follow  up,  and  there  are  10 
cases  that  are  now  under  treatment.  That  leaves  96 
cases  on  which  to  base  our  statistics. 

Of  these,  22  were  treated  by  surgical  methods. 
Three  were  treated  by  electrocoagulation  and  all 
were  cured.  10  were  treated  by  the  injection  of  a 
sclerosing  solution.  The  number  of  injections  varied 
from  1 to  5,  the  average  was  2.1  injections  per 
patient.  7 were  classified  as  cured,  3 satisfactory, 
and  there  were  no  failures.  9 cases  were  treated  by 
excision;  6 were  cured,  1 recurred,  and  2 died. 

Of  the  74  cases  treated  by  irradiation,  9 were 
treated  by  radium;  7 were  cured,  and  2 were  satis- 
factory. The  treatment  varied  from  5 mgm.  hr.  with 
i/2  mm.  brass  filtration,  direct  to  lesion,  to  270  mgm. 
hr.,  with  2 mm.  lead  filter,  at  1 cm.  distance.  The 
number  of  treatments  varied  from  1 to  4,  with  an 
average  of  1.9  treatments  per  lesion. 

6 cases  had  both  radium  and  x-ray.  There  was  no 


particular  reason  for  this  type  of  treatment.  2 
cases  were  begun  with  radium  and  completed  by 
high  voltage,  and  2 were  begun  with  high  voltage 
and  completed  by  radium.  In  the  others,  the  treat- 
ments were  interchangeable.  In  this  group  of  6,  2 
were  classified  as  cured  and  4 as  satisfactory. 

The  largest  single  group  was  those  treated  by 
200  K.V.  at  20  cm.  distance,  with  % mm.  copper 
added.  Of  these  37  cases,  20  were  cured,  16  were 
satisfactory,  and  there  was  1 failure.  We  had  an 
average  of  3 treatments  per  case,  although  the  num- 
ber of  treatments  varied  from  1 to  7. 

9 cases  were  under  treatment  during  our  transi- 
tion period  of  changing  from  200  K.V.  to  135  K.V. 
Of  those  who  received  both  types  of  irradiation,  3 
were  cured,  4 were  satisfactory,  and  2 were  classi- 
fied as  failures. 

Of  the  10  cases  who  completed  treatment  at  135 
K.V.,  3 were  cured,  5 were  satisfactory,  and  2 
failed  to  respond.  The  number  of  treatments  varied 
from  1 to  10,  and  the  average  was  2.6  per  patient. 

Three  very  small  superficial  lesions  were  treated 
by  100  K.V.  unfiltered  radiation  in  doses  of  100 
roentgen  units;  one  case  had  2 treatments,  another 
3,  and  the  third  4.  Two  were  cured,  and  one  was 
satisfactory. 

Most  of  our  failures  have  come  in  recent  years 
and  with  135  K.V.  radiation.  Perhaps  we  should 
change  back  to  200  K.V.  But  I strongly  suspect  the 
real  reason  is  that  if  a lesion  does  not  definitely 
respond  in  a couple  of  treatments,  we  become  dis- 
couraged and  refer  the  case  to  the  surgical  service. 

To  recapitulate,  the  22  cases  treated  by  three  sur- 
gical methods:  namely,  sclerosing  solutions,  electro- 
coagulation, and  excision,  showed  16  to  be  cured, 
3 improved,  1 recurred,  and  2 died. 

Of  the  74  cases  treated  by  irradiation,  including 
radium,  high  voltage,  intermediate  voltage,  low 
voltage,  and  combinations  of  these,  37  were  cured, 
3 3 satisfactory,  and  4 failed  to  respond  to  treatment. 
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COUNTY  NEWS 


NEWS 

from  County  Associations 

Fairfield 

The  seventy-second  annual  banquet  of  the  Bridge- 
port Medical  Society  was  held  on  Wednesday 
evening,  January  20,  at  the  Algonquin  Club  in 
Bridgeport.  All  the  members  in  the  armed  forces 
who  were  enjoying  leave  at  that  time  were  invited 
as  guests  of  the  Society.  The  installation  of  officers 
took  place  at  this  meeting. 

Hartford 

Paul  S.  Phelps,  director  of  the  State  Department 
of  Tuberculosis  Control,  is  the  author  of  an  article 
entitled  “From  Public  Health  Viewpoint,”  pub- 
lished in  the  Bulletin  of  the  National  Tuberculosis 
Association,  December,  1942. 

At  the  annual  meeting  of  the  Hartford  Medical 
Society  held  on  January  1 at  Hunt  Memorial,  H. 
Gildersleeve  Jarvis  was  elected  president  to  succeed 
Robert  M.  Yergason.  Thomas  H.  Denne  was  chosen 
president-elect.  Other  officers  elected  were:  Walter 
Weissenborn,  secretary;  Samuel  Donner,  assistant 
secretary;  Clinton  D.  Denting,  treasurer;  Benedict 
B.  Landry,  assistant  treasurer;  Ernest  Caulfield, 
librarian;  and  Louis  P.  Hastings  and  Louis  F.  Middle- 
brook,  associate  librarians.  The  trustees  serving  for 
one  year  are  Howard  W.  Brayton,  Edward  J. 
Whalen  and  Orin  R.  Ritter.  Edward  A.  Denting  was 
named  house  committee  Member  for  three  years. 

Perry  T.  Hough,  former  medical  examiner  in 
Hartford  and  staff  pathologist  at  the  Hartford 
Hospital,  has  been  promoted  front  Major  to  Lieu- 
tenant-Colonel in  the  U.  S.  Army  Medical  Corps. 
He  is  stationed  at  Lawson  General  Hospital,  Atlanta, 
Georgia. 

Benjamin  G.  Horning,  former  city  health  officer 
of  Hartford  has  been  appointed  field  director  of  the 
W.  K.  Kellogg  Foundation  in  Battle  Creek,  Mich. 

Stanley  H.  Osborn  has  announced  the  resignation 
of  Martha  O’Malley  as  child  hygiene  physician. 

Governor  Hurley  announced  the  appointment  of 
Frank  J.  Daly,  of  Hartford,  as  successor  to  George 
Blumer.  to  the  board  of  trustees,  Mansfield  State 
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Training  School.  Charles  J.  Bartlett  has  been  reap- 
pointed to  the  Connecticut  Medical  Examining 
Board  for  a period  of  five  years.  G.  Albert  Hill  of 
the  Wesleyan  faculty  was  appointed  successor  to 
the  late  Walter  R.  Steiner  as  a member  of  the  State 
Water  Commission. 

Soil  tests  have  been  made  for  the  proposed 
$303,000  Hartford  Isolation  Hospital.  The  plan  call- 
ing for  a 90  bed  two-floor  hospital  has  been  ap- 
proved by  the  Federal  Works  Agency  in  Boston 
but  the  War  Production  Board  priority  has  not  been 
received. 

The  Hartford  Board  of  Education  will  ask  the 
Board  of  Finance  for  an  extra  appropriation  of 
$98,000  to  set  up  a system  of  day  care  centers  for 
children  of  working  mothers. 

I he  Hartford  Board  of  Health  voted  to  present 
a budget  calling  for  $157,404  for  the  year  beginning 
April  1.  This  sum  represents  a 4%  increase  over 
their  grant  for  the  current  year.  The  Board  an- 
nounced the  reelection  of  Charles  W.  Daly  as  presi- 
dent and  Ellen  O’Flaherty  as  vice-president. 

Thomas  S.  Smith,  state  chairman  of  the  National 
Foundation  for  Infantile  Paralysis  drive  has  reap- 
pointed Postmaster  Joseph  M.  Halloran  of  New 
Britain  as  Hartford  County  chairman. 

Edward  B.  Benedict,  Instructor  in  Surgery,  Har- 
vard Medical  School  and  associate  visiting  physician, 
Massachusetts  General  Hospital  gave  a most  instruc- 
tive talk  with  illustrations  at  the  meeting  of  the 
Hartford  Medical  Society  on  December  21.  His 
topic  was  “Endoscopy  With  Special  Reference  to 
Gastroscopy  Peritoneoscopy.” 

Litchfield 

A meeting  of  the  Torrington  Medical  Society  was 
held  at  the  Charlotte  Hungerford  Hospital  in  Tor- 
rington on  Wednesday,  January  6.  The  following 
officers  were  elected:  President,  Thomas  J.  Danaher; 
Vice  President,  Emerson  Hill;  Secretary-Treasurer, 
Michael  Giobbe. 

The  manner  in  which  the  increased  medical  de- 
mands are  to  be  met  with  the  decreased  number  of 
physicians  was  discussed  at  length.  It  was  decided 
that  an  effort  would  be  made  to  acquaint  the  public 
with  the  problems  the  physicians  are  facing,  and 
ask  their  cooperation.  The  society  voted  against  any 
general  fee  increase  at  this  time,  but  decided  to  con- 
sider all  house  calls  received  between  the  hours  of 
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6:00  p.  m.  and  7:00  a.  m.  as  night  calls.  A minimum 
fee  of  five  dollars  will  be  charged  between  these 
hours.  It  is  hoped  that  this  will  encourage  patients 
to  call  physicians  early  in  the  day,  and  will  help 
eliminate  a great  many  unnecessary  late  calls. 

Word  has  been  received  that  Andrew  Orlowski, 
who  is  serving  as  a Lieutenant  in  the  United  States 
Navy  Medical  Corps,  is  now  a patient  in  the  Naval 
Hospital  at  Jacksonville,  Florida.  He  is  recuperating 
from  a fractured  foot,  sustained  in  an  accident  while 
at  sea. 

New  London 

Sidney  Drobnes  has  been  appointed  Senior  Physi- 
cian at  the  Norwich  State  Hospital.  Charles  Toy  of 
the  same  institution  is  convalescing  from  an  attack 
of  pneumonia. 

Lt.  James  Moran,  U.  S.  N.,  is  home  on  a furlough 
visiting  in  New  London. 

A Plasma  Processing  Station  has  been  established 
at  the  Lawrence-Memorial  Hospital,  New  London, 
where  plasma  is  being  stored  for  future  use. 

On  January  7 the  New  London  County  Medical 
Association  was  addressed  by  Maxwell  Finland  of 
Boston  on  “Atypical  Virus  Pneumonias.”  Dr.  Fin- 
land presented  this  subject  in  a very  interesting 
manner.  Virus  pneumonia  is  being  recognized  more 
and  more  frequently  and,  as  was  emphasized,  is  not 
always  amenable  to  chemotherapy. 

On  February  4 at  Uncas-on-the-Thames  Frank 
R.  Ober  of  Boston  will  speak  before  the  Association 
of  the  subject,  “Poliomyelitis,  with  special  reference 
to  the  Kenny  Method  of  Treatment.”  This  meeting 
will  be  held  in  the  Surgical  Amphitheatre  at  8:30 
p.  m.  and  a cordial  invitation  is  given  all  interested 
to  be  present. 

A very  pleasing  and  welcome  addition  to  our 
meetings  is  the  presence  of  many  medical  officers 
of  our  Armed  Forces.  Our  January  meeting  saw 
about  15  of  them  present  and  we  are  looking  for- 
ward to  even  more  in  our  coming  meetings. 

A new  class  of  Nurses’  Aides  has  been  formed  at 
the  W.  W.  Backus  Hospital,  Norwich,  numbering 
about  25.  Some  of  them  are  already  serving  in  the 
various  wards.  They  are  proving  a great  blessing  to 
our  depleted  hospital  personnel.  Many  more  will  be 
needed  and  without  doubt  they  will  be  forthcoming. 


THE  BOSTON  DISASTER 

The  Cocoanut  Grove  fire  in  Boston  on  Novem- 
ber 28,  1942,  resulted  in  a death  toll  of  498.  The 
experiences  of  the  staff  of  the  Massachusetts  Gen- 
eral Hospital  in  caring  for  the  victims  of  this  disaster 
are  described  in  detail  by  Drs.  Faxon  and  Churchill 
in  a special  article  published  recently  in  the  Journal 
of  the  American  Medical  Association.  In  comment- 
ing on  the  lessons  learned  from  the  handling  of  the 
patients  at  the  hospital  on  that  night  the  two  physi- 
cians say  that  “One  important  defect  in  the  casualty 
organization  appeared  in  an  unexpected  quarter.  It 
was  impossible  for  those  responsible  for  the  care  of 
the  survivors  to  secure  adequate  information  regard- 
ing the  character  of  the  trauma.  1 he  predominant 
clinical  pattern  of  flesh  burns  and  severe  damage  to 
the  respiratory  tract  was  apparent  by  1:00  a.  m. 
An  inquiry  was  directed  to  authorities,  but  no  in- 
formation regarding  the  disaster  could  be  obtained. 
The  question  of  poisonous  fumes  was  immediately 
raised,  but  definite  evidence  on  this  point  is  still 
lacking. 

“Catastrophe  organization  might  well  include  ex- 
perts assigned  to  the  scene  of  disaster  to  determine 
the  nature  of  the  trauma,  the  presence  of  noxious 
fumes  and  so  on,  not  solely  to  fix  the  responsibility 
from  a legal  standpoint,  but  to  aid  in  the  treatment 
of  casualties. 

“Examination  of  the  dead  by  competent  patholo- 
gists might  well  begin  immediately  and  their  find- 
ings communicated  to  clinicians. 

“Autopsies  on  those  dying  after  clinical  appraisal 
of  symptoms  are  particularly  desirable,  not  only  for 
scientific  purposes  but  to  give  immediate  assistance 
in  the  treatment  of  the  living.” 

Another  important  point  brought  out  by  Drs. 
Faxon  and  Churchill  was  the  difficulty  in  identify- 
ing many  of  the  women  victims.  The  two  physicians 
say  that  “None  of  the  women  had  anything  on  their 
persons  which  permitted  immediate  identification. 
Their  outer  coats  had  been  deposited  in  check  rooms 
and  they  had  become  separated  from  their  purses 
and  bags.  A description  of  each  woman  was  as- 
sembled, detailing  clothing,  shoes  (usually  absent), 
jewelry,  height,  weight  and  color  of  her  hair.  This 
proved  to  be  of  slight  assistance,  and  identification 
was  made  mostly  by  inspection  of  the  bodies  by 
relatives  and  friends. 
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“This  suggests  the  recommendation  of  a standard 
method  of  identification  for  women  by  bracelet, 
anklet  or  some  similar  method.” 

Among  the  other  points  brought  out  by  the 
authors  was  the  value  of  a well  planned  and  organ- 
ized telephone  service  to  notify  hospital  administra- 
tion, staff,  nurses,  maintenance  and  department 
heads.  They  say  that  theirs  functioned  but  can  be 
much  improved. 

“The  necessity  of  the  immediate  examination  and 
separation  of  living  and  dead  at  the  very  entrance 
of  the  hospital,”  the  two  men  say,  “was  realized  only 
after  a number  of  dead  had  been  admitted  to  the 
emergency  ward.  At  once  two  medical  house 
officers  were  stationed  at  the  emergency  ward  en- 
trance for  this  purpose.  This  is  important,  and  two 
men  should  collaborate. 

“The  organization  and  division  of  staff  and  nurses 
into  teams  for  the  undressing  of  patients,  the  care  of 
clothes  and  valuables,  the  administration  of  mor- 
phine, treatment  of  shock,  dressing  of  burns  and 
wounds,  oxygen  therapy  and  surgical  procedures 
such  as  tracheotomies  proved  their  worth. 

“The  importance  of  concentration  of  casualties 
in  one  group  where  they  can  be  under  concentrated 
medical  treatment  and  isolation  procedures  can  be 
set  up  if  needed  was  clearly  demonstrated  in  this 
disaster. 

“A  further  interesting  problem  was  presented  by 
the  abrupt  and  unexpected  confinement  in  the  hos- 
pital of  39  seriously  injured  people  of  private  patient 
status.  Isolation  precautions  were  considered  impera- 
tive, so  anxious  families  and  friends  had  to  be  reck- 
oned with.  Many  requests  were  received  for  trans- 
fer to  a private  ward,  for  special  nurses  and  for 
private  surgical  and  medical  care  either  at  the  hos- 
pital or  in  other  institutions.  The  policy  was  imme- 
diately announced  that  visits  from  family  doctors 
or  consultants  at  the  request  of  patient  or  family 
would  be  welcomed.  Wholehearted  cooperation  by 
the  local  medical  profession  was  received.  Doctors 
visited  their  patients,  reassured  them  and  told  them 
under  no  condition  to  consider  removal.  Medical 
information  that  might  have  a bearing  on  their 
present  condition  was  gratefully  received  by  the 
staff.  . . . 

“The  late  (twenty-four  hour)  appearance  of 
respiratory  lesions  in  the  apparently  uninjured 
demonstrated  in  this  disaster  the  wisdom  of  hos- 
pital treatment  for  everyone  until  the  pattern  of 


the  trauma  was  fully  disclosed.  . . . 

“An  official  count  and  list  of  the  identified  dead 
should  be  made  as  quickly  as  possible  and  given  to 
police  and  press. 

“A  list  of  the  living,  giving  name  and  address,  was 
available  by  3 a.  m.  and  given  to  police  and  press 
and  was  of  great  value  in  giving  that  information 
to  anxious  relatives. 

“It  is  desirable  to  obtain  police  assistance  speedily 
to  control  yard  traffic  and  to  guard  the  hospital 
corridors  and  the  morgue.  . . . 

“ 1 he  need  for  a hospital  organization  for  the 
handling  of  emergency  disasters  and  the  collection 
of  an  ample  quantity  of  emergency  supplies  is  ob- 
vious. Thanks  to  the  efforts  of  the  Civilian  Defense, 
we  had  been  made  ‘catastrophe  minded.’  Owing  to 
practice  mobilization  and  widespread  information 
regarding  disaster  management,  everyone  per- 
formed his  duties  without  orders.  . . . Fur- 

thermore, the  quantity  of  supplies  on  hand  proved 
adequate  and  no  shortage  of  anything  was  expe- 
rienced. 

“ ‘An  emergency  anticipated  and  prepared  for 
ceases  to  be  an  emergency’.” 

Discussing  the  actual  handling  of  the  victims,  the 
two  physicians  explain  that  the  fire  started  about 
10:15  p-  M-  and  that  the  first  patients  arrived  at  the 
emergency  ward  of  the  Massachusetts  General  Hos- 
pital at  about  10:30  p.  m.  “Shortly  thereafter,”  they 
say,  “the  hospital  was  notified  of  the  disaster  and 
asked  to  be  ready  to  receive  a large  number  of 
patients.  The  hospital  organization  set  up  under 
Civilian  Defense  for  the  handling  of  air  raid  casual- 
ties had  already  been  set  into  operation.  The  house 
staff  and  nurses  on  duty  were  called  to  the  emer- 
gency ward.  The  staff  teams  for  burns  and  resusci- 
tation were  summoned.  Nurses,  social  workers  and 
others  were  notified.  By  11:15  approximately  the 
entire  organization  for  the  handling  of  these  cases 
had  been  assembled.  Additional  staff  and  other  per- 
sonnel continued  to  report  up  to  midnight.  . . .” 

By  1:30  a.  m.  39  casualties  had  been  assembled  in 
beds  in  the  emergency  ward.  By  1:45  the  burns  of 
all  patients,  as  far  as  shock  and  asphyxia  would  per- 
mit, had  been  completely  dressed,  shock  was  ade- 
quately treated,  and  asphyxiated  patients  were  re- 
ceiving oxygen  treatment. 

Between  10:30  p.  m.  and  12:45  A-  M-  casualties 
were  received  in  the  emergency  ward;  75  were 
either  dead  on  arrival  or  died  within  five  to  fifteen 
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THE  OFFICIAL  AUTOMOBILE  EMBLEM 

OF  THE  SOCIETY 

RECOGNIZED  BY  POLICE  AND  PUBLIC 

EVERYWHERE  IS 

NOW  MORE  IMPORTANT  THAN  EVER 

I 

The  Secretary’s  Office  made  a large  purchase 
before  metals  were  rationed  and  has  a sufficient 
supply  of  the  emblems  on  hand  for  delivery  to 
members. 

The  Price  Is  $2.50  Postpaid 

It  is  recommended  that  they  be  affixed  to  the 
car  with  rivets  instead  of  the  small  bolts  that  are 
provided.  Some  are  being  stolen. 


NEW  BOOKS  IN  REVIEW 


minutes  after  entering  the  door.  No  patient  that 
lived  long  enough  (fifteen  minutes  at  a maximum) 
to  have  resuscitation  measures  applied  died  during 
the  first  twelve  hour  period. 

“Some  of  the  dead,”  the  two  doctors  say,  “showed 
no  burns;  they  had  obviously  been  asphyxiated. 
Many  showed  the  cherry  red  color  of  carbon 
monoxide  poisoning.  Others  showed  burns  but 
death  from  asphyxia.  A few  were  badly  burned, 
one  to  such  an  extent  that  recognition  would  have 
been  difficult.” 

On  arrival  the  39  living  patients  showed  in  addi- 
tion to  their  injuries  the  effects  of  fright,  cold  and 
exposure,  the  authors  say.  Clothing  was  dripping- 
wet.  The  majority  were  quiet  and  cooperative. 
There  was  little  or  no  evidence  of  intoxication. 
I he  odors  of  the  fire  made  it  impossible  to  detect 
alcohol  on  the  breath. 

Regarding  treatment,  they  say  that  30  of  the  39 
patients  had  sustained  burns  of  clinical  significance. 
Many  of  these  later  showed  lung  damage.  Approxi- 
mately 33  of  the  39  patients  received  plasma  in 
quantities  of  1 to  12  units  per  individual. 

“A  full  evaluation  of  the  pulmonary  complica- 
tions,” Drs.  Faxon  and  Churchill  explain,  “must 
await  definitive  evidence  regarding  the  nature  of 
the  products  of  combustion  that  were  released  by 
the  fire.  Whether  a preponderance  of  one  specific 
noxious  gas  can  be  established  remains  to  be  seen. 
Both  nitrous  dioxide  and  phosgene  have  been  sug- 
gested.” 


Have  you  secured  your  copy  of  The  Essentials 
of  Emergency  Treatment?  It  is  selling  from  Con- 
necticut to  California. 

Order  from  Connecticut  State  Medical  Society 
258  Church  Street,  New  Haven 

Price:  Paper  $1.00  Cloth  $2.00 
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NEW  BOOKS  IN  REVIEW 

THE  MIND  AND  ITS  DISORDERS.  By  James  N.  Braw- 
nier, m.d.,  Medical  Superintendent,  Brawner’s  Sanitarium, 
Smyrna,  Georgia.  Atlanta,  Ga.:  Walter  W.  Brown  Pub- 
lishing Co.  1942.  228  pp.  $3.50. 

Reviewed  by  C.  Charles  Burlingame 

Yet  another  of  the  increasing  number  of  books  written 
for  the  benefit  of  the  general  practitioner  has  been  published 
by  Dr.  James  N.  Brawner,  Adedical  Superintendent  of 
Brawner’s  Sanitarium,  Smyrna,  Georgia.  It  is  evident  that 
the  author  has  put  a great  deal  of  thought  to,  and  has  had 
long  experience  with,  the  problem  of  the  mind  and  its  dis- 
orders. 

I he  book  is  divided  into  four  parts.  The  first  is  devoted 
to  a brief  description  of  mental  reactions  as  related  to  cere- 
bral functions.  The  second  deals  with  the  etiology,  symp- 
tomatology and  treatment  of  the  psychoses.  The  third  pre- 
sents a brief  description  of  the  neuroses  and  psychoneuroses. 
The  fourth  is  concerned  with  certain  related  subjects:  a 
Brief  discussion  of  four  types  of  criminals  (the  “atavistic”, 
the  “environmental”,  the  “diseased”,  the  “normal”);  a brief 
review  of  the  psychological  teachings  of  Herbert  Spencer 
and  Sigmund  Freud;  and  suggested  experiments  on  the 
thesis  that  the  main  function  of  the  cerebellum  is  inhibitory. 

The  author  supports  the  view  that  psychiatry  is  closely 
related  to  internal  medicine,  that  somatic  diseases  affect  the 
functioning  of  the  higher  cerebral  mechanisms,  and  that  the 
manner  in  which  the  mind  and  nervous  system  function  has 
repercussions  upon  the  functioning  of  the  body.  He  sub- 
scribes to  the  hypothesis  that  the  functional  mental  dis- 
orders are  largely  attributable  to  an  imbalance  of  varying 
degree  between  the  excitatory  and  the  inhibitory  functions 
of  the  higher  psychic  levels.  Dr.  Brawner  shares  the  dis- 
satisfaction expressed  by  so  many  psychiatrists  with  the  cur- 
rent terminology  used  in  psychiatry,  and  he  suggests  the 
adoption  of  terms  which  describe  etymologically  the  various 
conditions.  The  suffix  “phrenia”,  he  believes,  should  be 
used  to  denote  mental  reaction,  and  prefixes  should  be 
chosen  to  denote  the  type  of  mental  reaction.  He  points  out 
that  we  already  have  such  terms  as  “schizophrenia”  and 
“oligophrenia”  created  on  this  basis.  “Orthophrenia”  would 
designate  the  normal  mental  state;  “tachyphrenia”,  a mental 
state  which  is  too  swift  (as  in  manics);  “bradyphrenia”, 
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one  which  is  too  slow  (as  in  depressives) ; and  so  on.  Un- 
fortunately, the  author  has  not  made  it  a point  to  follow 
these  suggestions  to  any  great  extent  in  his  later  discussion 
of  the  psychoses,  neuroses  and  psychoneuroses,  to  indicate 
their  practicability. 

The  book  is  illustrated  by  diagrams,  showing  some  of  the 
excitatory  and  inhibitory  mechanisms  of  the  brain,  and  cer- 
tain centers  and  reaction  units  in  the  receptor  areas  of  the 
cortex  discharging  into  various  areas  of  the  brain.  It  is  in- 
dexed and  contains  a condensation  of  the  classification  of 
mental  disorders  approved  by  the  Council  of  the  American 
Psychiatric  Assocaition. 

WHEN  DOCTORS  ARE  RATIONED.  By  Dwight 
Anderson , Director  of  Public  Relations,  Medical  Society 
of  the  State  of  New  York  and  1 Margaret  Baylous,  Thera- 
pist, Charleston  General  Hospital,  Charleston,  AVest  \Tir- 
ginia.  New  York:  Cowar d-McCann,  Inc.  1942.  255  pp. 

Price  $2.00. 

Reviewed  by  Stanley  B.  AVeld 

AVith  a title  to  attract  the  unwary  the  authors  have  gath- 
ered into  this  volume  a mass  of  information  relative  to  physi- 
cians and  the  practice  of  medicine  which  should  be  accessible 
to  the  public.  In  fact,  there  is  much  here  for  the  uninformed 
because  too  busy  practitioner  in  those  vast  wide  open  spaces. 
If  Dwight  Anderson  and  Margaret  Baylous  have  done  noth- 
ing more  than  to  counteract  Paul  de  Kruif’s  mounting  pile 
of  slap  stick  articles  on  various  phases  of  medical  practice 
which  are  being  trust  down  the  throats  of  the  bewildered 
public,  they  deserve  our  commendation. 

The  picture  the  authors  paint  of  medical  practice  is  a bit 
glowing,  perhaps  idealistic,  but  it  is  interspersed  with  a 
goodly  amount  of  sound  advice  for  the  layman.  All  doctors 
should  read  the  chapter  entitled,  “Bedside  Manner  During 
the  War.”  Its  philosophy  is  sound.  The  book  deserves  a place 
on  the  physician’s  waiting  room  table  as  well  as  on  his 
library  shelf. 

A BIBLIOGRAPHY  OF  AVIATION  MEDICINE.  By 
Ebbe  Curtis  Hoff  and  John  Farquhar  Fulton.  Prepared 
for  the  Committee  on  Aviation  Medicine,  Division  of 
Medical  Sciences,  National  Research  Council,  Acting  for 
the  Committee  on  Medical  Research,  Office  of  Scientific 
Research  and  Development,  Washington,  D.  C.  Spring- 
field,  III.:  Charles  C.  Thomas.  1942.  237  pp.  Price  $4.00. 

Reviewed  by  Stanley  B.  AA7eld 

This  Bibliography  appears  as  Publication  No.  5 of  the 
Historical  Library  of  the  A ale  Medical  Library  and  as  such 
is  a worthy  companion  of  the  other  four  publications.  It 
represents  a stupendous  amount  of  labor  expended  in  col- 
lecting references  to  the  vast  and  growing  literature  on  avi- 
ation medicine.  This  literature  cuts  across  not  only  medicine 
itself,  but  embraces  nearly  all  phases  of  biological  science  and 
encroaches  extensively  upon  the  physical  and  chemical 
sciences.  Important  papers  have  been  traced  to  their  source 
in  Russian,  Japanese,  Polish,  Hungarian  and  Rumanian  peri- 
odicals. About  800  journal  files  were  hunted  down,  only 
half  of  which  were  in  the  purely  medical  field. 

The  Bibliography  is  arranged  according  to  subject  mat- 
ter, with  a scheme  which  is  simple  and  usable.  It  also  con- 
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tains  a key  to  journal  abbreviations  cited,  a key  to  abbrevia- 
tions of  handbooks  and  commemorative  volumes  cited, 
index  of  authors,  and  an  index  of  subjects.  The  more  im- 
portant and  accessible  journals  have  been  utilized  up  to 
January  1,  1942.  In  addition,  current  items  have  been  in- 
cluded through  May  31,  1942.  The  authors  have  expressed 
the  hope  that  a collection  of  aviation  medical  literature  thus 
begun  can  be  developed  on  a permanent  basis  so  that  a lend- 
ing library  can  be  established  in  association  with  the  Institute 
of  Aeronautical  Sciences. 

MANAGEMENT  OF  THE  SICK  INFANT  AND  CHILD. 
(Sixth  edition.)  By  Langley  Porter,  m.d.,  Dean  Emeritus, 
University  of  California  Medical  School  and  Professor  of 
Medicine;  and  Willicmt  E.  Carter,  m.d.,  Director  of  Univer- 
sity of  California  Hospital,  Out  Patient  Department.  St. 
Louis:  C.  V.  Mosby  Company.  1942.  977  pp.  96  illus- 
trations. $11.50. 

Reviewed  by  Frederick  P.  Rogers 

This  sixth  and  revised  edition  of  this  book  is  divided  into 
three  parts.  Part  One  is  of  eleven  chapters.  Each  chapter 
deals  with  a specific  symptom,  such  as  vomiting,  diarrhea, 
hemorrhage,  convulsions,  fever,  etc.  The  discussion  of  these 
symptoms  is  comprehensive  and  made  more  readable  by  the 
use  of  heavy  print  to  emphasize  important  aspects  of  the 
disease  in  which  the  symptom  is  found. 

Part  Two  deals  mainly  with  diseases  of  the  organ  systems 
and  is  divided  into  twelve  chapters.  Included  in  this  part 
is  a chapter  devoted  to  the  management  of  the  infectious 
diseases. 

Part  Three  of  four  chapters,  discussed  methods  of  admin- 
istering treatment  in  its  various  forms;  formulas  and  recipes; 
drugs  and  poisoning.  This  section  of  the  book  is  mainly  in 
outline  form,  and  the  section  on  drugs  is  particularly  com- 
prehensive. Thirteen  pages  are  devoted  to  the  use,  abuse, 
indication  and  contraindications  of  the  sulfonamides. 

1 he  chapter  on  behavior  written  with  the  assistance  of 
Drs.  Olga  Bridgeman  and  Mary  J.  Preston  is  well  done  from 
a practical  pediatric  point  of  view.  It  answers  well  specific 
questions  parents  so  often  put  to  a pediatrician  concerning 
fear,  training  to  continence,  anorexia  and  behavior  disorders. 

The  book  in  general  maintains  interest  in  being  up  to  date 
but  not  too  technical,  and  as  the  title  implies,  stresses  treat- 
ment and  the  methods  of  treatment  as  applied  to  the  pediatric 
age  group.  Pediatricians  and  general  practitioners  doing 
pediatrics  will  find  this  book  of  real  value. 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY. 
Military  Surgical  Manuals  Volume  II.  Prepared  and  edited 
by  the  Subcommittees  on  Ophthalmology  and  Otolaryn- 
gology of  the  Committee  on  Surgery  of  the  Division  of 
Medical  Sciences  of  the  National  Research  Council. 
Philadelphia  and  London:  W.  B.  Saunders  Co.  1942.  331 
pp.  124  illustrations.  $4.00. 

Reviewed  by  Morris  M.  Mancoll 

This  Volume  II  is  one  of  a series  of  six  volumes  written  bv 
a Subcommittee  of  the  National  Research  Council  for  the 
Army  and  Navy  Medical  Services.  It  is  a manual  prepared 
for  the  Military  Surgeons  similar  to  Loeb’s  Manual  prepared 
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Patients  with 
Long-Standing  Ptosis 

Are  Grateful 
For  Relief 
Obtained  By 
Individually 
Designed 

SPENCER 
SUPPORT 

\ , Patient  with  ex- 
0 treme  case  of  en- 
teroptosis.  Probably  has 
movable  kidney,  also. 

T>  . Same  patient  in 
^ * the  Spencer  that 
was  designed  especially 
for  her.  Note  support 
given  — and  improve- 
ment in  posture. 


A large  number  o£  doctors  have  remarked 
the  immediate  favorable  reaction  of  patients 
with  long-standing  ptosis  to  a Spencer  Sup- 
port. This  is  because  the  Spencer  has  been 
designed  especially  for  patient  after  a study 
of  patient’s  posture  habits  has  been  made. 
Thus  our  designers  are  enabled  to  create  a 
support  that  will  improve  posture. 

A Spencer  Support  gently  lifts  sagging  or- 
gans, while  allowing  freedom  at  upper  abdo- 
men. This,  plus  posture  improvement,  aids  digestion,  elim- 
ination and  improves  circulation  of  blood  through  abdo- 
men. Appetite  usually  improves.  The  patient’s  improved 
posture  induces  better  breathing,  a feeling  of  well-being 
and  a happier  outlook. 

Every  Spencer  is  individually  designed  for  patient,  of 
non-elastic  material.  Hence,  the  support  it  provides  is 
constant,  and  the  Spencer  can  be — and  IS — guaranteed 
NEVER  to  lose  its  shape.  (Spencers  have  never  been 
made  to  stretch  to  fit;  they  have  always  been  designed  to 
fit.)  Why  prescribe  a support  that  soon  loses  its  shape  and 
becomes  useless  before  worn  out?  Spencers  are  light, 
flexible,  durable,  easily  laundered. 

For  service  look  in  telephone  book  under  “Spencer 
Corsetiere”  or  write  direct  to  us. 


SPENCER 

Abdominal,  Back  and  Breast  Supports 


INDIVIDUALLY 
DESIGNED 


SPENCER,  INCORPORATED, 

137  Derby  Ave.,  New  Haven,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor's  Treatment." 


May  W e 
Send  You 
Booklet? 


for  the  World  War  of  1914-18  and  is  a distinct  improve- 
ment. It  brings  up  to  date  all  accepted  methods  of  diagnosis 
and  treatment  of  diseases  and  injuries  of  the  eye,  ear,  nose 
and  throat.  Arranged  in  sections,  each  is  edited  by  national 
and  international  authorities  on  each  subject. 

This  manual  is  written  primarily  for  the  medical  officer  in 
the  field  or  at  a military  post  who  is  entirely  on  his  own.  It 
should  enable  him  to  make  the  diagnosis  and  render  the 
proper  care  to  the  patient  until  the  latter  is  transferred  to  a 
base  hospital  where  he  can  be  given  expert  treatment  by 
ophthalmologists  and  otolaryngologists.  There  is  special 
emphasis  laid  on  the  prognosis,  thereby  enabling  the  medical 
officer  to  know  which  patient  should  remain  under  his  care 
and  be  returned  to  duty  and  which  patient  must  be  trans- 
ferred. It  stresses  traumatic  cases,  but  also  includes  the 
medical  aspects  of  the  eye,  ear,  nose  and  throat.  The  entire 
manual  is  excellently  written  and  is  very  cpncise,  and  a 
routine  treatment  is  well  outlined.  It  should  be  useful  not 
only  to  the  medical  officer  but  also  to  the  general  practitioner 
in  civilian  practice  who  is  confronted  with  like  emergencies. 
It  is  especially  of  value  to  practitioners  in  small  communities 
which  do  not  have  otolaryngologists  and  ophthalmologists. 

All  the  sections  are  excellent  and  in  particular  that  on  the 
Management  of  Wounds  of  the  Face  and  Jaw  by  V.  H. 
Kazan  jian. 

GYNECOLOGY  AND  FEMALE  ENDOCRINOLOGY. 
By  Emil  Novak,  a.b.,  m.d.,  d.sc.  (Hon  Dublin),  f.a.c.s. 
Associate  in  Gynecology,  Johns  Hopkins  Medical 
School;  Gynecologist,  Bon  Secours  and  St.  Agnes  Hos- 
pitals, Baltimore;  Fellow  American  Gynecological  Society, 
American  Association  of  Obstetrics,  Gynecologists  and 
Abdominal  Surgeons  and  Southern  Surgical  Association. 
Boston:  Little,  Brown  ek  Co.  1941.  605  pp.  425  illustra- 
tions. $10.00. 

Reviewed  by  Stanley  B.  Weld 

Emil  Novak  is  one  of  medicine’s  outstanding  teachers  of 
today.  His  presentations  of  complicated  gynecological  endo- 
crine functions  have  been  particularly  lucid;  his  contributions 
to  female  endocrinology  and  to  gynecological  pathology  are 
recognized  beyond  the  confines  of  this  continent.  In  the 
present  volume  may  be  found  the  latest  contributions  by  an 
authority,  presented  in  the  author’s  usual  interesting  and 
instructive  style. 

Perhaps  the  most  striking  impression  to  be  gained  from  a 
careful  study  of  this  volume  is  the  sanity  with  which  the 
author  approaches  the  field  of  hormone  therapy.  Because  of 
the  practical  value  of  the  book,  especially  the  portions  deal- 
ing with  diagnosis  and  treatment,  it  should  appeal  to  the 
general  practitioner  as  well  as  the  medical  student.  A thought- 
ful perusal  of  the  chapters  on  endocrinology  by  every  physi- 
cian would  do  much  to  reduce  the  present  vicious  habit  of 
promiscuous  hormone  injections. 

This  volume  contains  none  of  the  details  of  operative 
technique,  but  instead  carries  the  patient  up  to  the  point  of 
operation,  discussing  the  indications,  scope  and  purpose  of  the 
latter.  Each  chapter  closes  with  a short  bibliography.  The 
text  is  unusually  well  illustrated,  including  a large  number  of 
excellent  colored  plates.  It  is  up  to  date  in  every  way,  a 
volume  to  be  owned  and  studied  by  specialist  and  general 
practitioner  alike. 
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Demand  for  medicinal  supplies 
at  the  fighting  front  doesn’t  begin  at 
eight  o’clock  and  stop  at  five.  In  war 
there  is  no  forty -hour  week  and  casual- 
ties must  be  treated  at  all  times  — day 
and  night. 

Lilly  employees  feel  deeply  their 
obligation  to  produce  a full  share  of 
essential  therapeutic  agents.  Upper- 
most is  the  thought  that  machines 
must  turn  eight  — sixteen  — twenty- 
four  hours  a day  to  fill  the  needs  of  the 
allied  armed  forces. 
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SOCIAL  FUNCTIONS  OF  THE  MODERN  HOSPITAL 

G.  M.  Mackenzie,  m.d.,  Cooperstozun , N.  Y. 


The  Author.  Physician -in-Chief,  Alary  Imogene 
Bassett  Hospital , Cooperstown,  New  York 


As  a result  of  the  adoption  by  medicine  of  many 
L of  the  accurate  quantitative  methods  of  the 
natural  sciences,  physicians  have  been  provided 
within  the  last  fifty  years  with  an  astonishing  col- 
lection of  new  tools.  It  is  difficult  for  us  in  1943  to 
visualize  the  practice  of  medicine  without  clinical 
bacteriology  or  clinical  chemistry,  without  the  com- 
plement fixation  test  for  syphilis,  arsphenamine, 
x-rays  or  radium,  without  transfusions,  without 
insulin,  without  liver  extract.  All  of  these  are  tools 
which  we  use  every  day  and  take  for  granted,  but 
they  were  all  acquired  very  recently.  And  now  the 
knowledge  of  vitamins,  hormones,  metabolism, 
nutrition,  the  physiology  of  electrolytes  and  of 
many  other  mechanisms  and  physiologically  im- 
at  the  same  time  exciting,  and,  because  of  the  impos- 
sibility of  keeping  fully  informed,  almost  discour- 
aging. This  list  is  impressive  but  it  does  not  include 
the  therapeutic  agents  very  recently  discovered 
which  from  the  point  of  view  of  human  welfare 
are  perhaps  the  most  important  of  all:— the  sulfona- 
mides; and  as  the  tempo  of  progress  in  medicine 
increases  the  task  of  becoming  familiar  with  even 
the  most  important  of  the  new  diagnostic  proce- 
dures and  therapeutic  agents  steadily  becomes  more 
I difficult.  We  are  beginning  to  reap  the  harvest  from 


the  seed  which  was  sown  when  medicine  began  to 
strive  to  attain  the  status  of  a science. 

New  opportunities  are  presented  to,  and  new 
obligations  are  imposed  upon,  hospitals  by  the  pro- 
found disruption  of  our  usual  way  of  life  which  the 
war  has  caused.  Many  hospitals  and  many  com- 
munities already  are  acutely  aware  of  the  shortage 
of  physicians.  Before  long  many  more  hospitals  will 
doubtless  share  the  same  problem.  Two-thirds  of 
the  80,000  medical  men  in  this  country  under  45 
years  of  age,  we  are  told,  must  be  taken  by  the  armed 
forces.  Here  is  a new  challenge  to  hospitals.  What 
contribution  will  they  make  in  this  crisis?  Already 
they  are  contributing  in  many  ways:  releasing  doc- 
tors and  nurses,  carrying  on  with  smaller  staffs, 
training  and  making  greater  use  of  nurse’s  aides, 
organizing  emergency  medical  field  units  and  other 
emergency  services.  There  will  be  great  need  for 
hospital  administrators  and  hospital  staffs  to  study 
methods  to  increase  efficiency,  to  centralize  medical 
care  in  hospitals,  to  devise  ways  and  means  for 
physicians  remaining  in  civilian  practice  to  organize 
their  work  on  a better  time-saving  basis.  By  extend- 
ing its  activities  in  the  field  of  prevention  the  hos- 
pital can  make  an  important  contribution  to  the  war 
effort;  and  prevention,  of  course,  includes  early 
recognition  and  early  treatment.  A program  of  pre- 
vention or  health  conservation,  or,  better,  health 
improvement  of  this  sort  would  take  the  hospital 
increasingly  into  educational  activities.  Any  reduc- 
tion in  the  incidence  of  disease  among  the  civilian 
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population  including  workers  in  war  industries,  will 
he  a significant  contribution  to  the  war  effort. 

The  progress  of  medicine  and  the  growth  of 
social  consciousness  have  created  a great  public 
demand  for  hospitals  and  hospitalization;  as  this 
demand  has  increased  a great  variety  of  hospitals 
has  developed.  We  have  the  great  medical  centers 
and  richly  endowed  university  hospitals  equipped 
and  staffed  for  teaching,  research  and  the  best  type 
of  medical  care.  They  are  magnificent  temples  of 
medicine;  but  we  have  also  hundreds  of  small, 
poorly  equipped,  incompetently  staffed  proprietary 
hospitals.  Between  the  two  there  are  many  varieties— 
large  and  small,  good  and  bad,  voluntary,  proprie- 
tary, municipal,  county,  state  and  federal.  We  have 
open  staffs,  closed  staffs  and  courtesy  staffs.  It  does 
not  seem  unfair  to  say  that  except  for  a few  teaching 
institutions  a large  majority  of  the  4,494  voluntary, 
church  related  and  proprietary  hospitals  in  the 
United  States  are  operated  primarily  as  adjuncts  of 
the  private  practice  of  the  local  physicians  and  only 
secondarily  if  at  all  as  institutions  dedicated  to 
community  service.  In  spite  of  the  6,358  hospitals 
in  the  United  States  (of  which  only  2,307  are  ap- 
proved by  the  American  College  of  Surgeons)  the 
larger  proportion  of  the  care  of  the  sick  is  done  by 
doctors  seeing  patients  in  their  offices  and  visiting 
them  in  their  homes.  Clearly,  any  adequate  reor- 
ganization of  medical  care  must  take  this  into  con- 
sideration. The  hospital  fully  aware  of  its  social 
responsibilities  will  seek  some  way  of  improving 
the  conditions  of  work,  not  only  of  those  on  the 
hospital  staff  but  of  all  the  physicians  of  the  area 
served  by  the  hospital. 

Prominent  among  the  ways  in  which  the  social 
responsibilities  of  the  hospital  can  be  met  is  the 
educational  program  of  the  hospital.  A hospital  pro- 
viding an  adequate  library  and  well  organized  con- 
ferences and  willing  to  spend  money  for  these  things 
will  be  rewarded  by  applications  of  more  and  better 
interns  and  by  better  care  of  patients. 

A hospital  problem  with  important  social  impli- 
cations is  that  of  the  closed  staff.  What  is  to  be  done 
with  the  large  number  of  physicians  with  no  hos- 
pital connections?  This  problem  needs  careful  study 
and  it  needs  a solution  which  will  provide  educa- 
tional opportunities  at  the  hospital  for  all  the  physi- 
cians of  the  area  served  by  the  hospital.  The  cour- 
tesy staff  is  no  solution;  the  motivations  behind  it 
are  mostly  budgetary.  In  any  reorganization  of 
medical  practice  which  may  be  necessary  because 
of  war  needs  and  war  shortages,  or  inevitable  be- 


cause of  the  pressure  of  public  opinion  a socially  j 
sound  solution  of  this  problem  must  be  sought.  The 
hospital  cannot  serve  all  the  people  unless  it  serves; 
all  the  physicians. 

As  the  modern  medical  center  has  gradually 
evolved  from  the  almshouse  of  100  years  ago  the; 
intimacy  of  the  relationship  of  the  hospital  to  the 
practice  of  medicine  has  progressively  increased. 
Adequate  medical  care  has  become  more  and  more  I 
dependent  upon  hospital  facilities  and  hence  the! 
great  increase  in  diagnostic  and  therapeutic  pro- 
cedures has  underscored  certain  defects  in  the; 
present  organization  of  the  practice  of  medicine. 
Can  we  find  anywhere  genuine  satisfaction  with  the 
existing  conditions  of  practice?  The  causes  of  dis- 
satisfaction are  multiple  but  I am  sure  that  the  time 
factor  is  one  of  the  most  important  because  with 
the  increased  number  of  methods  for  obtaining  evi- 
dence about  disease  it  takes  far  more  time  than 
formerly  to  collect  the  evidence;  and  so,  often  the 
physician  in  order  to  make  a decent  income  is 
obliged  to  undertake  more  work  than  he  can  effi- 
ciently deal  with.  Efforts  to  devise  solutions  for  the 
unsatisfactory  features  and  shortcomings  of  medical 
practice  have  led  to  the  trial  of  various  forms  of 
group  practice;  and  many  capable  physicians  dis- 
satisfied with  existing  conditions  and  perceiving  no 
solution  in  sight  have  migrated  from  private  prac- 
tice to  salaried  positions.  The  defects  in  the  existing 
system  are  a challenge  to  hospitals  to  make  a con- 
tribution to  the  organizational  problem  of  medical 
practice.  Any  attempt  to  analyze  this  complicated 
problem  must  lead  to  the  study  of  two  features  of 
medical  practice  which  directly  or  indirectly  seem 
to  be  determinants  of  the  time  problem  and  to 
account  for  much  of  the  feeling  of  dissatisfaction. 

I refer  to  what  is  called  free  choice  of  physician  and 
to  fee-for-service.  About  these  two  features  of  medi- 
cal practice  there  has  been  a vast  amount  of  talk 
and  argument  and  conflict.  It  would  seem  to  be 
worthwhile  to  examine  some  of  the  organizations  in 
which  these  two  features  have  been  modified  or 
eliminated. 

In  the  organization  and  mode  of  operation  of  the 
Mary  Imogene  Bassett  Hospital  in  Cooperstown, 
New  York,  free  choice  has  been  greatly  restricted 
and  fee-for-service,  so  far  as  the  physicians  are 
concerned,  completely  done  away  with.  Patients 
admitted  to  the  hospital  are,  as  it  were,  patients  of 
the  hospital;  usually  they  do  not  know  which  mem- 
ber of  the  staff  will  be  responsible  for  them.  There 
is  virtually  no  such  thing  as  a private  patient  at  the 
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lassett  Hospital.  If  a patient  has  known  a physician 
if  the  staff  he  may  ask  to  have  that  physician  take 
are  of  him.  If  it  happens  that  his  age  and  the  disease 
vhich  he  has  are  right  he  may  have  the  physician 
>f  his  choice  but  if  not  he  will  be  placed  on  the 
ervice  which  is  organized  to  take  care  of  the  con- 
lition  which  he  has.  The  pediatrician  does  all  the 
pediatrics,  the  obstetrician  all  the  obstetrics,  the 
urgeons  all  the  surgery  and  so  for  the  other  serv- 
ices. Patients  in  the  Bassett  Hospital  do  not  seem 
o object  to  this.  They  come  to  the  hospital  for 
nedical  care,  not,  as  a rule,  to  be  patients  of  any 
Darticular  doctor.  In  many  of  our  University  Clinics 
he  same  limitation  of  free  choice  prevails  without 
,nv  apparent  lowering  of  standards.  Actually  the 
Reverse  would  seem  to  be  the  case.  Is  it  not  true  that 
most  of  the  protests  against  limitation  of  free  choice 
lave  come  from  physicians,  not  from  patients  or  the 
nublic?  The  Bassett  Hospital  has  experimented  with 
t prepayment  plan  embracing  both  hospitalization 
ind  professional  sendees.  This  inclusive  type  of  plan 
Is  far  easier  to  organize  and  operate  with  a salaried 
itafF  than  when  each  staff  member  is  practicing  as 
in  independent  individual.  The  plan  has  seemed  to 
work  satisfactorily  from  the  point  of  view  both  of 
he  hospital  and  of  the  members.  At  the  Bassett  Hos- 
pital physicians  hardly  enter  into  the  business  rela- 
tionship with  patients.  The  administrative  office  of 
:he  hospital  renders  all  the  bills,  makes  the  collec- 
:ions  and  keeps  the  books.  I am  quite  sure  that  all 
members  of  the  staff  consider  this  a release  from  an 
unpleasant  feature  of  the  practice  of  medicine. 

Another  principle  governing  the  professional 
activities  of  the  Bassett  Hospital  and  also  of  course 
of  most  teaching  hospitals,  is  that  each  man’s  work 
in  the  care  of  patients  is  exposed  to  the  critical 
scrutiny  of  his  associates.  Interns,  residents  and  other 
members  of  the  attending  staff  have  ample  oppor- 
tunity to  see  how  carefully  and  intelligently  each 
member  of  the  staff  does  his  clinical  work.  There  is 
no  such  thing  as  diagnosis  and  therapy  undisclosed 
to  other  members  of  the  staff.  I think  I can  say  with- 
out reservation  that  hardly  a patient  in  1 5 years  has 
expressed  opposition  to  or  dissatisfaction  with  a 
relationship  which  is  less  private  than  that  which 
commonly  exists  between  a physician  and  his  pri- 
vate patient.  Needless  to  say  this  less  exclusive  and 
less  private  relationship  between  patient  and  physi- 
cian does  not  preclude  the  existence  of  friendliness, 
sympathy  and  an  understanding  intimacy  with  the 
patient.  The  experience  in  Cooperstown  and  in 
many  other  clinics  seems  to  indicate  that  some 
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restriction  of  free  choice  does  not  impair  the  human 
and  personal  relationship  of  medical  practice. 

1 hose  responsible  for  the  financial  operation  of 
the  Bassett  Hospital  have  shown  wisdom  I believe 
in  making  provision  for  clinical  investigation  and 
research  in  the  medical  sciences.  The  amounts 
allowed  for  research  are  not  large  compared  to  other 
items  in  the  budget,  but  unquestionably  investiga- 
tive work  adds  something  of  value  to  the  profes- 
sional atmosphere  of  the  hospital.  There  is  no  doubt 
that  our  teaching  hospitals  owe  much  of  their 
prestige  to  the  intellectual  climate  created  by  in- 
vestigative work.  Without  it  a critical  and  dis- 
criminating attitude  toward  both  the  old  and  the 
new  in  medicine  is  apt  to  be  largely  absent.  Clearly 
most  busy  practitioners  working  on  a 24  hour  day 
and  a 7 day  week  schedule  have  no  time  or  energy 
for  planning  or  executing  research  projects. 

One  of  the  major  objectives  of  any  refashioning 
of  medical  practice  should  be  a revision  of  the  gen- 
eral practitioner’s  schedule.  Three  traditions  which 
became  established  long  before  the  development  of 
modern  medicine  are  responsible  for  the  enslaving 
schedule  of  the  general  practitioner:  ( 1 ) The 

tradition  of  extreme  professional  individualism. 
This  is  the  chief  determinant  of  the  existing 
system  of  medical  practice;  coordinated  practice, 
collective  action,  team  work,  whatever  one  chooses 
to  call  it,  give  to  the  physician  a far  larger 
measure  of  control  over  his  time  than  the  general 
practitioner  now  enjoys.  (2)  The  tradition  of  free 
choice.  If  the  patient  is  entirely  free  to  choose  he 
may,  and  often  does,  elect  to  exercise  his  preroga- 
tive during  the  night  or  on  Sunday,  irrespective  of 
the  urgencies  of  the  situation.  With  a coordinated 
system  of  medical  practice  operating  from  a hospital 
the  patient’s  choice  would  be  somewhat  restricted. 
As  a matter  of  fact,  of  course,  in  thousands  of  small 
communities  the  patient’s  freedom  of  choice  is 
limited  to  a single  physician,  but  this  type  of  re- 
stricted choice  doesn’t  help  the  physician’s  schedule. 
Isn’t  it  true  that  the  patient’s  freedom  of  choice 
often  destroys  or  impairs  the  physician’s  freedom 
to  achieve  professional  growth?  (3)  The  tradition 
of  fee-for-serviee.  This  old  tradition  must  obviously 
accept  a large  share  of  the  responsibility  for  the  time 
problem  in  medical  practice.  For  most  practitioners 
it  is  too  costly  to  be  out  of  reach  when  patients 
want  to  see  them.  We  hear  it  stated  that  working 
on  a salary  basis  makes  of  the  doctor  a hired  man, 
results  in  regimentation  and  loss  of  individualism. 
On  this  question  I suggest  that  the  unyielding  advo- 
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cates  of  fee-for-service  consult  the  men  in  full  time 
positions  in  university  clinics,  or  the  salaried  men 
in  the  United  States  Public  Health  Service,  or  those 
on  the  staffs  of  the  New  York  State  Tuberculosis 
Hospitals,  the  Mayo  Clinic,  many  group  practice 
organizations,  or  even  the  staff  of  the  small  rural 
hospital  at  Cooperstown.  Opposition  to  the  institu- 
tional fixed  salary  for  practitioners  of  medicine 
comes  almost  exclusively  from  those  working  on  a 
fee-for-service  basis.  Let  us  be  sure  that  in  this 
matter  we  are  not  being  led  by  false  prophets.  In 
regard  to  all  three  of  these  traditions  let  us  be  sure 
that  we  are  not  handicapping  ourselves  by  slavish 
adherence  to  ancient  ideas.  Let  us  examine  them 
carefully  and  see  if  they  are  fetishes. 

Before  I close  with  an  attempt,  in  the  interest  of 
clarification,  to  outline  the  organization  and  the 
range  of  action  of  the  socially  integrated  hospital 
as  I would  blueprint  it,  I should  like  to  emphasize 
two  principles  which  seem  to  he  of  basic  importance 
in  any  attempt  to  refashion  medical  practice.  The 
first  is  that  every  hospital  should  so  organize  its  re- 
sources that  the  benefits  of  medical  progress,  in- 
cluding prevention,  health  improvement  and  early 
diagnosis,  will  promptly  be  made  available  to  all 
the  people.  To  shorten  the  lag  between  discovery 
and  the  full  application  of  the  contributions  of 
science,  to  narrow  the  gap  between  actualities  and 
possibilities  in  medical  practice,  should  be  major 
objectives.  We  cannot  be  proud  of  the  fact  that  30 
years  after  the  Wassermann  reaction  and  arsphena- 
mine  became  available  5 to  10  per  cent  of  the  people 
of  this  country  are  infected  with  syphilis;  that  there 
are  still  in  the  Lffiited  States  91,000  deaths  of  chil- 
dren under  15,  nearly  all  from  preventable  disease; 
that  there  are  about  12,000  maternal  deaths  annually 
in  the  United  States  and  that  the  Obstetrical  Ad- 
visory Committee  of  the  New  York  Academy  of 
Medicine  after  investigating  2,041  maternal  deaths 
reported  that  two-thirds  of  them  were  preventable. 
These  are  merely  random  samples.  The  second  prin- 
ciple is  that  for  all  physicians  conditions  of  work 
and  remuneration  should  be  established  which  pro- 
vide opportunities  for  professional  growth,  a posi- 
tion of  dignity  in  the  community,  financial  security 
and  advancement  proportionate  to  ability  and 
industry. 

Is  it  visionary  to  think  of  the  hospital  of  the 
future  and  perhaps  of  the  not  very  distant  future 
as  a socially  progressive  health  center?  The  evolu- 
tion of  medical  care  from  almshouse  to  health  cen- 
ter in  a hundred  years  indicates  impressively  the 


growth  of  scientific  achievement  and  social  con- 
sciousness. Let  me  try  to  outline  such  a hospital 
health  center  under  seven  headings. 

1 . Size  and  physical  equipment.  The  hospital 
should  have  at  least  100  beds.  The  actual  size  would 
in  general  vary  with  the  density  of  the  population. 
Urban  hospital  health  centers  would  economically, 
be  several  or  many  times  the  minimum  size.  Hos- < 
pitals  with  less  than  100  beds  would  have  difficulty' 
in  providing  adequate  laboratory  and  library  facil- 
ities and  in  economically  including  the  necessary 
specialists  on  the  staff.  Every  hospital  should  include 
offices  for  the  entire  staff,  space  and  equipment  for 
laboratories,  and  for  all  the  diagnostic  and  thera- 
peutic procedures  of  accepted  value. 

2.  Organization  of  the  staff.  The  staff  should  con- 
sist of  interns,  residents  and  attending  physicians 
and  surgeons  holding  various  ranks  up  to  the  chief 
of  service.  All  the  physicians  of  the  area  served  by 
the  hospital  would  hold  positions  on  the  staff  and, 
by  the  same  token,  all  the  medical  work  of  the  area 
would  be  done  by  the  staff  of  the  hospital.  Any 
physician  who  is  incompetent  to  hold  a position  on 
the  hospital  staff  is  also  incompetent  to  practice 
medicine  independently.  There  need  be  no  competi- 
tion for  patients  among  hospitals  or  among  physi- 
cians; the  isolation  of  the  general  practitioner  should 
be  ended. 

3.  Salaried  staff.  The  entire  staff  would  be  on  a 
salary  basis  and  all  business  transactions  with  patients 
would  be  managed  by  administrative  officers.  The 
salaries  of  the  professional  staff  might  reasonably 
correspond  to  those  of  the  commissioned  personnel 
of  the  army  and  navy,  and  similarly  there  would 
be  retirement  pay.  The  patient-physician  relation- 
ship would  not  be  marred  by  business  transactions. 

4.  Range  of  professional  activities.  The  staff 
would  be  organized  to  provide  general  medical  care 
or  specialist  services  for  patients  at  home,  for 
ambulatory  patients  and  for  hospital  patients.  In 
rural  areas  there  would  be  outposts  to  which  mem- 
bers of  the  staff  would  be  assigned  for  periods  of 
duty  of  specified  duration.  Upon  completion  of  such 
a period  of  outpost  duty  they  would  return  to  the 
hospital  health  center.  It  would  not  be  difficult  with 
a staff  organization  of  this  sort  to  make  provision 
for  relief,  holidays,  sick  leave  and  study  leave. 

5.  Educational  arrangements.  The  educational 
facilities  and  program  for  the  professional  staff 
would  include  an  adequate  library  and  a librarian, 
clinical  and  pathological  conferences,  informal 
teaching  rounds  for  interns,  opportunities  for  interns 
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knd  junior  members  of  the  group  to  present  patients 
ar  prepared  papers  at  staff  meetings,  critical  and 
thorough  death  analyses,  lectures  or  clinics  by  guest 
•jpeakers,  and  periods  of  study  at  other  clinics  or  at 
medical  schools.  Clinical  and  laboratory  work  should 
>c  so  organized  and  integrated  that  there  would  be 
abundant  opportunities  for  each  member  of  the  staff 
to  profit  by  contact  with  other  members. 

6.  Preventive  medicine  and  health  improvement. 
Preventive  work  would  be  organized  in  cooperation 
with  local,  state  or  federal  public  health  officers 
whose  offices  should  be  in  the  hospital.  The  visiting 
public  health  nurse  trained  to  pick  up  clues  of 
disease  in  initial  stages  and  bring  about  early  diag- 
nosis and  treatment  would  be  an  important  part  of 
the  organization.  Systematic  education  of  all  the 
people  in  public  and  individual  health  would 
emanate  from  the  hospital  health  center.  The  local 
health  officer  would  be  a member  of  the  staff  and 
also  the  school  physician.  The  entire  staff  would  be 
actively  concerned  with  prevention  of  disease, 
health  conservation  and  health  improvement.  The 
physician  would  be  less  exclusively  occupied  with 
salvage  medicine. 

7.  Education  of  the  people  in  science.  The  hos- 
pital health  center  would  integrate  its  functions  fur- 
ther with  the  life  of  the  community  by  lectures  for 
lay  groups  not  exclusively  on  medical  science  but 
on  general  science  and  particularly  on  the  social 
relations  of  science.  It  would  cooperate  with  the 
schools  in  the  teaching  of  science,  public  health  and 
individual  health.  It  would  be  the  community  cen- 
ter for  healing,  for  health,  for  science  and  the 
scientific  attitude. 


But  who  is  going  to  pay  for  all  this  and,  secondly, 
under  what  authority  and  control  is  such  a hospital 
health  center  to  be  built  and  operated?  An  answer 
to  the  first  of  these  questions  is,  I think,  gradually 
emerging  from  the  many  surveys  and  discussions 
and  more  recently,  from  the  experimental  approach 
to  this  aspect  of  medical  economics.  Prepayment 
plans,  the  insurance  principle,  the  steady  progress 
of  public  approval  of  taxation  as  a source  of  funds 
for  medical  care  for  all  the  people  point  the  way  to 
the  economic  basis  of  the  hospital  of  the  future. 
As  to  what  the  controlling  agency— whether  federal, 
state,  local  or  nonprofit  association— of  such  a hos- 
pital health  center  would  be,  there  is  at  present  no 
definitive  answer,  but  I am  sure  that  the  attitude  of 
the  medical  profession,  positive  or  negative,  will  be 
an  important  factor  in  determining  the  type  of 
organization  that  hospitals  of  the  future  will  have. 
The  controlling  agency  might  reasonably  include 
representatives  of  (a)  the  lay  public  who  constitute 
the  consumers;  (b)  the  medical  profession  which 
provides  the  personnel  to  carry  on  the  functional 
activities  of  the  hospital  health  centers;  (c)  the 
federal,  state,  or  local  government  because  of  the 
necessity  of  tax  support  if  the  low  income  groups 
and  indigent  are  included;  (d)  and  finally  the 
universities  because  they  represent  high  quality  of 
medical  care,  science,  and  progress  in  medicine. 

Such  a hospital,  it  seems  reasonable  to  believe, 
would  silence  the  critics  of  the  medical  profession 
and  provide  remedies  for  many  of  the  vicissitudes 
and  shortcomings  of  medical  practice  as  now  organ- 
ized. 
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VV7  hat  are  the  features  of  a disease  which  impart 
to  it  public  health  significance?  If  the  disease 
affects  large  numbers  of  the  population,  it  deserves 
more  than  local  and  private  interest.  If  social  and 
economic  factors,  beyond  the  control  of  the  indi- 
vidual, influence  the  prevalence  and  course  of  the 
disease,  public  recognition  and  responsibility  are 
needed.  If  the  disease  is  of  an  infectious  nature,  if 
it  is  closely  associated  with  other  infectious  diseases, 
and  if  measures  for  prevention  of  spread  to  sus- 
ceptible individuals  and  to  the  patient  himself  are 
applicable— then  public  health  methods  can  be  put 
into  action.  These  and  other  salient  public  health 
features  as  related  to  rheumatic  fever  will  be  dis- 
cussed in  this  paper. 

The  term  “rheumatic  fever”  as  used  here  embraces 
the  whole  rheumatic  syndrome.  The  term  includes 
such  designations  as  rheumatic  infection,  chorea, 
rheumatic  heart  disease  (both  active  and  inactive), 
juvenile  rheumatism,  and  the  rheumatic  state.  Rheu- 
matic fever  is  probably  more  expressive  than  any 
of  the  others.  It  emphasizes  the  importance  of  the 
active  state;  it  calls  attention  to  etiology  rather  than 
to  structural  changes;  it  has  more  meaning  from  the 
epidemiological  viewpoint  and  from  the  treatment 
angle. 

Prevalence  of  Rheumatic  Fever 

Our  knowledge  of  the  prevalence  of  rheumatic- 
fever  has  resulted  from  investigations  of  interested 
and  qualified  physicians.  There  are  still  great  gaps 
which,  it  is  hoped,  will  be  filled  in  the  near  future. 

GEOGRAPHICAL  DISTRIBUTION 

Rheumatic  fever  is  found,  with  rare  exceptions, 
in  all  parts  of  the  United  States,  its  possessions  and 
territories.  Its  incidence  varies,  however,  being  high- 
est in  the  northern  latitudes  and  diminishing  in  the 


southerly  sections;  while  in  the  tropic  and  subtropic 
areas,  rheumatic  fever  is  uncommon  but  not  rare.1-2 
Clinically,  the  disease  in  southern  and  tropical  areas 
is  frequently  unlike  that  seen  in  the  temperate  zone 
and  is,  therefore,  not  easily  recognized.  With  better 
recognition  of  the  varied  manifestations  of  rheu- 
matic fever  in  the  warm  climates,  cases  will  be  found 
n even  greater  numbers  than  at  present.1 

MORBIDITY 

Since  rheumatic  fever  is  not  a reportable  disease, 
except  in  a few  areas,  its  prevalence  must  be  esti- 
mated. The  estimates  now  available  appear  to  be 
conservative.  They  are  based  on  analysis  of  data 
obtained  from  various  sources— clinics,  hospitals, 
rheumatic  heart  disease  surveys,  mortality  studies, 
insurance  statistics,  and  draft  figures.  These  ap- 
praisals put  the  yearly  number  of  new  cases  at 
1 70,000  and  the  number  of  cases  of  rheumatic  heart 
disease  at  i,ioo,ooo.2>3 

Many  of  the  morbidity  and  mortality  statistics 
for  rheumatic  fever  are  presented  as  rheumatic- 
heart  disease.  1 he  incidence  of  rheumatic  heart 
disease  reflects,  to  a large  extent,  the  prevalence  of 
rheumatic  fever,  and  so  will  largely  figure  in  the 
discussion. 

Swift2  reported  that,  in  1938,  5,000  children  with 
rheumatic  fever  or  rheumatic  heart  disease  in  New 
\ ork  City  were  under  care  in  twenty-five  children’s 
cardiac  clinics  approved  by  the  New  York  Heart 
Association.  The  fifty-six  clinics  (child  and  adult) 
under  the  supervision  of  this  association  saw  8,700 
patients  with  rheumatic  heart  disease  during  1938. 
This  number  was  approximately  45  per  cent  of  all 
types  of  heart  disease  treated  in  these  clinics.  Paren- 
thetically, it  should  be  stated,  at  this  point,  that 
although  rheumatic  fever  in  children  particularly 
will  be  discussed  throughout  this  paper,  we  must 
remain  aware  of  its  importance  in  the  adult.  This 
phase  will  be  touched  upon  further  in  other  sections 
of  this  paper. 

Eighty-six  colleges  and  universities  in  the  United 
States  reported  1,207  cases  °f  rheumatic  heart  disease 
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among  104,163  students,  a rate  of  11.6  per  1,000. 4 

A fertile  source  of  information  has  been  school 
surveys  (Table  I).  The  variations  of  the  observed 
or  calculated  incidence  of  rheumatic  heart  disease 
are  probably  dependent  not  only  upon  the  age,  place 
of  residence,  and  economic  status  of  the  children 
examined,  but  particularly  upon  the  diagnostic 
criteria  used  and  upon  the  experience  and  interest 
of  the  examiner.5 

Table  I 

Observed  and  Estimated  Incidence  of  Rheumatic 
Heart  Disease  In  School  Children  in  the 

United  States5>6,7,8,9,io,ii,12 


SURVEYS 

SCHOOL  POPULATION 
INVOLVED 

ORGANIC  HEART 
DISEASE  PER  1 ,000 

RHEUMATIC  HEART 
DISEASE  PER  1,000 

New  York  City,  191 8 

2 ^0,000 

1 6.0 

12.8 

New  York  City,  1921 

44,000 

8.9 

7-12 

New  York  City,  1918-1922 1 

1 A36, 343 

1 3-9 

I 1 .1  2 

New  York  City,  1931 

2,691 

I 1 .0 

8.8 

Cincinnati,  1930  

6,960 

3-7 

2.96 

Cincinnati,  1938  

85,389 

3.6 

2 

Chicago,  1923  

158,826 

9.0 

7.20 

Chicago,  1924  

i53,67‘ 

15.0 

I 2.0 

Chicago,  1925  

1 30,260 

17.0 

13.6 

New  Haven,  Conn.,  1934  and  1940 

590 

31.0 

Hamden,  Conn.,  1934 

968 

22.20 

Connecticut,  1941 

Industrial  cities  (including  New 

Haven)  

918 

41.0 

Semi-industrial  towns  (including 

Hamden)  

IA43 

24.0 

Rural  towns  

74 

13.0 

San  Francisco,  1931-1939 

86,082 

'•55 

San  Francisco,  1938 

1 3,33s 

3-7 

2.20 

Philadelphia,  1924  

23,671 

6.3 

5.04 

Philadelphia,  1929  

10,333 

9.1 

7.6 

Philadelphia,  1937  

33A93 

6.0 

3-9 

Northern  Indians,  1937 

(Montana  and  Wyoming) 

688 

45.0 

Southern  Indians,  1937 

(New  Mexico  and  Arizona) 

1,019 

5.0 

Florida,  Illinois  and  Missouri,  1929 

•7,974 

1 0.0 

8.0 

Detroit,  1934  

2,3U 

4.0 

Boston,  1927  

• '9,337 

5-2 

4-5 

Rochester,  Minn.,  1931 

1,328 

7.0 

5.60 

Louisville,  1941  

41,905 

5-2 

3.6 

Hospital  admission  statistics  taken  over  a period 
of  years  give  some  evidence  of  the  extent  of  rheu- 


matic fever  in  the  immediate  vicinity  of  the  institu- 
tion, except  in  those  hospitals  whose  patients  come 
from  some  distance.  A wide  variation  exists  through- 
out the  United  States  and  Canada  in  the  percentage 
of  rheumatic  fever  patients  admitted  to  medical 
services  of  hospitals— from  0.1  to  5.5,  the  values 
corresponding  in  general  to  the  climatic  distribution 
of  the  disease.  Patients  with  rheumatic  fever,  rheu- 
matic heart  disease,  and  chorea  comprise  0.1  to  5 
per  cent  of  the  total  number  of  those  admitted  to 
twenty-nine  hospitals  of  Connecticut  and  from  0.2 
to  8 per  cent  per  year  of  those  admitted  to  the 
medical  services  of  these  hospitals.7  In  thirty-six 
Philadelphia  hospitals  these  conditions  constitute 
0.70  per  cent  of  all  causes  of  admission— 0.1  to  1.8 
per  cent.  A hospital  solely  for  heart  disease  is  ex- 
cluded. Patients  with  these  diseases  comprise  2.4  per 
cent  of  those  admitted  to  the  medical  services  of  the 
general  hospitals  and  5.8  per  cent  of  those  admitted 
to  the  medical  services  of  the  three  children’s  hos- 
pitals. More  than  1,200  admissions  for  these  diseases 
are  made  yearly,  of  which  900  are  first  admissions.13 

In  the  city  of  New  Haven,  Connecticut  (1929- 
1938),  the  average  number  of  hospitalized  cases  of 
active  rheumatic  fever  was  40  per  year  (an  annual 
case  rate  of  29  per  100,000).  The  active  and  inactive 
cases  (rheumatic  fever  and  rheumatic  heart  disease) 
constitute  2.7  per  cent  of  the  admissions  to  the 
medical  services  of  these  hospitals.  There  were  more 
admissions  of  rheumatic  fever  (active  and  inactive) 
to  the  medical  service  of  the  New  Haven  Hospital 
than  any  of  such  infectious  diseases  as  poliomyelitis, 
scarlet  fever,  measles,  pertussis  and  diphtheria,  but 
less  than  tuberculosis  and  syphilis.8 

Examinations  of  drafted  men  in  the  United  States 
during  World  War  I showed  valvular  heart  disease 
to  be  common.1  Life  insurance  statistics  reveal  the 
numerical  importance  of  rheumatic  fever  and  rheu- 
matic heart  disease  both  in  morbidity  and  mortal- 
ity.2-14 

MORTALITY 

The  size  of  the  rheumatic  fever  problem  may  be 
determined  by  analysis  of  mortality  statistics.  Death 
rates  from  heart  disease  for  persons  five  to  twenty- 
four  years  of  age  are  shown  in  Table  II.  This  table 
shows  that  the  average  mean  annual  death  rate  for 
the  United  States  is  15.3  per  100,000  persons  five  to 
twenty-four  years  of  age.  The  Middle  Atlantic 
States  have  the  highest  mean  annual  death  rate;  the 
West  Central  States,  the  lowest. 


Table  II 

Death  Rates  From  Heart  Disease  Per  100,000  Persons  5-24 
Years  oe  Age  During  1922-1936  by  Sections  of  the 
United  States  Based  on  Estimated  Populations 
(After  Hedley15) 


sections  of  the  united  states 


ESTIMATED  MEAN  ANNUAL*! 
DEATH  RATE,  1 92 2- 1 936 


New  England  States  174 

Middle  Atlantic  States  M-3 

East  North  Central  States  '7-5 

West  North  Central  States  n-o 

South  Atlantic  States  i^-i 

East  South  Central  States  9-9 

West  South  Central  States  9-6 

Mountain  States  i9-2 

Pacific  States  1 9-5 

Total,  United  States  1 5 -3 


Total,  Original  Registration  States  and  DisT 

trict  of  Columbia  2 1 

Total,  36  States  and  District  of  Columbia 

in  Registration  Area  in  1922  174 

•Deaths  in  the  United  States  registration  during  1922-1929 
were  tabulated  under  titles  87-90  of  International  Eist  of 
Causes  of  Death  of  1920.  Deaths  during  1930-1936  were  tabu- 
lated under  titles  90-95  of  the  International  List  of  1929. 

t Heart  disease  mortality  at  ages  5-24  serves  as  a good  index 
of  rheumatic  heart  disease  mortality  since  congenital  heart 
disease  is  classified  with  congenital  malformations. 


Comparison  of  death  rates  of  rheumatic  fever 
(rheumatic  heart  disease)  with  those  of  other  infec- 
tious diseases  gives  a striking  picture  of  the  relative 
numerical  importance  of  rheumatic  fever.  In  Phila- 
delphia ( 1936) 1 if  all  ages  are  taken  together, 
rheumatic  heart  disease  is  exceeded  as  a cause  of 
death  only  by  tuberculosis,  lobar  pneumonia  and 
syphilis.  It  ranks  third  as  a chronic  infectious  disease, 
exceeded  only  bv  tuberculosis  and  syphilis.  Rheu- 
matic heart  disease  caused  more  deaths  under  twenty 
years  of  age  than  pulmonary  tuberculosis  and  more 
than  pertussis,  measles,  meningococcus  meningitis, 
diphtheria,  scarlet  fever,  and  poliomyelitis  com- 
bined. In  Connecticut17  the  rheumatic  fever  mortal- 
ity compares  similarly  with  these  other  diseases.  (See 
Figures  1 and  2.) 

The  mortality  from  heart  disease  in  New  York 
Citv  (1933-1936)  was  greater  than  that  from  all 
other  causes  of  death  among  girls  five  to  fourteen 
years  of  age,  while  among  boys  it  was  exceeded  only 
by  accidents.3 

In  summary,  it  may  be  stated  that  the  existing  data 
give  much  evidence  that  the  prevalence  of  rheu- 
matic fever  in  the  United  States  is  of  such  magni- 


RHEUMATIC  HEART  DISEASE 

CAUSED  MORE  DEATHS  BETWEEN  AGES  2 AND  25 
THAN  6 OTHER  IMPORTANT  DISEASES  COMBINED. 
CONN.  (YEARLY  AVERAGE  ) 1935-1939 


RHEUMATIC 
HEART  DISEASE 


Figure  i 

Comparison  of  deaths  between  2 and  29  years  of  age 
due  to  rheumatic  heart  disease  with  those  due  to  six 
common  infectious  diseases 


RHEUMATIC  HEART  DISEASE 

RANKS  FOURTH  AS  A CAUSE  OF  DEATH 
BETWEEN  2 AND  29  YEARS  OF  AGE 
CONN.  (vEARtr  average)  1935  — 1939 


TUBERCULOSIS  OF 


Figure  2 

Comparison  of  deaths  between  2 and  29  years  of  age 
due  to  rheumatic  heart  disease  with  those  of  the 
three  most  important  causes  of  deaths 

tude,  both  relative  and  absolute,  as  to  constitute  an 
important  public  health  problem. 

Socio-Economic  Factors 
The  socio-economic  factors  are  of  sufficient 
moment  in  rheumatic  fever,  from  the  public  health 
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standpoint,  to  warrant  a review  of  some  of  the 
ijevidence. 

ECONOMIC  STATUS  AND  INCIDENCE  OF  RHEUMATIC 
FEVER 

For  some  time  rheumatic  fever  has  been  recog- 
nized as  a disease  predominantly,  but  not  entirely,  of 
the  poorer  classes.1  The  possible  factors  which 
poverty  may  embrace  are  many— living  conditions, 
crowding,  nutrition,  etc.— and  those  which  appear 
to  be  of  special  significance  in  rheumatic  fever  will 
be  discussed  in  later  sections.  A survey  conducted 
by  Paul  and  his  associates  in  New  Haven5  indicated 
that  the  highest  incidence  of  rheumatic  heart  disease 
(48.1  per  1,000)  was  among  pupils  attending  a 
school  in  one  of  the  poorest  districts  of  the  city. 
This  incidence  was  1.5  times  higher  than  that  found 
in  a public  school  in  one  of  the  better  districts,  but 
was  8 times  the  incidence  found  among  the  best,  or 
private,  urban  schools.  The  urban  distribution  of 
the  New  Haven  Hospital  dispensary  cases  of  rheu- 
matic fever  and  of  tuberculosis  was  found  to  be 


fairly  similar.  There  was  also  a strong  trend  toward 
low  case  rates  for  both  diseases  when  associated  with 
good  living  conditions  and  a high  case  rate  when 
associated  with  poor  ones.8  Among  hospital  patients 
in  Philadelphia,  rheumatic  fever,  in  its  various  mani- 
festations, occurred  most  frequently  in  the  poor 
sections  of  the  city  and  more  than  93  per  cent  of 
hospital  patients  admitted  for  this  disease  were 
treated  on  the  wards.13  Rheumatic  heart  disease  in 
Connecticut  was  found  to  be  most  common  among 
the  poor  living  in  urban  industrial  areas.7  Other 
studies  confirm  the  impression  that  rheumatic  fever 
is  less  common  among  the  well-to-do  and  among 
college  students  than  among  persons  in  other  walks 
of  life.8 


SOCIAL  CONSEQUENCES  OF  RHEUMATIC  FEVER 

The  social  consequences  of  rheumatic  fever  may 
be  inferred  from  data  on  age  at  death.  Nine  hundred 
and  sixteen  deaths  due  to  rheumatic  heart  disease  and 
I bacterial  endocarditis  superimposed  on  pre-existing 
rheumatic  heart  disease  occured  in  Philadelphia  hos- 
pitals from  1930  to  1934.  Thirty-two  and  three- 
tenths  per  cent  of  all  the  deaths  occurred  up  to  age 
19;  2 1.4  per  cent  at  ages  20  to  29;  2 1 per  cent  at  ages 
30  to  39;  and  15  per  cent  from  40  to  49. 13  It  is  evi- 
dent, then,  that  the  greatest  number  of  deaths  from 
rheumatic  fever  occur  during  the  productive  age 
of  man,  a time  when  family  and  other  social  respon- 
sibilities are  the  greatest. 


Infectious  Nature  of  Rheumatic  Fever 

I here  is  a mass  of  evidence  pointing  to  the  infec- 
tious nature  of  rheumatic  fever.1’18’19  The  causative 
agent  of  the  disease,  however,  is  not  known. 

course  of  disease;  familial  incidence;  epidemics 

The  clinical  signs  and  symptoms,  the  non  specific- 
laboratory  tests,  and  the  pathology  of  rheumatic 
fever,  all  point  to  its  infectious  pathogenesis.  The 
familial  incidence  is  as  high  as  that  in  tuberculosis. 
1 his  familial  incidence  may  reflect  hereditary  sus- 
ceptibility3 but  may  be,  on  the  contrary,  an  expres- 
sion of  the  ease  of  spread  of  infection  in  families.20 

Epidemics  of  rheumatic  fever1  have  occured— 
some  were  reactivations  of  old  infections,  others 
were  new— in  hospital  wards  and  convalescent 
homes,  in  schools,  in  barracks,  in  communities,  and 
in  naval  stations.21 

RELATIONSHIP  BETWEEN  RHEUMATIC  FEVER  AND 
H EMOLYTIC  STREPTOCOCCUS 

That  there  is  a close  association  between  Strepto- 
coccus hemolyticus  infections  in  general  and  rheu- 
matic fever  is  fairly  clear  to  certain  investigators.8 
Evidence  of  the  relationship  of  respiratory  infec- 
tions to  first  attacks  and  recurrences  of  rheumatic 
fever  has  also  been  shown.  Jones  and  Mote22  have 
reported  that  first  attacks  were  either  preceded  by 
infections  of  the  respiratory  tract;  or  serological 
evidence  (presence  of  antistreptolysin,  etc.)  indi- 
cated the  association  of  a hemolytic  streptococcic 
infection,  whether  or  not  there  had  been  previous 
symptoms.  Sore  throat  during  the  active  stage  of 
rheumatic  fever  will  precipitate  acute  recurrences 
in  half  the  patients,  and  “colds”  will  precipitate 
acute  recurrences  in  almost  one-third.  Serological 
findings  during  recurrences  usually  indicate  a hemo- 
lytic streptococcus  infection,  though  there  were  no 
preceding  symptoms. 

Epidemics  of  rheumatic  fever  have  been  preceded, 
by  two  or  three  weeks,  by  epidemics  of  hemolytic 
streptococcus  sore  throat.  Six  to  14  per  cent  of  non- 
rheumatic persons  having  streptococcus  infections 
in  these  epidemics  have  developed  rheumatic  fever. 
When  rheumatic  populations  (children’s  wards, 
cardiac  camps,  etc.)  were  infected  with  the  hemo- 
lytic streptococcus,  rheumatic  fever  recurred  in  o 
to  83  per  cent  (usually  over  50  per  cent  of  the 
individuals).  (See  Table  III.)  Whether  a recurrence 
follows  or  does  not  follow  a hemolytic  strepto- 
coccus infection  may  depend,  in  part  at  least,  upon 
the  type  of  the  streptococcus.23’24-25  Kuttner25  has 
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Table  III 

The  Incidence  of  Rheumatic  Infections  Following  Hemolytic  Streptococcus  Infections  in  Institutions* 
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not  observed  a rheumatic  exacerbation  which  was 
not  preceded  by  a hemolytic  streptococcal  infec- 
tion. 

Positive  antistreptolysin23  and  fibrinolysin20  tests 
are  serological  findings  early  in  rheumatic  fever, 
lasting  for  weeks  even  after  subsidence  of  clinical 
signs  of  activity  of  the  disease.  There  are  biological 
similarities  between  the  hemolytic  streptococcus 
often  associated  with  rheumatic  activity  and  scar- 
latinal strains.23 

Some  investigators  are  of  the  opinion,  however, 
that  the  evidence  in  support  of  the  relationship  of 
rheumatic  fever  to  hemolytic  streptococcus  infec- 
tion is  not  conclusive.  They  believe  from  their 
studies  that  though  hemolytic  streptococcus  infec- 
tions may  accompany  rheumatic  fever,  they  do  not 
necessarily  have  any  relation  to  it,  and  that  the 
immunological  reactions  (antistreptolysin,  antifi- 
brinolysin)  are  the  result  of  hemolytic  streptococcus 
infections  in  patients  who  have  had  rheumatic  fever 
but  are  not  necesarily  related  to  the  disease.3 

At  the  present  time  it  would  seem  that  there  is 
on  hand  sufficient  evidence  showing  the  relationship 
between  rheumatic  fever  and  the  hemolytic  strepto- 
coccus to  warrant  using  this  relationship  as  a work- 
ing basis  for  the  control  of  rheumatic  fever. 


Applicability  of  Public  Health  Control 
Measures 

An  evaluation  of  the  public  health  measures  which 
would  assist  in  the  control  and  treatment  of  rheu- 
matic fever  follows: 

COLLECTION  OF  DATA 

In  order  to  control  a disease,  as  much  information 
as  is  possible  concerning  it  should  be  known,  and 
attempts  should  be  made  to  gather  additional  facts 
continuously  over  a long  period  of  time.  There  is 
much  to  learn  concerning  the  geographical  dis- 
tribution of  rheumatic  fever,  its  prevalence,  and  its 
importance  as  a cause  of  death.  Accurately  kept  vital 
statistics,  classified  according  to  a standard  nomen- 
clature (American  Heart  Association),  are  essential.! 

This  applies  not  only  to  statistics  collected  by  de- 
partments of  public  health  but  also  to  hospital 
records  and  to  the  records  kept  by  physicians. 

Reporting  would  give  information  not  only  rela- 
tive to  the  prevalence  of  the  disease,  but  also  for 
statistical  trends  of  increasing  or  decreasing  inci- 
dence2 and  the  effectiveness  of  treatment  programs. 
The  addition  of  rheumatic  fever  to  the  already  long 
list  of  reportable  diseases  would  increase  to  only  a 
negligible  extenythe  physicians’  paper  work.  It  is  a 
small  matter  when  one  considers  the  profitable  re- 
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['suits.  Rheumatic  fever  is  now  reportable  in  Michi- 
gan, Iowa,  the  District  of  Columbia,  Chicago,30  and 
California. 

Inaccuracies  in  diagnosis  will  affect  the  value  of 
■results  derived  from  reporting,  but  much  informa- 
tion can  nevertheless  be  obtained.  Public  health 
education  as  to  diagnostic  criteria  and  nomenclature 
will  make  reporting  more  accurate.  If  reporting  does 
Inot  appear  feasible  on  a state-wide  basis,  it  may  be 
(made  reportable  for  an  experimental  period  in 
(selected  areas. 

CASE  FINDING 

T he  medical  acumen  of  the  physician  and,  to  a 
lesser  degree,  the  availability  of  laboratory  tests,  the 
ix-ray,  and  the  electrocardiograph  will  determine 
the  extent  of  recognition  of  rheumatic  fever.  Its 
early  recognition  is  also  dependent  upon  knowledge 
of  the  disease  in  all  its  varied  manifestations,  espe- 
cially in  its  chronic  state27  28  and  in  the  somewhat 
prolonged  stage  that  follows  the  cessation  of  clinical 
signs,29  when  the  disease  tends  to  remain  subclinical 
but  still  active. 

School  examinations  carefully  done  on  undressed 
children,  with  adequate  time  allowed  for  each  exam- 
ination, constitute  one  of  the  best  case-finding  pro- 
cedures now  at  our  disposal.  Such  examinations  will 
detect  previously  unrecognized  cases  of  rheumatic 
heart  disease  (25  per  cent  or  more)  more  frequently 
and  earlier  than  is  now  done.  Examination  of  the 
entire  family  in  which  there  is  one  member  with 
rheumatic  fever  will  often  reveal  a second  case  of 
the  disease.  The  family  approach  is  of  value  in  case 
finding.  This  approach  also  offers  a method  of  attack 
in  the  prevention  of  the  disease.8  Analysis  of  hos- 
pital statistics  is  also  a useful  case-finding  method.7 

Early  recognition  of  the  disease  is  of  significance 
in  that  recurrences— and  each  recurrence  often 
causes  further  heart  damage— are  particularly  fre- 
quent during  the  first  five  to  six  years  from  the 
onset,  during  which  period  adequate  care  and  fol- 
low-up treatment  are  essential. 

CONTROL  OF  ENVIRONMENT 

The  factors  in  the  environment  which  may  in- 
fluence the  prevalence  of  rheumatic  fever  have  been 
discussed  in  several  reviews.  It  seems  sufficient  to 
say  here  that  in  a given  area  the  “macro-climate” 
(precipitation,  temperature)  is  probably  of  less  im- 
portance than  the  “micro-climate”  (poor  housing, 
overcrowding,  poor  sanitation  and  nutrition),1  par- 
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ticularly  wetness  of  the  immediate  area  in  which 
the  patient  resides.8 

Adequate  housing  for  the  patient  with  rheumatic 
fever  and  his  family  is  of  public  health  concern.  A 
definite  step  in  diminishing  the  number  of  respira- 
tory infections  within  the  family  group  can  be  taken 
by  providing  the  patient  with  sufficient,  well-aerated 
living  and  sleeping  space.  Sleeping  in  bed  alone,  at 
a distance  from  other  members  of  the  family  and 
preferably  in  a separate  room  is  of  value. 

A five-year  appraisal  of  home  and  foster  home 
care31’32’33’34  for  children  with  rheumatic  fever 
indicates  that  approximately  20  per  cent  of  patients 
will  do  better  with  care,  such  as  it  given  in  special 
hospitals  and  convalescent  homes  equipped  and 
staffed  for  the  care  of  acutely  ill  children.  For  the 
remaining  80  per  cent,  well  organized  home  and 
foster  home  care— under  good  medical,  nursing,  and 
social  service  supervision— appears  adequate.  The 
best  foster  homes  give  the  best  protection  against 
respiratory  infections.  Provision  of  adequate  home 
and  foster  home  care  is  dependent,  to  a great  extent, 
upon  community  services. 

The  value  of  convalescent  care  for  patients  with 
rheumatic  fever  has  been  repeatedly  noted.3’35’36’37’38’39 
This  type  of  care  has  several  points  in  its  favor:  a 
competent  medical  staff  can  be  provided  for  a group 
of  children;  the  patients  learn  a routine  of  living; 
children  in  a group  cooperate  better  than  when 
alone;  schooling  can  be  carried  on;  and  opportunity 
is  provided  to  educate  parents  in  the  essentials  of 
rheumatic  fever  care.  It  should  be  emphasized  that 
children  within  the  institution  should  be  so  grouped 
that  the  spread  of  respiratory  infections  is  mini- 
mized. Air  sanitation  is  now  being  applied  in  the 
control  of  rheumatic  fever,  as  has  water  sanitation 
in  the  control  of  enteric  diseases.  Many  convalescent 
institutions  are  really  like  sanatoria  where  chronic- 
ally ill  patients  receive  treatment  for  long  periods 
of  time. 

In  order  to  minimize  the  factor  of  respiratory  in- 
fections in  convalescent  institutions,  open-air-sana- 
torium  type  of  care  has  been  instituted,  similar  to 
that  given  to  tuberculous  patients.40  The  good  re- 
sults have  led  extension  of  facilities  for  such  treat- 
ment.41 

Estimates  on  the  need  of  convalescent  beds  in  the 
United  States  place  the  number  at  more  than  10,000. 
Only  1,000  are  available  at  the  present  time.42  Super- 
vised homes  and  foster  homes  can,  to  a certain 
extent,  satisfy  this  need. 
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REHABILITATION  OF  FAMILY  AND  HOME 

Preparing  a child’s  own  home  for  his  return  from 
the  hospital,  convalescent  institution,  or  foster  home 
is  usually  the  function  of  community  agencies,43,33’44’45 
particularly  the  nursing  and  social  service  agencies. 
Adequate  housing  should  be  provided.  All  members 
of  the  family  should  be  examined  for  evidence  of 
rheumatic  fever.  Efforts  should  be  made  to  remove 
chronic  respiratory  infections  before  the  patient’s 
return.  I he  family  should  be  educated  in  matters 
of  good  health  hygiene  and  in  the  essential  factors 
in  the  long-time  care  of  the  patient.  Recurrences  of 
rheumatic  fever  in  children  who  return  to  a “good” 
home  environment  after  convalescent  care  are  less 
frequent  than  in  those  who  return  to  “poor”  home 
conditions.35 

EDUCATIONAL  PROGRAMS 

Educational  programs,  carried  on  by  public- 
health  agencies,  can  do  much  in  acquainting  the 
public  with  rheumatic  fever.  Awakening  civic  inter- 
est in  the  problem,  describing  the  varied  manifesta- 
tions of  rheumatic  fever,  stressing  the  need  for  early 
diagnosis  and  pointing  out  the  preventive  aspects— 
all  can  be  done  by  public  health  departments,  which 
for  years  have  disseminated  health  information. 

PUBLIC  PROGRAMS  FOR  THE  CARE  OF  RHEUMATIC 
FEVER  PATIENTS 

Many  persons  with  rheumatic  fever  have  been 
treated  in  hospital  clinics  and  public  dispensaries. 

I he  extent  of  rheumatic  fever  is  so  great  and  the 
facilities  so  few  that  extension  of  these  facilities  and 
the  establishment  of  new  are  essential.  The  cost  of 
complete  care  (medical,  hospital,  sanatorium)  is 
prohibitive  for  the  families  of  many  of  the  patients 
who  develop  rheumatic  fever.  In  England  the  care 
of  children  with  rheumatic  fever  as  a public  service 
has  been  successfully  carried  on  since  192 6. 46  A start 
in  case  finding  and  in  treatment  and  follow-up  serv- 
ices for  children  with  rheumatic  fever  and  rheu- 
matic heart  disease  on  a localized  or  state-wide  basis 
has  been  made  by  several  of  the  state  agencies  for 
crippled  children.  The  impetus  toward  developing 
rheumatic  fever  programs  was  given  through  appro- 
priation of  funds  by  the  Children’s  Bureau  of  the 
United  States  Department  of  Labor  for  such  a serv- 
ice, and  the  appointment  of  a cardiac  consultant  in 
the  Children’s  Bureau.  Thirteen  states  are  now 
carrying  on  this  service.  The  pattern  of  growth  of 
the  rheumatic  fever  program  within  a given  state  is: 
first,  to  develop  complete  services— medical,  hospital, 


convalescent  or  foster  home,  nursing,  social  service- 
in  an  area  with  facilities;  secondly,  to  extend  these 
services  gradually  into  other  areas.  The  state  pro- 
grams are  now  in  the  first  stage  of  development.30 

Summary 

I he  widespread  and  numerical  prevalence  of 
rheumatic  fever,  the  social  and  economic  factors 
bearing  on  the  disease,  its  infectious  nature,  and  the 
applicability  of  public  health  measures  to  its  con- 
trol, all  indicate  clearly  that  this  disease  is  of  imme- 
diate and  substantial  public  health  importance. 
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'T'he  first  duty  in  the  treatment  of  an  acute  attack 
of  asthma  is  to  provide  quick  relief.  This  in- 
volves symptomatic  therapy  such  as  drugs  and  non- 
specific measures.  There  is  no  time  for  history  or 
skin  tests  or  other  investigation  as  immediate  relief 
is  the  prime  consideration. 

Let  us  define  the  term  asthma.  It  is  a recurrent 
paroxysmal  dyspnea  with  wheezing,  more  marked 
on  expiration.  There  is  present  bronchial  muscle 
spasm  and  swelling  of  the  bronchial  mucous  mem- 
brane. All  wheezes  are  not  true  asthma  and  not 
all  asthma  is  allergic  although  up  to  80%  are  protein 
sensitive.  Such  unfortunate  terms  as  renal,  cardiac, 
and  thymic  asthma  are  etiologic  forms  of  dyspnea 
and  are  not  true  asthma  and  therefore  will  not  be 
considered  in  this  discussion  on  the  treatment  of  the 
acute  attack  of  bronchial  asthma.  It  is  best  to  con- 
sider asthma  as  a syndrome  composed  of  three 
stages.  The  first  stage  consists  of  a feeling  of  tight- 
ness and  oppression  of  the  chest.  No  physical  signs 
are  present  and  the  complaint  is  purely  subjective. 
The  second  stage  is  the  bronchitic  or  wheezing  stage 
(pre-attack  stage).  Numerous  rales  are  present  and 
the  diagnosis  of  bronchitis  is  usually  made.  If  these 
rales  are  sibilent  and  sonorous  and  are  present 
bilaterally  they  are  pathognomonic  of  asthma.  Mild 
dvspnea  may  be  present  in  this  stage. 

I he  third  stage  is  the  attack  stage  with  its  trouble- 
some dyspnea  and  wheezing  respiration.  This  is  the 
peak  of  the  asthma  syndrome. 

For  mild  attacks  one  may  resort  to  mild  forms  of 
therapy.  For  children  Syrup  of  Ipecac,  1-2  tea- 
spoonsful,  may  be  effective  in  dislodging  a plug  of 
mucus  and  may  give  relief.  However,  if  dehydration 
is  present  one  should  be  guarded  in  its  use.  A vapor- 
izing spray  of  1:100  solution  of  epinephrine  used  as 
often  as  necessary  may  relieve  the  mild  attack  and 


may  obviate  the  necessity  of  subcutaneous  injections  c 
of  adrenalin.  This  is  safe  to  use  in  children  over  7 c 
years  of  age.  [ 

Ephedrine  may  be  given  orally  14-14  grains  in  d 
mild  attacks  but  intolerance  and  unpleasant  side  c 
effects  may  develop.  These  are  more  apt  to  occur  \ 
after  3 weeks  of  continuous  use.  Children  given  | 
ephedrine  over  long  periods  become  pale,  irritable,  j 
and  may  develop  anorexia  and  bladder  symptoms,  t 
The  best  method  of  using  ephedrine  in  a mild  attack  i 
is  to  give  the  drug  at  % hour  intervals  for  4-5  doses.  1 
If  it  is  not  effective  in  this  time  stop  the  drug.  If  in- 
tolerance to  ephedrine  is  present  use  ephedrine  , 
synthetics  as  substitutes;  such  as,  ephetonin  %-% 
grains  or  Propadrine  hydrochloride  14  -%  grains. 
Ephedrine  is  more  effective  when  used  in  combina- 
tion with  other  drugs  such  as  aspirin  and  pheno- 
barbital.  This  latter  drug  controls  vasomotor  side 
effects.  However  always  inquire  if  there  is  sensitiv- 
ity to  any  of  these  drugs. 

Control  of  the  cough  in  the  earlv  stages  may  be 
obtained  by  the  use  of  Codeine  with  Ammonium 
chloride.  If  there  is  profuse  expectoration  Terpene 
hydrate  may  be  added  to  this  mixture.  Later  if  the 
cough  is  dry  and  spasmodic  use  a regular  Pertussis 
cough  mixture  of  Codeine,  Sodium  bromide,  and 
Antipyrine.  Small  doses  of  Potassium  Iodide,  2-5 
grains  t.i.d.,  are  effective  when  given  in  this  spas- 
modic stage. 

Adrenalin  is  the  most  valuable  single  therapeutic 
measure  in  treating  the  acute  attack.  Too  high 
dosage  of  adrenalin  may  cause  intolerance  to  the 
drug  and  a condition  known  as  “adrenalin  fast.” 
Adrenalin  of  1:1000  solution  is  best  given  in  small 
doseage  by  subcutaneous  injection  3-5  minums  every 
14  hour.  If  repeated  injections  fail  to  relieve  the 
patient  it  may  be  given  intravenously  as  a final  trial. 
Dilute  o. icc-o.2cc  of  adrenalin  in  distilled  water  or 
in  the  patient’s  own  blood  and  inject  slowly.  This 
may  be  a life  saving  procedure. 

When  the  attack  stage  continues  uninterruptedly 
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for  36  hours  in  spite  of  repeated  subcutaneous  in- 
jections of  adrenalin,  the  patient  is  in  status  asthmati- 
cus,  and  the  condition  should  be  considered  as  an 
acute  emergency.  To  know  what  to  do  is  important. 
To  know  what  not  to  do  is  just  as  important,  as 
more  harm  can  be  done  by  doing  the  wrong  thing 
than  by  doing  nothing  and  leaving  the  patient  alone 
and  simply  taking  care  of  fluid  requirement. 

Morphine  should  never  be  used  in  status  asthmati- 
cus.  It  slows  and  deepens  respiration,  may  cause 
cyanosis,  and  even  drowning  in  one’s  own  fluid. 
Deaths  have  been  reported  following  the  use  of  this 
drug.  An  exception  to  the  use  of  morphine  is  in 
cardiac  dyspnea  with  impending  heart  failure,  in 
which  condition  morphine  acts  as  a specific.  Atro- 
pine is  of  no  real  value  in  status  asthmaticus.  Atro- 
pine dries  up  the  mucous  membranes  and  locks  up 
the  secretion  present,  therby  prolonging  the  attack. 
If  an  associated  infection  is  present  its  use  may  result 
in  a serious  spread  of  the  infection. 

We  must  now  consider  the  important  measures 
to  be  employed  in  the  treatment  of  status  asthmati- 
cus. 

First,  hospitalize  the  patient.  Insist  on  a change  of 
environment.  This  breaks  the  antigenic  contact  and 
frequently  this  is  the  only  measure  necessary  to 
relieve  the  status  in  children. 

Second,  give  500CC-1000CC  of  5%  glucose  (20CC- 
30CC  per  kgm  of  body  weight)  in  distilled  water 
intravenously.  Do  not  use  saline  as  the  diluent  as  salt 
aggravates  asthma.  This  treatment  combats  the  de- 
hydration that  is  present  in  most  cases  and  tends  to 
break  the  adrenalin  fast  condition. 

Third,  give  aminophyllin  (theophylline  ethylene 
diamine)  intravenously  3%  grains  in  a iocc  ampoule 
for  children  and  7V2  grains  in  zocc  of  diluent  for 
adults.  Give  this  slowly  with  a 26  gauge  needle. 

These  measures  usually  break  the  status  and  the 


patient  becomes  less  tense  and  anxious.  Now  the 
patient  may  get  relief  from  small  doses  of  adrenalin 
given  subcutaneously.  If  the  adrenalin  fast  condition 
persists  aminophyllin  intravenously  may  be  re- 
peated. Other  therapeutic  measures  may  be  neces- 
sary. If  the  patient  is  cyanotic  and  laboring,  admin- 
istration of  100%  oxygen  with  a naso-oral  mask  for 
5 minutes  repeated  at  30  minute  intervals  relieves  the 
anoxia.  Helium  has  been  a great  disappointment  in 
the  treatment  of  acute  asthma  and  its  administration 
is  not  advocated.  If  the  attack  continues  in  spite  of 
the  above  measures  rectal  anaesthesia  should  be 
tried.  In  children  equal  parts  of  olive  oil  and  ether 
(3  ounces  of  each)  are  given  slowly  through  a 
catheter  attached  to  a syringe.  A thick  coating  of 
vaseline  should  be  used  to  protect  the  area  from 
irritation.  For  adults  avertin  (Tribromethanol  in 
“avertin  fluid”  amylene  hydrate)  60  mgm  per  kgm 
should  be  used  instead  of  ether  and  oil. 

During  the  acute  attack  the  diet  should  consist 
of  small  amounts  of  liquids  offered  frequently.  Later 
when  the  patient  becomes  more  comfortable  foods 
that  are  the  least  allergenic  are  offered. 

Broths  Sweetened  liquids 

Melba  toast  Evaporated  or  boiled  milk 

Apple  sauce  Tea  with  lemon  juice 

Stewed  fruits 

After  the  acute  attack  is  over  and  the  patient  is 
calm  and  comfortable  the  investigation  from  a long 
range  point  of  view  should  be  started  to  determine 
the  etiologic  factors.  Such  study  includes  a careful 
history,  allergic  testing  either  by  scratch  or  intra- 
dermal  or  both,  x-ray,  and  other  laboratory  aids  as 
indicated.  After  a thorough  diagnostic  study  and 
after  the  etiologic  factors  have  been  discovered, 
efforts  may  be  directed  toward  specific  therapy 
which  offers  greater  hope  for  enduring  relief  by 
obviating  the  causes  and  preventing  recurrences. 
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RADIO  RESISTANT  CANCER  OF  THE  UPPER  LIP:  A CASE  REPORT 

E.  Tremain  Bradley,  m.d.,  New  Canaan 


/T,he  middle  third  of  the  face  is  reported1  to  he 
the  site  of  cancer  more  frequently  than  either 
the  upper  or  lower  thirds.  Yet  it  is  uncommon  to 
find  it  on  the  upper  lip.  The  type  of  cancer  most 
often  found  on  the  lower  lip  is  squamous  cell  car- 
cinoma, while  elsewhere  on  the  face  basal  cell  is 
more  frequent.  Multiple  malignancy  on  the  face  is 
not  rare.  The  requirements  which  Billroth2  out- 
lined for  establishing  the  authenticity  of  multiple 
primary  malignancy  were  too  stringent:  first,  that 
the  various  lesions  show  a different  histology; 
second,  that  they  arise  in  different  locations;  and 
third,  that  each  produce  its  own  metastases.  Warren 
and  Gates2  use  a more  workable  criterion:  that 
“each  of  the  tumors  must  present  a definite  picture 
of  malignancy,  each  must  be  distinct,  and  the  prob- 
ability of  one  being  a metastasis  of  the  other  must 
be  excluded.” 

CASE  REPORT 

A man,  P.  El.  (Fig.  i),  aged  45,  white,  single,  of  Irish 
extraction,  was  first  seen  in  the  Norwalk  tumor  clinic  in 
February  of  this  year,  1942.  At  that  time  he  exhibited  squam- 
ous cell  epitheliomas  of  the  right  upper  eyelid  and  of  the 
right  side  of  the  upper  lip.  It  is  interesting  to  note  that  on 
July  26,  1933,  he  was  admitted  to  Bridgeport  Hospital,  where 
he  gave  a history  of  an  open  indurated  lesion  on  the  rgiht  side 
of  the  lower  lip  of  one  month  duration.  Eight  days  later 
the  lesion  was  excised,  and  the  laboratory  reported  squamous 
cell  carcinoma,  grade  I.  He  did  not  return  for  follow  up 
care  after  discharge  on  his  sixth  postoperative  day.  However, 
a Visiting  Nurse  succeeded  in  locating  him  in  June,  1937, 
and  reported  that  he  was  “working  every  day.  General  con- 
dition good.  No  recurrence.”  And  we  have  found  no  evi- 
dence of  recurrence  in  1942,  nine  years  after  excision. 

On  his  first  visit  here,  biopsies  were  taken  from  the  two 
lesions  to  verify  the  diagnosis.  That  from  the  eyelid  was 
grade  I squamous  cell  carcinoma,  and  that  from  the  upper 
lip  was  grade  II,  also  squamous  cell  carcinoma.  With  a lead 
shield  over  the  eye,  he  was  given  a total  of  8,000  r in  four 
equal  doses  of  2,000  r each  to  the  right  upper  eyelid,  at  two 
day  intervals.  The  following  factors  were  used:  Target  skin 
distance,  10  inches;  filtration,  1 mm.  of  aluminum  and  2.1 
mm.  of  copper;  KvP  112.  The  last  treatment  was  given  on 
February  18.  This  lesion  regressed  very  rapidly,  completely 
disappearing  in  four  weeks.  One  month  later  the  site  was 


Fig.  1 


well  healed.  I his  area  has  remained  soft  and  apparently  free 
from  disease  to  the  present  time,  a period  of  over  eight 
months. 

On  February  17  the  upper  lip  was  treated  with  radiunf. 
A dental  plastic  mold  was  made  and  radium  needles  set  into 
it.  1 his  method  was  not  too  satisfactory  in  this  particula 
case  because  of  the  total  absence  of  upper  teetli  and  th 
poor  quality  of  the  lower  ones.  I hese  factors  made  it  difii- 
cult  to  replace  the  mold  with  complete  accuracy  over  th 
same  portion  of  lip  on  which  it  had  been  made.  76.4  m^m 
of  radium  were  used,  and  the  mold  left  in  place  an  hod 
and  nineteen  minutes,  making  a total  dosage  of  100  mg 
hours.  There  was  very  little  reaction. 

One  month  later  the  lesion  had  regressed  considerably 
but  it  was  thought  that  more  irradiation  was  required.  On 
April  28  it  was  obvious  that  some  portion  of  the  tumor  had 
not  been  sufficiently  treated  by  the  original  application  of 
radium.  Again  a dental  mold  was  made,  and  the  76.4  mgm, 
of  radium  incorporated.  This  time  the  treatment  was  con- 
tinued for  two  and  one  half  hours,  bringing  the  dosage  to 
■91  mgm.  hours.  The  reaction  from  this  was  acute,  and  thfl 
tumor  regressed  more  rapidly. 

However,  two  months  later  on  June  30,  there  was  a deep, 
ulcerated  hollow  with  considerable  slouch,  and  on  the 
medial  border  just  under  the  right  nostril  there  was  marked 
induration  suspicious  of  epithelioma.  A biopsy  taken  at  this 
point  was  found  to  be  positive.  It  was  felt  at  this  time,  aftei 
consultation  with  the  roentgenotherapist,  that  to  attempt 
the  questionable  course  of  x-ray  treatment,  such  as  had  been 
used  on  the  eyelid,  would  be  unwise.  Since  radium  in  that 
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dosage  had  failed  to  stop  the  growth,  it  was  doubtful 
whether  x-ray  would;  and  it  was  felt  that  if  the  disease 
were  not  halted  at  this  time  it  would  shortly  get  beyond 
control.  Consequently,  the  only  recourse  was  to  surgery. 
The  patient  was  enlisted  to  apply  hot  compresses  of  mag- 
nesium sulphate  solution  at  home,  and  later  in  the  hospital, 
to  reduce  the  inflammation  to  a minimum.  On  the  two  nights 
preceding  the  operation  sulfathiazol  powder  was  applied  to 
the  lip,  and  in  the  twelve  hours  preceding  operation  the 
patient  was  given  six  grams  of  sulfathiazol  by  mouth. 

On  July  24  under  intratracheal  cyclopropane,  the  upper  lip 
was  excised  (Fig.  2),  from  beneath  the  middle  of  the  left 
naris  up  from  the  lip  margin,  then  along  the  base  of  the 
nose  to  the  right,  and  down  again  to  a point  on  the  lip  edge 
1.5  centimeters  from  the  right  corner  of  the  mouth.  Thus 
the  full  thickness  of  lip  was  removed  in  a rectangle  5 cm. 
long.  The  lateral  portion  of  the  lip  was  pinched  between 
the  thumb  and  forefinger  to  control  bleeding  until  the  large 
vessels  could  be  clamped. 

With  the  tumor  thus  removed,  plastic  repair  was  at- 
tempted. A narrow  triangle  was  excised  along  the  right  side 
of  the  nose,  the  base  starting  at  the  present  cut  surface  and 
extending  somewhat  to  the  right:  the  apex  being  just  above 
the  ala  nasi.  The  sides  of  this  triangle  were  curved  to  con- 
form with  the  side  of  the  nose.  A lateral  incision  from  the 
right  angle  of  the  mouth  was  then  made,  for  a distance  of 
two  inches,  equivalent  to  the  amount  of  lip  removed.  This 
incision  was  carried  down  to  the  mucosa.  The  mucosa  was 
then  dissected  free  from  the  lower  edge  for  a distance  of 
nearly  a centimeter,  and  the  incision  completed  at  this  level. 
Flie  purpose  of  this  extra  mucosal  flap  was  to  form  a cover- 
ing for  the  raw  inferior  surface  of  the  proposed  lip. 

The  full  thickness  of  cheek  was  then  pulled  (Fig.  3)  over 
against  the  nose,  and  did  not  wrinkle  at  this  point  because 
of  the  previous  excision  of  the  triangle  beside  the  nose. 
Two  heavy  silk  retention  sutures  threaded  on  2-eyed  mother- 
of-pearl  buttons  were  passed  through  the  skin  and  into  the 
muscle,  but  not  through  the  mucosa,  in  order  to  hold  the 
new  lip  in  place.  These  were  set  back  about  2 cm.  from  the 
vertical  line  of  approximation  on  both  the  new  lip  and  the 
left  lip.  # 000  chromic  catgut  was  used  to  approximate  the 
mucosal  edges,  beginning  at  the  angle  of  the  nose,  following 
along  the  base,  taking  particular  care  at  the  corners,  and 
extending  down  the  vertical  closure  line  to  the  lip  margin. 
All  these  knots  were  left  on  the  oral  side.  This  layer  did  not 
extend  up  along  the  side  of  the  nose,  of  course.  A number 
of  interrupted  sutures  of  the  same  material  was  used  to  bring 
the  muscle  edges  together.  Silk  was  used  in  meticulous  clos- 
ure of  the  skin,  with  some  single  sutures  and  some  vertical 
mattress  sutures.  As  a triangle  had  been  cut  out  from  beside 
the  nose  to  avoid  wrinkling,  so  another  triangle,  with  the 
apex  pointing  down,  had  to  be  cut  out  just  beside  where  the 
right  corner  of  the  mouth  had  been  located.  The  two  sides 
of  this  triangle  were  then  sewn  together,  beginning  with  the 
mucosa.  The  same  suture  methods  were  used  throughout  as 
on  the  upper  lip  itself. 

The  extra  fold  of  buccal  mucosa  which  still  hung  down 
from  the  new  upper  lip  was  then  swung  up  anteriorly  and 
sutured  to  the  skin  with  black  silk.  The  fact  that  some  of 
the  original  lip  near  the  angle  of  the  mouth  was  left  intact 
made  the  transition  to  new  lip  a little  awkward. 


Microscopic  examination  of  the  lip  showed  complete  ex- 
cision of  the  tumor  with  only  a very  narrow  margin  of 
normal  tissue.  The  diagnosis  was  epidermoid  carcinoma  grade 
11.  Postoperatively  there  was  no  elevation  of  temperature 
whatsoever,  and  the  patient  received  fluids  bv  mouth  after 
twelve  hours.  Sutures  were  removed  on  the  fourth  and 
seventh  days.  A mild  erythematous  reaction  that  appeared 
on  the  fifth  day  cleared  up  under  boric  acid  compresses 
and  sulfathiazol.  The  patient  remained  on  liquids  until  the 
ninth  day.  At  the  time  of  discharge  on  the  eleventh  day 
there  was  a dense  adhesion  from  the  excised  lower  triangle 
to  the  lower  gum. 

I he  above  operation  was  suggested  to  the  author  by 
Dr.  Douglas  Quick  of  New  York  who  has  performed  it 
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several  times  and  on  occasion,  bilaterally.  In  the  literature 
I have  been  unable  to  find  the  exact  procedure  described. 
The  nearest  approach  to  it  seems  to  be  in  Szymanowski’s 
“Handbook  of  Operative  Surgery,”'!  published  1870  in  Ger- 
man. However,  even  here  no  mention  is  made  of  excising 
die  upper  triangle  in  such  a way  as  to  leave  the  suture  line 
along  the  lateral  nasal  crease.  Also,  no  one  seems  to  describe 
the  extra  mucosal  flap  for  reconstructing  the  pink  part  of 
the  lip. 

On  November  4,  fifteen  and  a half  weeks  after  operation, 
the  upper  lip  was  entirely  healed.  There  was  no  evidence 
of  recurrence,  but  there  was  a slight  tendency  of  the  lip  to 
curl  inward.  The  original  tension  across  this  area,  which 
tended  to  pull  the  nose  slightly  to  the  right,  was  much 
relaxed.  The  lower  teeth  were  in  very  bad  condition,  and 
the  patient  had  been  advised  to  have  extraction  promptly.5 
It  was  also  suggested  that  he  obtain  an  upper  denture,  if 
practical,  for  the  purpose  of  stretching  the  upper  lip  still 
further,  and  eventually  relieving  the  tension  on  the  cheeks. 
No  suspicious  glands  were  palpable  in  the  neck. 


In  review,  this  man  had  three  cancers  of  the  face 
treated.  The  first,  a lesion  of  the  lower  lip,  was  re- 
moved by  V-excision  nine  years  ago  and  has  not 
recurred.  Another,  of  the  upper  eyelid,  was  prompt- 
ly cured  by  x-ray.  The  third,  a lesion  of  the  upper 
lip,  was  treated  unsuccessfully  on  two  occasions 
with  radium,  and  seems  to  have  been  eliminated 
finally  by  rather  radical  surgery,  followed  by  a 
plastic  repair. 
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LEIOMYOMA  OF  THE  SMALL  INTESTINE 
Case  Report 

Daniel  C.  Patterson,  m.d.,  and  William  A.  Geer,  m.d.,  Bridgeport 


T3  enign  tumors  of  the  small  intestine  are  rare. 

Rankin  and  Newell  found  only  35  cases  in  the 
files  of  the  Mayo  Clinic.  During  the  same  period  60 
cases  of  carcinoma  of  the  small  intestine  were  seen, 
and  the  latter  is  usually  thought  of  as  uncommon. 

Of  the  35  above  mentioned  benign  tumors,  11 
were  leiomyomas,  1 1 were  adenomas.  The  rest  were 
fibromas,  lipomas,  hemangiomas,  and  one  each  of 
cyst,  adenomyoma,  and  osteochondroma.  All  of 
these  cases  were  treated  by  operation  and  cured. 

In  1937  Smith  reviewed  the  literature  on  leio- 
myoma of  the  small  intestine,  and  found  that  109 
cases  had  been  reported.  As  to  the  incidence  of  this 
lesion,  Smith  stated  that  in  36,000  routine  autopsies 
there  were  only  8 cases  of  leiomyoma  of  the  small 
intestine. 

The  presenting  symptoms  of  leiomyoma  of  the 
small  intestine  are  either  those  of  intestinal  hem- 
orrhage or  obstruction.  Hemorrhage  may  be  severe, 
in  some  cases  fatal.  A definite  diagnosis  can  not  be 
made  before  laparotomy  is  done.  The  treatment  is 
surgical  removal,  either  by  local  excision  or  resec- 


tion of  a portion  of  bowel.  Leiomyoma  of  the  small 
intestine  is  a benign  tumor. 

The  following  case  was  referred  by  Dr.  Charles 
Hyde: 

I lie  patient  was  a machinist,  45  years  of  age.  For  several  , 
days  he  had  been  passing  stools  which  had  the  appearance 
of  tar.  There  had  been  epigastric  distress  and  pain  in  the 
right  lower  quadrant  of  the  abdomen.  In  the  past  seven  years 
the  patient  had  had  four  similar  attacks,  during  one  of  which 
he  was  hospitalized  and  given  blood  transfusions.  The  diag- 
nosis at  that  time  was  bleeding  peptic  ulcer.  On  examination 
no  abdominal  masses  were  felt,  and  there  was  no  localized 
tenderness.  Fluoroscopy  of  the  intestinal  tract  by  Dr. 
Charles  Hyde  showed  a stenosing  lesion  of  the  small  intes- 
tine. The  hemoglobin  was  70,  red  cells  3.6  million.  The 
stool  gave  a positive  test  for  blood.  In  view  of  the  x-ray 
findings,  it  was  felt  that  the  patient  had  a lesion  of  the  small 
intestine,  and  laparotomy  was  advised.  At  operation  on 
October  14,  1940,  a mass  the  size  of  an  orange  was  found 
growing  out  of  the  wall  of  the  midportion  of  the  ileum. 

1 he  mass  was  adherent  to  another  loop  of  small  intestine, 
from  which  it  was  separated.  The  mass  was  then  resected 
from  the  wall  of  the  ileum,  leaving  a hole  in  the  gut  at  the 
region  of  resection.  This  defect  was  repaired  by  means  of 
a transverse  suture  line.  The  abdomen  was  closed  in  layers, 
and,  aside  from  a few  days  of  post  operative  vomiting,  the 
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Photograph  of  leiomyoma  of  small  intestine  at 
operation 


patient  made  a good  recovery  from  the  operation.  The  speci- 
men consisted  of  an  irregular  tumor  mass  which,  on  section, 
showed  a few  fragments  of  calcium.  Microscopic  examina- 
tion showed  elongated  cells  and  occasional  mitoses.  The  diag- 
noses was  leiomyoma  of  the  small  intestine. 

Comment 

This  case  is  similar  to  many  of  the  other  reported 
cases  of  leiomyoma  of  the  small  intestine  in  that  in- 
testinal hemorrhage  was  the  first  sign  of  the  lesion. 
The  earlier  diagnosis  of  bleeding  peptic  ulcer  in  this 
case  is  an  error  which  has  been  made  before,  and  it 
was  only  by  careful  fluoroscopic  examination  of  the 
small  intestine  that  the  actual  site  of  the  pathology 
was  discovered. 


Photomicrograph  of  leiomyoma  of  the  small  intes- 
tine. High  power  magnification. 
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OSTEOCHONDRITIS  DISSECANS  OF  THE  ELBOW  JOINT  WITH  UNUSUAL 
APPROACH  FOR  THE  REMOVAL  OF  LOOSE  BODY 

Edward  H.  Crosby,  m.d.,  f.a.c.s.,  Hartford 


'T'he  formation  of  a loose  cartilaginous  or  osseus 
body  in  the  elbow  joint  is  not  a common  occur- 
rence.1 Such  a loose  body  may  cause  locking  of  the 
elbow  with  associated  pain  and  swelling  through  the 
joint.  When  this  occurs,  conservative  treatment  is 
inadequate  and  the  loose  body  must  be  removed 
surgically. 

The  formation  of  the  elbow  joint  with  the  cora- 
coid process  in  front  and  the  olecranon  process  be- 
hind makes  the  approach  to  the  elbow  joint  difficult, 
especially  if  the  loose  body  lies  in  the  center  of  the 
joint. 

A CASE  HISTORY 

On  July  3,  1938,  Mr.  W.  F.  D.  while  rapidly  shovelling 
dirt,  heard  a click  and  felt  a sudden  pain  through  the  right 
elbow  joint.  The  pain  through  the  right  elbow  joint  sub- 
sided and  he  was  able  to  continue  working,  but  the  next 
morning  the  joint  was  swollen  and  painful.  After  three  days 
of  rest  and  treatment  with  heat  the  swelling  and  pain  sub- 
sided and  the  patient  was  able  to  return  to  heavy  work. 
Several  times  a day  the  right  elbow  joint  clicked  and  locked 
in  partial  flexion.  After  a brief  manipulation  the  locking  was 
relieved  and  he  could  continue  with  his  work. 

The  patient  was  first  seen  by  me  on  July  30,  1938,  four 
weeks  after  the  original  injury.  The  chief  complaint  was 
frequent  locking  of  the  right  elbow  joint  associated  with 
clicking  when  the  elbow  was  forcefullv  flexed. 

The  physical  and  orthopedic  examination  was  essentially 
negative  for  a well  developed  man  of  thirty-one  years,  except 
for  the  right  elbow.  This  joint  was  normal  to  inspection 
and  presented  no  swelling  or  tenderness.  It  could  be  force- 
fully flexed  to  its  normal  limit.  This  caused  moderate  dis- 
comfort through  the  joint.  When  the  right  elbow  was  rapidly 
extended  a definite  click  could  be  felt  and  heard.  This  click 
was  associated  with  a sharp  momentary  pain  through  the 
joint,  but  the  joint  could  not  be  made  to  lock  in  partial 
flexion. 

Roentgen  examination  of  the  right  elbow  joint  (Fig.  I) 
in  the  flexed  and  extended  positions  showed  a partially 
detached,  loose  body  in  the  mid  portion  of  the  sigmoid 
notch  of  the  ulna.  This  body  did  not  change  its  relationship 
with  the  sigmoid  in  either  the  flexed  or  extended  positions. 

Since  the  patient  was  able  to  use  the  right  arm  and  work 
without  too  much  discomfort,  he  elected  to  postpone  sur- 
gical removal  of  the  loose  body  in  the  right  elbow  joint. 

In  November  1938,  the  patient  again  presented  himself 
and  was  ready  to  submit  to  operation  because  the  locking 


Fig.  1 

Roentgen  examination  before  operation  showing 
location  of  loose  body  in  elbow  joint 


in  the  right  elbow  had  become  almost  constant.  He  was 
admitted  to  the  Hartford  Hospital  and  the  following  opera- 
tion was  performed  on  November  21,  1938: 

After  studying  the  position  of  the  loose  body  in  the  elbow 
joint  it  was  decided  that  the  only  approach  would  be  by  an 
osteotomy  through  the  olecranon  process.  (Fig.  II.)  The 
operation  was  prosected  on  a cadaver  and,  because  of  the 
brittle  nature  of  the  olecranon  process,  the  osteotomy  was 
done  with  a motor  saw.  The  exact  angle  of  the  cut  was 
determined  by  a study  of  the  x-rays. 

An  incision  about  three  inches  long  was  made  over  the 
right  olecranon  process  extending  from  the  tip  of  the 
olecranon  process  downward.  The  posterior  surface  of  the  j 
olecranon  process  was  exposed  almost  completely  with  a j 
periosteal  elevator.  The  ulna  nerve  was  adequately  protected  ] 
with  a metal  instument  and  with  a circular  motor  saw  a 
transverse  cut  was  made  through  the  olecranon  process  at 
a point  1 'A  inches  below  the  tip  of  the  process.  The  cut  was 
carried  through  the  bone  directed  toward  a point  2/2  inches 
above  the  tip  of  the  olecranon  process.  Before  the  osteotomy 
was  completed,  a drill  hole  was  placed  through  the  olecranon 
process  and  into  the  shaft  of  the  ulna  to  receive  the  Yerga- 


Osteochondritis  dissecans  — crosby  i 7 i 


ion-  screw.  (Fig.  II.)  The  osteotomy  was  then  completed 
md  the  loose  body  zl/2  x 3 x 4 mm.  was  found  exactly  at 
he  bottom  of  the  osteotomy  and  was  removed  easily  with  a 


Roentgen  examination  following  operation  showing 
osteotomy  through  olecranon  process  with  the  frag- 
ment held  in  place  by  a Ycrgasonr  screw 


forceps.  The  body  was  loose  and  was  imbedded  in  a depres- 
sion of  the  articular  cartilage  of  the  ulna.  The  osteotomy  of 
the  olecranon  process  was  repaired  with  a Yergason  screw 
(Fig.  II)  and  the  soft  tissues  closed  in  layers. 

Pathological  examination  of  the  loose  body  showed  it  to 
be  composed  of  degenerating,  dense,  articular  cartilage.  The 
patient  was  encouraged  to  use  the  right  elbow  immediately3 
and  postoperative  recovery  was  uneventful. 

On  December  12,  1938,  three  weeks  after  osteotomy,  the 
Yergason  screw  was  removed  with  a screw  driver  under 
local  novocain  anesthesia  and  the  small  wound  in  the  skin 
was  closed.  The  patient  was  discharged  from  the  hospital 
December  14,  1938  with  almost  complete,  painless  motion 
in  the  right  elbow  joint.  He  returned  to  his  regular  heavy 
work  on  January  23,  1939. 

The  patient  was  seen  for  a follow  up  examination  on 
August  16,  1941.  The  motion  in  the  right  elbow  was  normal 
in  extent  without  discomfort  and  he  had  been  using  the 
right  arm  constantly  for  heavy  work.  Roentgen  ray  examina- 
tion (Fig.  Ill)  showed  that  the  osteotomy  had  completely 
healed. 
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TUMOR  OF  CAROTID  GLAND 

Gray  H.  Twombly,  m.d.,  New  York , L.  G.  Simon,  m.d.,  South  Norwalk  and 

L.  Stein berger,  m.d.,  South  Norwalk 


Gray  H.  Twombly.  m.d.  Harvard,  1929.  Assistant 
Surge ov,  Memorial  Hospital,  Neve  York  City.  Assist- 
ant Professor  of  Cancer  Research,  Columbia  Univer- 
sity. Consultant,  Norwalk  Hospital  Tumor  Clinic 


L.  G.  Simon,  m.d.  New  York  University  and 
Bellevue,  1927.  Assistant  Attending  Surgeon,  Nor- 
walk Hospital.  Assistant  Director,  Norwalk  Hos- 
pital Tumor  Clinic 


L.  Steinberger.  m.d.  Royal  Hungarian  Elizabeth 
University,  1936 


'"pii at  rare  cases  are  not  confined  to  the  big  cities 
or  the  larger  clinics  is  a truism  which  often 
needs  emphasis.  Cases  of  exceptional  interest  or 
rarity  are  to  be  found  by  those  who  are  continually 
looking  for  them,  or  interested  in  studying  them,  in 
any  community. 

In  the  last  few  years  we  have  seen  at  the  Nor- 
walk Hospital  Tumor  Clinic  such  rarities  as  a 
patient  with  a chromiopharyngioma,  a case  of 
adrenal  hypertrophy  of  unusual  rarity,  several 
ovarian  theca  cell  tumors,  and  cases  such  as  eosino- 
philic leukemia,  cystosarcoma  phvlloides,  Kaposi’s 
sarcoma,  cyst  of  thymus  gland,  chorioepithelioma 
of  the  testes,  reticulum  cell  sarcoma  of  bone,  and 
carotid  gland  tumor. 

This  paper  gives  an  account  of  a patient  suffer- 
ing from  the  last  of  these  conditions  who  was 
treated  successfully  by  operation. 

FREQUENCY  OF  TUMORS  OF  THE  CAROTID  BODY 

That  a carotid  body  tumor  is  a rare  occurrence 
is  well  attested  by  the  small  number  of  cases  which 
have  been  reported  in  the  literature  since  the  con- 
dition was  first  described  by  Marchand  in  1891. 
In  1937  Sonck  reviewed  all  the  case  reports  which 
had  appeared  in  the  literature  to  the  end  of  1936,  of 
which  he  considered  236  to  be  authentic.  We  have 
reviewed  all  articles  appearing  since  then  on  the 
subject  which  describe  53  more  cases,  making  a 
total  of  289  authentic  cases  to  the  end  of  1941.  At 
the  Memorial  Hospital  in  New  York  where  over 
3,500  new  tumor  cases  are  seen  yearly,  only  5 


carotid  body  tumors  had  been  encountered  up  to 
July,  1942. 

NATURE  OF  FUNCTION  OF  THE  CAROTID  BODY 

I he  normal  carotid  glands  are  situated  one  on 
either  side  of  the  neck,  behind  the  common  carotid 
artery  at  its  point  of  bifurcation.  They  are  oval 
reddish  brown  structures,  measuring  about  5 mm.  in 
greatest  diameter.  The  normal  gland  consists  of 
masses  of  spherical  or  irregular  cells  more  or  less 
isolated  from  one  another  by  fibrous  septa.  They 
are  richly  supplied  with  nerve  endings  and  are 
bathed  by  blood  in  sinusoidal  capillaries  which 
ramify  widely  through  the  gland.  These  cells  have 
a finely  granular  cytoplasm  and  stain  yellow  or 
brown  with  chrome  salts.  The  carotid  bodies  belong 
to  those  structures  variously  known  as  chromaffin 
bodies,  paraganglia,  or  glomera. 

I he  function  of  the  carotid  bodies  was  not 
understood  until  1931,  when  it  was  shown  that  they 
play  a most  significant  role  in  the  control  of  respira- 
tion. Schmidt  and  Comroe  have  shown  that  changes 
in  the  chemical  composition  of  the  blood  affect  the 
respiration  through  two  centers,  the  respiratory 
center  itself  and  the  carotid  body.  Experiments 
show  that  the  carotid  body  is  more  sensitive  than 
the  respiratory  center  to  the  respiratory  poisons 
such  as  nicotine,  cyanide,  lobeline,  etc.,  and  to 
anoxia,  whereas  the  center  itself  is  more  sensitive  to 
changes  in  carbon  dioxide  content  and  pH  of  the 
blood. 

CLINICAL  SYMPTOMS  OF  CAROTID  GLAND  TUMORS 

1 umors  of  the  carotid  gland  are  seen  most  fre- 
quently between  the  ages  of  40  and  60,  equally  in 
both  sexes.  The  tumors  are  usually  unilateral  but 
occasionally  occur  on  both  sides  of  the  neck. 

One  of  the  most  striking  points  about  a carotid 
gland  tumor  is  its  slow  rate  of  growth.  In  the  20 
cases  reported  by  Harrington,  Clagett  and  Dock- 
erty,  the  tumor  had  been  present  from  one  to  fifteen 
years,  the  average  being  5.7  years. 

For  some  reason,  nearly  all  tumors  are  described 
as  being  about  the  size  of  a hen’s  egg.  Perhaps  this  is 
the  size  a symptomless  tumor  of  the  neck  must  be 
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before  the  average  person  decides  to  have  it  re- 
moved. As  the  tumors  grow  larger,  they  occasion- 
ally cause  symptoms  by  pressure  on  nearby  struc- 
tures. Dysphagia,  hoarseness,  Horner’s  syndrome, 
cough,  tinnitus,  and  occasionally  pain  may  occur 
for  this  reason.  On  examination,  the  tumor  is  usually 
rather  elastic  but  compressable.  It  is  freely  movable 
from  side  to  side  but  not  up  and  down.  Pulsation 
of  the  carotid  arteries  can  often  be  felt  over  it  or 
through  it  and  frequently  a bruit  can  be  heard.  It 
does  not  move  up  or  down  on  deglutition. 

Perhaps  the  most  important  point  in  diagnosing 
this  rare  tumor  preoperatively  is  to  consider  it  as  a 
possibility  when  confronted  with  a slowly  growing- 
cervical  tumor.  Differential  diagnosis  must  be  made 
with  tuberculous  lymphadenitis,  branchial  cyst, 
aneurysm,  metastatic  carcinoma,  aberrant  thyroid, 
neurofibroma,  ganglioneuroma,  and  Hodgkin’s  di- 
sease. Aspiration  biopsy  has  been  suggested  and  con- 
demned as  being  too  dangerous.  We  doubt  that  the 
latter  consideration  is  valid  if  the  aspiration  is  done 
with  an  18  gauge  needle  or  smaller. 

Case  Report 

Mrs.  A.  C.,  age  42,  a Hungarian  housewife  and  factory 
worker,  was  first  seen  on  July  15,  1941,  complaining  of  a 
slowly  growing  painless  tumor  in  the  right  side  of  the  neck, 
of  five  years  duration.  The  family  history  was  negative.  She 
gave,  on  close  questioning,  what  now  seems  a most  significant 
story,  that  the  year  before  the  tumor  appeared,  she  had 
been  greatly  troubled  by  fainting  attacks  whenever  she 
went  to  church.  Her  general  health  had  been  good. 

On  examination,  a firm  elastic  tumor  was  found  in  the 
right  side  of  the  neck  in  the  region  of  the  right  carotid  bulb. 
It  measured  6 x 4 x 3 Vi  cm.  It  was  deeply  situated  and  did 
not  move  when  the  patient  swallowed.  A marked  pulsation 
was  felt  over  the  tumor  and  one  gained  the  impression  that 
the  carotid  arterv  ran  over  its  anterior  surface.  A bruit  was 
heard  in  this  area.  The  tumor  could  be  moved  laterally  but 
not  up  and  down.  The  rest  of  the  physical  examination  was 
not  remarkable.  A chest  plate  showed  no  evidence  of  tuber- 
culosis. An  aspiration  biopsy  was  attempted  using  an  18 
gauge  needle.  However,  only  bright  arterial  blood  and  no 
tumor  tissue  could  be  drawn  into  the  syringe.  Because  of 
the  findings  mentioned  above,  a preoperative  diagnosis  of 
carotid  gland  tumor  was  made  and  operative  excision  ad- 
vised. This  the  patient  wished  to  delay,  and  it  was  not  until 
November  18,  1941,  that  it  could  be  performed. 

Under  avertin  and  intratracheal  gas-oxygen-ether  anaes- 
thesia, the  tumor  was  exposed.  The  internal  jugular  vein 
which  ran  in  front  of  it  was  ligated  and  divided.  The  com- 
mon carotid  artery  could  be  seen  dividing  itself  about  half 
way  over  it,  into  the  external  and  internal  carotids.  The 
tumor  was  inseparable  from  the  arteries  for  two  reasons: 
first,  because  of  the  dense  adherence  of  its  capsule  to  the 
adventitia  of  the  vessels,  and  second,  because  of  the  network 


of  thin  walled  vessels  that  covered  its  surface.  This  finding 
is  quite  typical. 


The  operation  was  concluded  by  ligating  the  external 
carotid  and  thyroid  arteries  at  the  margin  of  the  tumor, 
freeing  the  tumor  completely  from  its  bed  save  for  its  con- 
nections with  the  common  and  internal  carotids,  and  placing 
a constricting  heavy  aluminum  band  on  the  common  carotid 
artery  just  below  the  tumor.  This  band  was  tightened  just 
enough  to  barely  abolish  the  pulsations  of  the  artery  above 
it.  The  skin  edges  were  loosely  closed  with  interrupted 
stitches.  L"  l lid 

Two  days  later,  the  patient  having  had  no  signs  of  hemi- 
plegia in  the  interval,  the  wound  was  reopened,  the  common 
carotid  artery  and  internal  artery  doubly  tied  and  the  tumor 
removed.  The  wound  was  powdered  with  sulfathiazole  and 
closed  in  layers.  The  patient  made  an  uneventful  recovery 
and  has  remained  well  ever  since  (1  year). 

The  specimen  removed  was  an  oval  mass  measuring  4 x 
3x2  cm.  Its  surface  was  covered  with  small  blood  vessels 
and,  on  cutting  it  open,  proved  to  be  firm  and  greyish  yel- 
low in  color.  Many  blood  sinuses  could  be  seen  running 
through  it.  There  was  a thrombus  in  the  internal  carotid 
arterv  extending  up  from  the  aluminum  band  for  a distance 
of  4 cm. 

On  microscopic  examination,  the  tumor  was  seen  to  be 
composed  of  masses  of  oval  cells  packed  together  closely, 
often  lying  in  small  groups  arranged  around  a central  lumen. 
The  cytoplasm  was  vacuolated  in  some  areas.  There  was  a 
prominent  collagenous  stroma,  best  shown  in  the  sections 
stained  with  trichrome  and  Laidlow  stains.  There  were  no 
mitotic  figures  though  the  cells  and  their  nuclei  varied 
markedly  in  size  and  shape. 

The  arrangement  of  the  blood  vessels  was  of  special  inter- 
est. There  were  many  large  vascular  spaces  within  the 
tumor,  lined  by  a single  delicate  layer  of  endothelium 
against  which  the  tumor  cells  abutted.  No  intravascular 
emboli  of  tumor  cells  could  be  seen  nor  was  there  any  in- 
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vasion  of  the  tumor  capsule.  There  were  extensive  areas  of 
degeneration  within  the  tumor,  perhaps  the  result  of  inter- 
ference with  its  blood  supply  by  the  two  stage  operative 
removal.  No  chromaffin  granules,  so  characteristic  of  the 
normal  carotid  gland,  were  revealed  by  the  Fontana  stain. 


Figure  2 


Discussion 

Two  points  are  worthy  of  special  comment  in 
connection  with  this  case.  First , in  reading  over 
the  literature  of  carotid  body  tumors,  one  is  im- 
pressed with  the  lack  of  familiarity  of  most  clinicians 
with  the  function  of  the  normal  carotid  gland. 
Much  of  this  is  explained  by  the  rather  recent  dis- 
coveries of  the  physiology  of  this  organ.  We  plead 
guilty  to  a similar  lack  of  knowledge,  but  the 
suggestion  is  obvious  that,  in  the  future,  patients 
having  tumors  suspected  of  or  arising  in  the  carotid 
body  ought  to  be  tested  preoperativelv  for  their  re- 
actions to  anoxemia  and  to  the  specific  respiratory 
poisons  known  to  act  through  this  organ. 

Secondly , almost  all  authors  writing  about  the 
treatment  of  these  tumors  mention  the  high  rate  of 
mortality  following  the  ligation  of  the  common 


carotid  artery.  This  appears  to  be  in  the  neighbor- 
hood of  30%.  Since  the  tumor  is  usually  benign, 
many  have  suggested  incomplete  removal,  roentgen 
therapy  (to  which  there  is  usually  little  response), 
or  non  interference. 

In  order  to  prevent  an  accident  from  carotid  liga- 
tion, we  applied  an  aluminum  band  to  partially 
occlude  the  vessel  at  the  first  stage  operation.  This 
band  is  about  14  inch  wide  and  1 (4  inches  long  and 
is  bent  on  itself  in  the  center.  T his  was  to  have 
been  removed  if  signs  of  hemiplegia  were  noted 
post  operatively.  As  shown  on  subsequent  examina- 
tion, a clot  formed  above  this  band  and  shut  off 
the  blood  flow  completely.  This  we  attribute  to  the 
considerable  handling  and  trauma  received  by  the 
vessels  at  the  first  operation  and  the  stagnant  column 
of  blood  which  lav  in  the  ligated  segment  of  exter- 
nal carotid  artery. 

Were  we  to  repeat  this  operation  on  another  case, 
a wiser  course  would  seem  to  be  to  expose  the  com- 
mon carotid  artery  without  disturbing  the  tumor  or 
the  external  carotid  at  the  first  stage  and  constrict 
it  with  the  aluminum  band.  Such  a procedure  would 
allow  circulation  to  continue  in  a diminished  amount 
through  collateral  channels  coming  into  the  external 
carotid.  The  second  stage  then  would  involve  dis- 
section and  removal  of  the  tumor. 

Summary 

1.  Carotid  body  tumors  are  of  rare  occurrence, 
there  being  only  289  authentic  cases  reported  in  the 
literature. 

2.  A case  of  this  type  of  neoplasm  treated  success- 
fully by  surgical  removal  is  reported. 

3.  The  function  of  the  normal  carotid  body  has 
been  understood  but  little  by  the  surgeons  who 
have  seen  and  treated  cases  of  this  rare  neoplasm. 
It  is  suggested  that  tests  for  response  to  anoxemia 
of  respiratory  poisons  might  demonstrate  interest- 
ing physiological  abnormalities  in  patients  suffering 
from  such  tumors. 
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PRELUDE  TO  SURGICAL  ANESTHESIA 

Albert  H.  Miller,  Providence  Rhode  Island 


The  Author.  M.n.  Columbia  University  iS<jS.  Consulting  Anesthetist , Rhode 
Island  Hospital , St.  Joseph's  Hospital , etc. 


In  the  early  part  of  the  nineteenth  century  social,  political  and  religious 
ideas  were  undergoing  rapid  change.  Europe  was  in  turmoil,  age  old 
traditions  had  been  overthrown  by  the  French  Revolution,  Napoleon 
vainly  sought  to  conquer  the  world  and  famine  added  its  quota  of  the 
refugees  seeking  escape  to  America,  a land  of  plenty,  free  from  tyranny  and 
oppression.  In  the  United  States  there  was  war  with  Tripoli,  with  Britain, 
and  later  with  Mexico.  The  discovery  of  gold  in  California  started  a great 
western  migration  and  antislavery  agitation  preliminary  to  a civil  war  was 
rampant.  Strange  that  a period  of  such  unrest  should  have  encompassed  the 
“Era  of  Good  Feeling.” 

But  the  discoveries  and  inventions  of  this  period  had  far  more  influence 
on  the  lives  of  people  than  had  all  the  wars,  revolutions  and  famines.  In 
Scotland,  James  Watt  built  a practical  steam  engine  and  in  Massachusetts, 
at  Westborough,  Eli  Whitney  invented  the  cotton  gin.  At  Philadelphia, 
Oliver  Evans  built  a steam  propelled  vehicle  which  would  travel  by  land  or 
sea  while  Fulton  sailed  up  the  Hudson  River  in  the  Clermont.  Post-roads 
were  built  with  public  funds  and  mail  was  carried  by  the  post  office  system 
which  Benjamin  Franklin  had  established.  A widening  network  of  railroads 
was  constructed.  In  1832,  Samuel  F.  B.  Morse  of  Charlestown,  Massachuetts, 
invented  the  electric  telegraph.  Europe  still  struggled  with  superstition  and 
oppression,  but  in  America  there  was  freedom  of  belief,  of  speech  and  of 
opportunity.  For  the  first  time  since  the  fall  of  the  Roman  Empire,  com- 
munication was  possible  between  widely  separated  parts  of  a country  with 
the  further  advantages  which  steam  and  electricity  provided. 

On  October  16,  1846,  in  the  old  operating  room,  high  up  under  the 
dome  of  the  Bulfinch  Building  of  the  Massachusetts  General  Hospital, 
William  Thomas  Green  Morton  gave  the  first  successful  demonstration  of 
relief  of  pain  for  a surgical  operation.  The  demonstration  was  unique  in  its 
perfection  for  not  only  had  Morton  chosen  an  agent  safest  and  most  efficient 
for  the  purpose  but  the  method  which  he  then  employed  was  so  well  planned 
that  no  particular  improvement  was  made  in  it  for  many  years.  It  is  un- 
likely that  one  brain  could  have  achieved  such  a result,  in  fact,  there  were 
many  who  contributed  to  it.  Ether  had  been  known  to  medieval  alchemists 
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and  nitrous  oxide  had  been  discovered  by  Joseph  Priestley,  an  English 
clergyman  addicted  to  chemical  research.  Humphrey  Davy,  in  1800,  pub- 
lished his  “Researches  on  Nitrous  Oxide,”  in  which  he  predicted  the  use  of 
this  gas  to  allay  the  pain  of  surgical  operations. 

Horace  Wells,  born  at  Hartford,  Vermont,  in  the  year  1815,  came  to 
Boston  when  nineteen  years  of  age  and  for  two  years  studied  dentistry.  In 
1836  he  opened  a dental  office  on  Main  Street  at  Hartford,  Connecticut. 
Dr.  John  M.  Riggs,  whose  name  is  perpetuated  through  his  description  of 
pyorrhoea  alveolaris,  had  his  office  in  the  same  building.  Wells  soon  became 
a successful  dentist,  noted  especially  for  mechanical  skill  and  inventive 
genius.  His  practice  was  widely  distributed  and  it  was  on  a professional  visit 
at  the  home  of  James  Adorton  at  Northside,  Massachusetts,  that  he  first  met 
young  William  Adorton,  whose  life  story  is  so  closely  interwoven  with  his 
own. 

William  Morton,  born  at  Charlton,  Massachusetts,  in  1819,  came  to 
Boston  at  about  the  same  time  as  did  Wells,  to  work  as  errand  boy  in  a 
publishing  house.  Here  he  met  many  members  of  the  brilliant  circle  which 
was  making  the  city  of  Boston  famous  as  the  literary  center  of  the  country. 
In  the  office  where  he  worked,  Sarah  Josepha  Hale  edited  Godey’s  Lady’s 
Book.  Mrs.  Hale,  the  mother  of  four  sons,  in  addition  to  her  literary  work 
and  public  service  undertakings,  still  found  time  to  be  friend  and  counselor 
to  other  young  men,  of  Oliver  Wendell  Holmes  at  the  time  when  he  forsook 
the  practice  of  medicine  for  writing  and  teaching  and  of  William  Morton 
at  the  crucial  period  of  his  career. 

While  Wells  practiced  dentistry  at  Hartford,  Morton  took  up  the  pack 
of  a Yankee  peddler  and  travelled  by  stage  coach,  canal  boat  and  train  to 
the  newly  opened  country  to  the  west.  At  Rochester,  in  1839,  he  first  learned 
of  sulphuric  ether,  at  one  of  the  so-called  ether  frolics,  conducted  by  a young 
physician,  William  E.  Clarke,  who  afterward,  in  1842,  administered  ether 
from  a towel  while  a tooth  was  extracted.  At  Cincinnati,  Adorton  underwent 
a painful  surgical  operation  himself  showing  his  lack  of  appreciation  by 
refusing  to  pay  the  surgeon’s  bill. 

Morton  was  not  successful  in  business,  his  more  experienced  associates 
finally  taking  all  his  money  and  leaving  him  discredited.  In  1 840  turning  his 
attention  to  dentistry,  he  attended  the  opening  of  the  Baltimore  College  of 
Dental  Surgery,  but  with  funds  exhausted  and  help  from  his  father  failing, 
he’  was  obliged  to  return  home  to  Northside,  leaving  his  trunk  at  Baltimore 
as  surety  for  his  board  bill.  In  1841,  he  studied  dentistry  with  Horace  Wells 
at  Hartford  and  opened  a dental  office  at  Farmington,  nine  miles  to  the  west. 

About  this  time  Wells  invented  a non  corrosive  solder  for  attaching 
artificial  teeth  to  gold  plates.  It  promised  so  well  that  he  took  Morton  into 
partnership,  the  two  moved  to  Boston  and  on  October  21,  1843,  under  the 
firm  name,  Wells  and  Adorton,  opened  an  office  at  No.  19  Tremont  Row. 
Here  was  a long  block  of  brick  buildings,  uniformly  three  and  a half  stories 
in  height,  extending  from  Court  to  Beacon  on  the  north  side  of  Tremont 
Street.  Tremont  Row  wasrat  the  social  and  business  center  of  the  city.  At 
No.  19  Wells  and  Adorton  had  the  office  on  the  second  floor.  Below  them 
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was  a music  store  and  on  the  top  floor  J.  J.  Hawes,  photographer,  had  a 
studio  for  taking  daguerreotypes.  Next  door  was  the  entrance  to  Louis 
Papanti’s  Dancing  Academy,  noted  for  its  purple  draperies  and  crystal 
chandelier  and  occupying  three  of  the  buildings.  At  No.  36  was  the  office 
of  Dr.  Oliver  Wendell  Holmes,  already  famous  for  his  poems  and  medical 
essays.  In  the  last  of  the  buildings,  at  the  corner  of  Beacon  Street,  was  the 
apothecary  store  of  Theodore  Metcalf,  where  Joseph  Burnett  was  head  clerk, 
and  in  the  rooms  above  was  the  Tremont  Street  Medical  School,  rival  of 
Harvard  Medical  School. 

The  partnership  agreement  between  Wells  and  Morton  was  drawn  on 
October  21,  1843  and  was  to  run  for  one  year  from  that  date.  But  Wells 
soon  became  disheartened  by  the  lack  of  patients  at  the  new  location  and  on 
November  13  reopened  his  office  at  Hartford.  As  it  seemed  of  advantage  to 
both  parties,  announcement  of  the  dissolution  of  partnership  was  postponed 
until  the  end  of  the  contract.  Morton  remained  at  Boston  and  carried  on 
under  the  firm  name,  Wells  and  Morton.  Relations  between  the  partners 
continued  on  a friendly  basis  and  professional  courtesies  were  frequently 
exchanged. 

While  at  Farmington,  Morton  had  treated  Elizabeth  Whitman,  the 
beautiful  seventeen  year  old  daughter  of  Edward  Whitman,  a well  connected 
and  prominent  citizen  of  the  town.  The  Whitman  house  stands  on  High 
Street  in  Farmington,  a stately  colonial  mansion  placed  well  back  from  the 
street.  The  protruding  second  floor  warns  hostile  approach  but  the  broad 
drive  and  wide  lawn  bid  friendly  welcome.  Built  about  1660  it  is  the  oldest 
inhabited  house  in  Connecticut  and  is  preserved  by  the  State  as  a museum. 
In  1735  it  was  bought  by  Rev.  Samuel  Whitman  for  his  son,  Solomon. 
Early  in  the  nineteenth  century  it  was  owned  by  Edward  Whitman,  Esq., 
who  lived  there  with  his  wife,  three  daughters,  Elizabeth,  Margaret  and 
Ellen,  his  son  Francis,  and  his  sister,  Nancy  Whitman. 

Acquaintance  between  Morton  and  Elizabeth  Whitman  ripened  into 
a friendship  which  was  at  first  disapproved  of  by  Edward  Whitman  because 
of  Morton’s  lack  of  future  prospects.  This  objection  must  have  been  over- 
come as  Morton  was  able  to  borrow  a thousand  dollars  from  Aunt  Nancy 
and  in  December  Francis  Whitman  came  to  assist  Adorton  at  Tremont  Row. 
The  two  lived,  ate  and  slept  in  the  office.  To  strengthen  his  position,  Morton 
obtained  from  Dr.  Charles  T.  Jackson,  well  known  as  a distinguished  chemist 
and  geologist,  a certificate  of  the  purity  and  harmless  nature  of  the  new 
solder.  He  ran  an  advertisement  in  Boston  newspapers,  offering  his  improved 
artificial  teeth  without  cost  except  for  materials.  Soon  many  patients  were 
coming  to  the  office  at  No.  19  Tremont  Row.  Adorton  took  more  office  space, 
engaged  assistants,  and  opened  a laboratory  for  manufacture  of  artificial 
teeth  under  management  of  his  brother-in-law,  George  Flagg. 

With  success  assured,  Morton  proposed  marriage  with  Elizabeth  Whit- 
man and  was  accepted  on  condition  that  he  take  the  course  of  study  at 
Harvard  Medical  School  and  become  a regular  practitioner.  The  wedding 
took  place  at  the  house  in  Farmington  on  Aday  29,  1844.  Adrs.  Whitman 
described  the  wedding  in  a letter  to  Francis,  who  kept  the  office  in  Boston 
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at  the  time.  The  wedding  passed  oft  pleasantly  “with  a profusion  of  beautiful 
flowers,  an  abundance  of  cake  and  a tub  of  lemonade,  with  two  colored  men 
dressed  in  white  coats  to  serve  and  three  women  to  superintend  other  matters. 
William  was  most  dignified,  and  Elizabeth,  in  white  muslin  and  a long  flow- 
ing white  veil,  was  the  most  beautiful.” 

In  November,  Morton  matriculated  at  Harvard  Medical  School, 
choosing  as  preceptor,  Dr.  Charles  T.  Jackson,  at  whose  house  on  Somerset 
Street  Elizabeth  and  he  had  taken  lodgings.  He  continued  his  successful 
dental  practice,  his  manufacture  of  artificial  teeth,  and  studied  dentistry 
with  Dr.  Nathan  C.  Keep,  already  one  of  the  leading  dentists  in  Boston. 
Dr.  Jackson,  in  the  house  adjoining  his  reisdence,  operated  a laboratory  for 
chemical  analysis  and  for  instruction  of  students  in  chemistry.  He  had  made 
geological  surveys  of  Maine,  New  Hampshire,  and  Rhode  Island,  and  at  this 
period  was  exploring  the  wilderness  south  of  Lake  Michigan.  The  work  of 
his  laboratory  continued  while  he  was  absent  and  here  Morton  found  employ- 
ment for  his  leisure  hours.  Horace  Wells  quietly  continued  his  practice  of 
dentistry  at  Hartford,  although  the  firm  name,  Wells  and  Morton,  still 
appeared  in  the  Boston  directory. 

The  event  which  was  to  direct  the  destiny  of  the  lives  of  these  men 
occurred  on  December  10,  1844.  At  Union  Hall  in  Hartford,  a travelling 
lecturer,  Gardner  Q.  Colton  by  name,  gave  a demonstration  of  the  exhilar- 
ating effects  of  nitrous  oxide  gas.  Horace  Wells  and  his  wife  Elizabeth 
attended  the  exhibition  and  Horace  was  one  of  those  who  went  on  the 
platform  and  inhaled  the  gas.  He  noticed  that  when  one  of  the  subjects 
barked  his  shin  while  under  influence  of  the  gas  he  seemed  to  feel  no  pain. 
To  the  mind  of  Horace  Wells  then  came  the  grand  idea.  Elizabeth  re- 
proached her  husband  for  taking  the  gas  and  making  himself  ridiculous 
before  a public  assembly.  He  replied  that  he  thought  that  the  gas  might  be 
used  in  extraction  of  teeth  so  as  to  prevent  pain  so  before  they  returned 
home  he  arranged  to  try  the  experiment  himself  the  very  next  day. 

The  next  morning  Colton  came  to  the  office  on  Main  Street  and  admin- 
istered gas  to  Wells  while  Dr.  Riggs  extracted  a wisdom  tooth  which  had 
long  been  painful.  In  the  excitement  of  recovery  from  the  effects  of  the  gas 
Wells  shouted  “A  new  era  in  tooth  pulling.  It  didn’t  hurt  me  as  much  as  the 
prick  of  a pin.” 

In  the  weeks  which  followed,  Wells  succeded  in  the  administration  of 
the  gas  for  sixteen  dental  extractions.  He  reported  his  experience  to  Morton 
and  to  Jackson  but  they  did  not  share  his  enthusiasm  and  expressed  disbelief 
that  surgical  operations  could  be  performed  without  pain.  They  expressed 
the  conviction  of  all  people  of  the  time,  and  of  the  great  Velpeau  who  had 
stated  “To  escape  pain  in  surgical  operations  is  a chimera  which  we  are  not 
permitted  to  look  for  in  our  day.”  But  Horace  Wells  said  “I  have  done  it 
and  I can  do  it  again,”  and  came  to  Boston  to  demonstrate  his  discovery. 

In  Horace  Wells’  day  book  there  is  no  entry  from  December  11,  1844, 
the  day  on  which  his  tooth  was  extracted,  until  December  21.  From  this  day 
until  December  31  he  practiced  in  Hartford,  administering  gas  to  several 
patients  with  considerable  success.  From  January  1,  1845,  to  January  6 there 
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are  no  entries  and  he  worked  from  this  day  to  January  17.  Then  there  are 
no  entries  until  September  10.  The  book  closes  on  November  5,  1845. 

Unutterably  sad  is  the  story  of  Wells’  visit  to  Boston  in  January,  1845. 
In  his  luggage  he  carried  the  greatest  discovery  of  medical  history.  His 
apparatus  was  a bag  which  his  wife  had  sewed,  a wooden  mouth  piece  and 
some  more  or  less  pure  nitrous  oxide  gas.  The  safety  of  his  method  was 
assured  by  the  certainty  of  leakage  in  the  apparatus  but  a successful  result 
was  problematical  in  any  case. 

Wells  took  rooms  on  Tremont  Street  across  the  street  from  Tremont 
Row.  Friend  Morton  sought  an  opportunity  for  him  to  demonstrate  his  dis- 
covery at  the  Medical  School.  Early  in  January,  Dr.  John  Collins  Warren, 
Professor  of  Surgery  at  Harvard,  introduced  Wells  to  his  class  at  the  build- 
ing on  Mason  Street,  long  known  as  Massachusetts  Medical  College.  Wells 
addressed  the  class  and  arranged  a demonstration  to  be  given  the  same 
evening.  The  demonstration  was  attended  by  many  of  the  students  and  by 
some  physicians.  One  of  the  students  volunteered  to  be  the  subject.  Wells 
administered  the  gas  and  extracted  the  tooth.  The  patient  cried  out  as  if  in 
pain.  The  spectators  hissed  and  the  meeting  broke  up  with  cries  of  “Hum- 
bug.” The  demonstration  was  a failure.  Wells  disconsolate,  the  next  morning 
called  at  Morton’s  office  to  leave  some  instruments  which  he  had  borrowed 
and  returned  to  Hartford. 

On  July  3,  1845,  the  first  child  of  William  and  Elizabeth  Morton  was 
born,  and  was  named  William  James.  The  Mortons  were  prospering  and  the 
office  at  Tremont  Row  was  crowded  with  patients.  Many  sets  of  artificial 
teeth  were  turned  out  at  the  laboratory.  Morton’s  first  course  of  medical 
lectures  was  finished.  Dr.  Jackson  was  absent  on  one  of  his  exploring  trips. 
With  some  spare  time  on  his  hands,  Morton  purchased  a plat  of  fiftv  acres 
in  West  Needham,  adjoining  the  new  Worcester  railroad  tracks,  and  began 
work  on  a family  home.  He  visited  Dr.  Wells  twice  during  the  summer  and 
found  that  he  had  lost  all  interest  in  painless  tooth-pulling  and  had  given  up 
his  dental  practice.  But  the  more  Morton  thought  of  the  matter  the  more  he 
wondered.  He  made  experiments  but  was  ridiculed  by  his  friends  and  he 
decided  to  keep  his  experiments  a secret,  even  from  his  wife. 

In  the  spring  of  1 846,  Morton  had  as  assistant  Dr.  Grenville  G.  Hayden, 
and  three  students  working  in  his  office,  William  P.  Leavitt,  Thomas  G. 
Spear,  Jr.  and  his  own  brother-in-law,  Francis  Whitman.  In  the  summer  he 
spent  several  months  at  the  new  home  at  West  Needham.  On  several  occa- 
sions he  had  purchased  rectified  ether  at  Metcalf’s  drug  store  on  the  corner. 
Now  he  bought  from  Joseph  Burnett  a four  ounce  bottle  of  ether  with 
which  to  amuse  himself  while  on  his  vacation.  He  administered  it  to  his  wife’s 
little  spaniel  dog,  much  to  Elizabeth’s  distaste.  When  the  dog  kicked  over 
the  bottle  and  spilled  the  contents,  Morton  sopped  up  the  ether  and  inhaled 
it  himself. 

Returning  to  Boston,  Morton  obtained  a fresh  supply  of  ether  and  in  his 
office  inhaled  the  vapor  until  he  became  unconscious.  Just  at  this  time  he 
was  visited  by  his  cousin,  Lorenzo  Morton,  a school  teacher  at  Woonsocket, 
Rhode  Island.  The  two  called  on  Dr.  Jackson  and  asked  his  advice  as  to  the 
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possibility  of  using  ether  to  relieve  the  pain  of  a dental  extraction.  Jackson 
advised  very  earnestly  “Don’t  you  do  it;  it  will  kill  your  patient.  It  will  put 
him  to  sleep  and  he  won’t  wake  up.”  Morton  just  winked  at  Lorenzo,  for 
they  both  knew  better. 

In  1839,  Dr.  Jackson  had  entered  a claim  that  he  was  the  inventor  of 
the  electric  telegraph  from  which  Samuel  F.  B.  Morse  derived  profit  and 
honor,  a claim  he  continued  to  press  for  the  ten  years  which  followed.  In 
the  fall  of  1845,  Jackson  completed  his  exploration  of  the  Lake  Michigan 
mining  region  and  returned  to  Boston.  Although  his  reports  were  satisfac- 
tory and  involved  enormous  labor,  he  subsequently  was  discharged  from 
Government  service  on  the  ground  of  neglect  of  duty  and  misappropriation 
of  public  funds.  His  relations  with  Morton,  who  with  his  wife  was  living  in 
Jacksons’  house,  also  became  strained.  Jackson  was  an  outspoken  agnostic, 
while  Morton  was  a regular  attendant  at  the  Central  Congregational  Church 
on  Winter  Street.  The  latter  taught  a class  in  Sunday  School  and  was  often 
late  for  Sunday  dinner.  This  irritated  Jackson  and  led  him  to  actively  criti- 
size  Mortons’  conduct.  The  discussions  became  so  acrimonious  that  the 
Mortons  finally  left  Jackson’s  house  and  moved  to  the  home  of  Dr.  Augustus 
A.  Gould  on  Tremont  Street,  nearly  opposite  the  office  in  Tremont  Row. 

Although  Horace  Wells  had  independently  created  the  idea  that  dental 
operations  could  be  performed  painlessly;  he  knew  nothing  of  the  prediction 
which  Humphrey  Davy  had  made  so  many  years  before.  Morton  had  the 
courage  and  persistence  to  carry  the  idea  to  practical  realization.  On  Mor- 
ton’s return  to  Boston,  early  in  September,  his  first  difficulty  was  to  find  a 
subject  who  would  be  willing  to  take  the  ether  for  an  operation,  his  assistants 
not  being  willing  to  be  the  victims.  On  the  evening  of  September  30,  1846,  as 
he  was  sitting  in  the  office  at  19  Tremont  Row,  talking  over  with  Dr.  Hayden 
their  plans  for  the  coming  season,  a step  was  heard  on  the  stairway  and  a 
patient  came  into  the  office.  It  was  one  Eben  Frost,  suffering  from  a pain- 
fully ulcerated  tooth.  He  entreated  Morton  to  relieve  him  and  said  that  he 
could  not  stand  the  pain  of  having  the  tooth  pulled  and  asked  Morton  to 
mesmerize  him.  Morton  replied  that  he  had  something  better  and  seating 
Frost  in  the  chair,  poured  some  ether  on  his  pocket  handkerchief  and  gave 
it  to  him  to  inhale.  The  patient  soon  fell  fast  asleep,  then  while  Hayden 
held  the  lamp,  Morton  extracted  the  aching  tooth.  7'here  was  no  response 
from  the  patient,  who  continued  to  sleep  even  after  the  operation.  These 
were  indeed  moments  of  strain.  The  demonstration  was  so  far  a success,  but 
would  the  patient  recover?  Soon,  however,  Frost  awoke,  found  that  his 
toothache  was  gone  and  shouted  “Halleluja.”  He  expressed  his  gratitude 
fervently  and  before  leaving  for  home  wrote  out  a certificate  of  what  had 
happened. 

The  first  of  October  was  a busy  day.  While  Hayden  attended  patients, 
Morton  called  on  Frost  and  finding  that  he  had  suffered  no  ill  effects  from 
his  experience  of  the  night  before  then  called  on  Jackson  and  gave  him  a 
glowing  account  of  his  success.  Jackson  was  not  enthusiastic  and  said  “People 
will  not  be  convinced  of  the  insensibility  to  pain  by  a mere  tooth  extraction, 
since  it  is  very  common  for  patients  to  say  that  the  pulling  does  not  hurt 
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them,  when  the  twitch  is  very  sudden  and  the  operation  skillfully  per- 
formed. This  proof  would  not  be  considered  by  the  public  as  satisfactory.” 

Morton  next  called  on  Mr.  A.  G.  Tenney  at  the  Boston  Journal  office. 
Mr.  Tenney  showed  no  enthusiasm  but  said  that  if  Morton  would  take  a paid 
advertisement  in  the  Journal  he  would  print  an  account  of  the  demonstra- 
tion. So  Morton  gave  an  order  for  printing  his  card  every  day  for  a month 
and  the  Journal  on  that  day  stated:  “We  would  call  attention  of  our  readers 
to  the  advertisement  of  W.  T.  G.  Morton,  No.  19  Tremont  Row.  This 
gentleman  has  been  very  successful  in  his  practice  in  this  city.  Last  night, 
as  we  were  informed  by  a gentleman  who  witnessed  the  operation,  an  ulcer- 
ated tooth  was  extracted  from  the  mouth  of  an  individual,  without  giving 
him  the  slightest  pain.  He  was  put  into  a kind  of  sleep,  by  inhaling  a prepara- 
tion, the  effects  of  which  lasted  for  about  three  quarters  of  a minute,  just 
long  enough  to  extract  the  tooth.  The  gentleman,  who  detected  the  prin- 
cipal ingredient  of  the  preparation  by  the  odor,  stated  that  the  use  of  it  is 
entirely  free  from  danger.” 

Patients  in  increasing  numbers  flocked  to  the  office  in  Tremont  Row. 
Morton  now  searched  for  superior  samples  of  rectified  ether  and  for  an 
apparatus  for  its  administration.  Dr.  Jackson  suggested  a glass  tube  three  feet 
long  through  which  the  patient  would  breathe.  After  many  consultations 
with  Joseph  M.  Wightman,  philosophical  instrument  maker  on  Cornhill, 
Morton  decided  on  the  tubulated  globe  receiver  used  in  distillation,  in  which 
he  proposed  to  put  a piece  of  sponge  moistened  with  ether.  This  arrangement 
was  modified  by  addition  of  a wooden  tube  for  a mouth  piece,  the  patient’s 
nostrils  being  compressed  by  the  thumb  and  first  finger  of  the  operator. 

On  Monday,  October  5,  1846,  Morton  called  on  Dr.  Warren,  told  him 
of  his  successful  experiments  and  asked  for  an  opportunity  to  demonstrate 
his  discovery  for  an  operation  at  the  hospital.  He  told  Dr.  Warren  that  his 
preparation  was  sulphuric  ether  and  persuaded  him  of  the  necessity  of  keep- 
ing this  fact  a secret  for  the  present. 

On  Tuesday,  October  13,  a patient,  Gilbert  Abbott  was  brought  up  the 
stone  stairway  to  the  operating  room  at  the  Massachusetts  General  Hospital 
for  removal  of  a tumor  from  his  neck.  Before  the  operation  was  begun,  when 
the  patient  showed  the  customary  reluctance  to  submit  to  the  pain  of  the 
knife,  Dr.  Warren  stopped  and  said  “1  now  remember  that  I promised  Dr. 
Morton  an  opportunity  to  use  his  remedy  for  relief  of  pain.  If  the  patient  is 
willing,  I will  postpone  this  operation  until  another  day  and  will  invite  Dr. 
Morton  to  be  present.”  The  patient  being  willing  the  following  day  Morton 
received  this  note  of  invitation:  “Dear  Sir.  I write  at  the  request  of  Dr.  J.  C. 
Warren,  to  invite  you  to  be  present  on  Friday  morning  at  10  o’clock,  at  the 
hospital,  to  administer  to  a patient  who  is  to  be  operated  upon,  the  prepara- 
tion which  you  have  invented  to  diminish  the  sensibility  to  pain.  Yours 
respectfully,  C.  F.  Hayward,  House  surgeon  to  the  General  Hospital.” 

Thursday  was  spent  in  improving  the  ether  inhaler.  Mr.  Wightman 
arranged  in  the  tubulure  a cork  through  which  a dropping  tube  was  inserted, 
with  notches  cut  in  the  cork  for  entrance  of  air  and  through  which  ether 
might  be  poured.  In  the  evening,  Morton  and  Wightman  consulted  with  Dr. 
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Gould  at  his  home  who  suggested  the  addition  of  valves  to  control  the 
inward  and  outward  flow  of  air.  They  worked  nearly  all  night  making 
sketches  of  the  apparatus.  Friday  morning  at  daybreak  Morton  went  to  the 
shop  of  N.  B.  Chamberlain,  instrument  maker  at  9 School  Street,  and  set  him 
to  work  on  the  new  valvular  arrangement.  Shortly  before  ten  o’clock  he 
left  Chamberlain’s  with  the  inhaler  complete.  He  carried  a glass  globe,  six 
inches  in  diameter,  with  two  openings.  From  the  larger  opening  projected 
a tube  connecting  with  a mouth  piece,  on  which  was  mounted  an  outwardly 
opening  valve  and  in  the  smaller  opening  of  the  globe  was  an  inwardly  open- 
ing valve.  As  the  patient  inhaled,  he  drew  in  air  and  ether  vapor  from  the 
globe  and  when  he  exhaled,  the  expired  air  escaped  through  the  valve  on  the 
mouth  piece. 

Realizing  that  he  was  already  late  for  his  ten  o’clock  appointment, 
Morton,  accompanied  by  his  appreciative  former  patient,  Eben  Frost,  hurried 
on  foot  through  the  city  streets,  ran  up  the  steps  into  the  hospital,  up  the 
long  flights  of  stone  stairs  leading  to  the  dome,  and  entered  the  operating 
room. 

Some  time  earlier  in  the  day,  Gilbert  Abbott  had  again  been  led  up  to 
the  operating  room  and  seated  in  the  operating  chair.  In  the  central  circle 
were  Dr.  Warren,  Dr.  S.  D.  Townsend,  Dr.  Henry  J.  Bigelow,  Dr.  Samuel 
Parkman,  Dr.  A.  L.  Pierson  of  Salem,  Dr.  A.  A.  Gould,  and  a Dr.  Wellington 
who  had  been  Morton’s  teacher  at  Northfield  Academy.  On  the  benches 
were  a number  of  physicians  and  students,  come  to  witness  the  operation,  to 
hail  Morton’s  success  or  to  gibe  at  his  failure.  There  also  were  the  strong 
hospital  orderlies  ready  to  prepare  for  the  operation,  to  restrain  the  patient 
and  to  put  on  the  surgical  dressing.  Dr.  Warren  wore  his  operating  frock 
coat  and  the  instruments  and  sutures  were  ready. 

Dr.  Warren  paced  nervously  up  and  down  the  room  for  ten  minutes  and 
was  about  to  commence  the  operation  when  Morton  appeared.  Morton  filled 
his  inhaler,  addressed  a few  reassuring  words  to  the  patient,  introduced  Eben 
Frost  as  a patient  who  had  inhaled  the  preparation  with  safety,  and  applied 
the  inhaler  to  the  patient’s  mouth.  The  characteristic  odor  of  ether  was 
somewhat  disguised  by  the  addition  of  “French  essence.’’ 

After  a few  minutes  of  excitement  the  patient  became  quiet  and  Dr. 
Warren  commenced  the  operation.  The  patient  showed  no  indication  of  pain 
and  as  the  operation  progressed  did  not  struggle  or  scream.  The  spectators 
were  breathless  with  astonishment,  and  there  was  no  commotion.  The 
operation  completed,  the  orderlies  applied  the  dressing  and  with  the  patient 
recovering,  Dr.  Warren  turned  to  the  witnesses  and  said  “Gentlemen,  This 
is  no  humbug.”  Morton  and  his  patient  were  congratulated  on  the  successful 
outcome  of  the  operation  and  then  the  spectators  filed  down  the  winding 
stairs,  discussing  excitedly  the  scene  they  had  just  witnessed.  Young  Dr. 
Henry  J.  Bigelow  was  heard  to  say  as  they  were  leaving  the  operating  room 
“We  have  seen  something  today  which  will  go  around  the  world.” 

For  Elizabeth  Adorton,  waiting  at  Dr.  Gould’s  house,  the  day  was  long 
and  full  of  anxiety.  Would  the  patient  die  and  her  husband  be  imprisoned 
for  murder  or  might  his  great  experiment  be  a success?  As  the  day  passed 
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without  news  it  seemed  that  the  worst  must  have  happened  and  she  herself 
said  “The  day  of  this  first  operation  is  one  of  the  most  marked  days  of  my 
life,  never  to  be  forgotten,  with  its  suspense  from  four  o’clock  in  the  morn- 
ing when  my  husband  left  me  to  go  to  the  instrument  maker,  until  late  in 
the  afternoon,  when  he  returned  with  the  look  of  success  in  his  face.” 

The  day  following,  Morton  administered  ether  for  an  operation  at  the 
Massachusetts  General  Hospital  but  was  not  called  again  until  November  9. 
He  quietly  attended  to  his  dental  practice.  On  November  2,  Mrs.  Morton’s 
sister  Margaret  wrote  to  Ellen:  “You  can’t  imagine  what  a driving  business 
Dr.  is  doing  now.  He  looks  about  worn  out.  He  has  five  men  in  his  office 
besides  Frank  (Francis  Whitman)  and  two  other  boys.  This  invention  is 
making  a great  stir.  His  office  is  crowded  the  whole  time.” 

By  November  19,  Morton  had  administered  ether  at  his  office  for  160 
dental  operations  and  had  taken  all  the  space  available  in  the  building.  After 
consultation  with  Dr.  Gould  he  had  adopted  the  name  “Letheon”  to  avoid 
the  circumlocution  of  the  term,  “Insensibility  to  pain  for  surgical  opera- 
tions,” and  his  sign  now  read  “Morton’s  Fetheon  Dental  Establishment.”  The 
Boston  newspapers  now  required  no  paid  advertising  for  publicizing  Mor- 
ton’s achievement.  On  October  21,  the  Boston  Medical  and  Surgical  Journal 
stated  “Strange  stories  are  related  in  the  papers  of  a wonderful  preparation, 
in  this  city,  by  administering  which,  a patient  is  affected  just  long  enough, 
and  just  powerfully  enough,  to  undergo  a surgical  operation  without  pain.” 
Morton  satisfied  to  quietly  carry  on  the  increasing  work  at  his  Dental 
Establishment  soon  found  this  to  be  impossible  for  there  had  accumulated 
more  than  two  thousand  letters  relating  to  his  discovery  requiring  answer. 
A few  days  after  the  Massachusetts  General  Hospital  demonstration,  he 
wrote  to  his  old  friend  Horace  Wells,  reporting  his  success  and  asking  Wells 
to  come  to  his  assistance.  Wells  made  two  trips  to  Boston  but  decided  to 
have  nothing  to  do  with  the  new  discovery.  He  perceived  the  odor  of  ether 
as  soon  as  he  entered  Mortons’  office  and  reported  to  Mrs.  Wells:  “It  is  my 
old  discovery  and  he  does  not  know  how  to  use  it.”  Wells’  experience  with 
“relief  of  pain”  had  already  been  sufficiently  unfortunate. 

But  Morton  found  other  friends  who  were  willing  not  only  to  help  but 
to  take  the  whole  thing  off  his  hands,  including  what  honor  and  profit  there 
might  be  in  it.  On  November  28,  Morton  formed  a partnership  with  Dr. 
Nathan  C.  Keep,  the  agreement  being  for  a period  of  ten  years  and  the 
profits  to  be  equally  divided.  Keep  was  to  devote  his  entire  time  to  the  office 
practice  and  his  son-in-law,  Dr.  D.  P.  Wilson,  was  taken  in  as  an  assistant. 

Dr.  Henry  J.  Bigelow  now  took  great  interest  in  Morton’s  work.  He 
stopped  at  the  office  every  day  and  brought  his  sister  to  have  an  extraction 
done  by  the  new  method.  Bigelow  administered  the  the  ether  for  nearly  all 
the  operations  at  the  Massachusetts  General  Hospital  during  the  first  year, 
and  he  made  the  first  announcement  of  the  great  discovery  in  a paper  with 
the  title,  “Insensibility  During  Surgical  Operations  Produced  by  Inhalation.” 
This  paper  read  before  the  Boston  Society  for  Medical  Improvement  on 
November  9,  1846,  was  published  in  the  Boston  Medical  and  Surgical  Journal 
on  November  18.  Bigelow  originated  and  promulgated  the  idea  that  the 
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pulse  rate  is  a certain  guide  to  anesthetic  dosage,  an  idea  widely  adopted  at 
the  time. 

Dr.  Oliver  Wendell  Holmes  did  not  approve  Morton’s  choice  of  the 
name,  “Letheon,”  and  decided  that  the  discovery  should  be  called  “Anaes- 
thesia,” apologizing  that  “Everybody  wants  to  have  a hand  in  a great  dis- 
covery.” While  Morton  appreciated  the  interest  of  Dr.  Holmes,  he  did  not 
adopt  the  word. 

On  October  23,  Dr.  Charles  T.  Jackson  called  on  Morton.  He  suggested 
that  as  Morton  seemed  to  be  doing  so  well  with  his  discovery  he  might  be 
able  to  pay  him  $500— for  the  instruction  in  chemistry  which  had  produced 
such  fruitful  results.  Morton  agreed  to  this  but  a few  days  later,  Richard  H. 
Eddy,  Esq.,  attorney  for  Dr.  Jackson,  appeared  with  a different  proposition. 
Mr.  Eddy  found  that  “Dr.  Morton  was  so  engaged  in  his  discovery  that  I 
found  it  extremely  difficult,  if  not  impossible,  to  obtain  an  audience  with 
him.  His  office  was  constantly  thronged  with  persons  in  waiting  to  consult 
him  on  professional  business.”  Mr.  Eddy  finally  succeeded  in  obtaining  an 
interview  and  suggested  to  iMorton  the  advantage  of  associating  with  his 
discovery  a man  of  Dr.  Jackson’s  knowledge  and  reputation.  He  proposed 
a joint  application  by  Jackson  and  Morton  for  a patent  and  the  sale  of  licenses 
for  use  of  the  discovery  stating  that  he  would  procure  the  patent,  conduct 
the  general  business  under  the  patent  and  save  Morton  any  care  from  man- 
agement of  the  business  and  that  all  three  should  be  financially  interested. 
In  conference  with  Dr.  Jackson,  Eddy  made  out  the  patent  specifications 
which  were  signed  on  October  27,  1846.  On  November  12,  a patent  was 
granted  to  C.  T.  Jackson  and  William  T.  G.  Morton,  of  Boston,  for  an 
“Improvement  in  Surgical  Operations.”  It  is  claimed  that  “inhalation  of  the 
vapor  of  sulphuric  ether  produces  insensibility  to  pain,  or  such  a state  of 
quiet  of  nervous  action  as  to  render  a person  or  an  animal  incapable  to  a 
great  extent,  if  not  entirely,  of  experiencing  pain  while  under  the  action  of 
the  knife  or  other  instrument  of  operation  of  a surgeon  calculated  to  pro- 
duce pain.” 

This  patent  had  some  value  as  a record  of  Morton’s  achievement  but 
was  finally  adjudged  void  as  being  “not  within  the  limits  of  patentability.” 
By  stating  that  sulphuric  ether  was  the  substance  used  it  defeated  Morton’s 
evident  intention  to  keep  the  nature  of  his  compound  a secret.  According  to 
the  agreement  which  Eddy  had  drawn  up,  Eddy  was  to  receive  25%  of 
the  profits  as  his  share  for  managing  the  business,  Jackson  was  to  receive 
10%  for  the  use  of  his  name,  Morton  was  to  have  the  remaining  65%.  But 
the  receipts  were  disappointing  and  there  was  great  expense  for  legal  services, 
for  a great  number  of  inhalers,  for  large  amounts  of  rectified  ether  and  for 
many  assistants.  As  there  was  no  provision  in  the  agreement  all  of  these 
obligations  were  assumed  by  Morton.  As  in  previous  business  adventures,  his 
associates  had  taken  all  his  money  and  blamed  him  for  not  having  more. 

Dr.  A.  A.  Gould  who  was  of  great  assistance  to  Morton  in  devising  the 
first  ether  inhaler  continued  his  interest  in  the  discovery.  On  November  13, 
1847,  a patent  was  issued  to  Augustus  A.  Gould  and  William  T.  G.  Morton 
for  an  improved  inhalation  apparatus.  However,  in  March,  1847,  Dr.  J. 
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Mason  Warren  introduced  the  conical  sea  sponge  as  a device  for  administer- 
ing ether.  This  was  widely  adopted,  with  the  result  that  the  great  stock  of 
inhalers  for  which  Morton  had  contracted  was  left  valueless  on  his  hands. 

Morton  was  unpopular  with  the  Boston  dentists  for  they  did  not  ap- 
prove of  his  office  at  the  social  center  of  the  city,  of  his  advertisements  in 
the  newspapers,  his  success  in  dentistry,  and  his  great  discovery  which  threat- 
ened to  draw  still  more  of  their  patients  to  the  office  now  blazoned  as  “Ador- 
ton’s Letheon  Dental  Establishment.”  Dr.  J.  F.  Flagg,  in  a letter  published  in 
the  Boston  Medical  and  Surgical  Journal  for  December  2,  1846,  protested 
against  Morton’s  discovery  as  a secret  and  patented  preparation,  and  dis- 
claimed all  traffic  with  “the  host  of  ignorant  pretenders  and  advertising 
imposters.”  In  the  issue  of  the  Journal  for  December  16,  P.  W.  Ellsworth  of 
Flartford  presented  the  claim  of  Horace  Wells  for  priority  in  the  discovery. 
In  the  same  issue,  Flagg  “acknowledged  Dr.  C.  T.  Jackson  as  the  discoverer 
of  the  applicability  of  the  ethereal  vapor  to  surgical  operations.”  On  Decem- 
ber 4,  twelve  surgeon  dentists,  members  of  the  Massachusetts  Adedical 
Society,  met  at  the  house  of  Dr.  Flagg  to  discuss  plans  for  meeting  their 
emergency.  A second  meeting  was  held  at  the  home  of  Dr.  Francis  Dana  on 
December  7,  and  on  December  10  a report  was  presented  which  was  pub- 
lished in  the  Boston  Daily  Advertiser  on  December  12  and  in  the  Boston 
Courier  on  December  16.  This  report  acknowledged  the  value  of  the  dis- 
covery but  gave  entire  credit  for  it  to  “our  worthy  fellow  citizen  and  pro- 
fessional brother,  Dr.  C.  T.  Jackson.”  The  report  failed  to  mention  the  claim 
of  Dr.  Wells  as  prior  discoverer,  branded  Morton  as  an  ignorant  man  and 
stated  that  the  “whole  matter  should  be  in  the  hands  of  those  who  are  in  some 
degree  physiologists  or  pathologists,  of  those  who  have  the  testimonials  that 
they  are  worthy  of  being  trusted  with  the  health  and  life  of  their  fellow 
citizens,”  or  in  other  words,  in  the  hands  of  the  twelve  surgeon  dentists, 
members  of  the  Massachusetts  Adedical  Society. 

Thus  started  the  “Ether  Controversy”  which  raged  for  many  years  and 
which  is  frequently  rekindled  even  at  the  present  time.  Adorton  suffered 
such  active  persecution  that  Dr.  Keep  lost  courage  and  on  December  30 
broke  his  ten  year  contract  and  returned  to  his  former  office.  Keep  did  not 
lose  interest  in  the  discovery,  however  and  on  April  7,  1847,  he  administered 
ether  for  childbirth,  the  first  obstetrical  use  of  anesthesia  in  this  country. 
By  the  following  Aday  all  of  Adorton’s  assistants  had  left  him  and  had  opened 
offices  nearby,  taking  with  them  most  of  his  clientele. 

In  the  final  chapter  of  this  prelude  to  surgical  anesthesia,  Adorton’s  health 
was  impaired  and  he  was  financially  ruined.  Wells  never  fully  recovered 
from  the  disappointment  of  the  tragic  failure  of  his  demonstration,  Jackson 
died  insane,  worrying  about  his  ether  controversy  and  talking  incoherently 
to  imaginary  contestants.  From  this  great  discovery,  personal  advantage  came 
to  Gardner  Colton  alone  of  those  who  had  contributed  to  its  introduction. 
At  the  offices  of  his  Colton  Dental  Association  in  New  York,  Cincinnati,  St. 
Louis,  Philadelphia,  Baltimore,  Brooklyn  and  Boston,  nitrous  oxide  was 
successfully  administered  for  many  thousand  dental  extractions. 

The  rapid  adoption  of  surgical  anesthesia  would  have  been  impossible 
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a hundred  years  earlier  for  Mankind  was  still  more  interested  in  devising 
ingenious  forms  of  torture  than  in  relieving  pain.  Humphrey  Davy’s  sugges- 
tion that  nitrous  oxide  might  relieve  the  pain  of  surgical  operations  was 
passed  bv  without  notice  and  the  work  of  Horace  Wells  attracted  little 
favorable  attention.  Although  Dr.  Crawford  W.  Long,  a graduate  of  the 
University  of  Pennsylvania,  had  administered  ether  for  several  surgical 
operations  as  early  as  the  year  1842,  it  was  boastfully  stated  at  the  Penn- 
sylvania Hospital  five  years  later,  in  1847,  that  the  new  method  had  “not 
been  tried  at  all  by  the  judicious  surgeons  of  that  institution.”  At  the  Massa- 
chusetts General  Hospital  many  painful  operations  were  performed  without 
benefit  of  anesthesia  even  after  Morton’s  demonstration.  Yet  the  use  of  sur- 
gical anesthesia  spread  with  astonishing  speed  from  New  England  through- 
out the  civilized  world.  The  controversy  which  followed  Morton’s  demon- 
stration, while  unfortunate  for  the  participants,  served  to  advertise  the  great 
discovery  and  to  contribute  to  its  rapid  and  widespread  adoption. 

Horace  Wells  and  William  Morton  opened  the  gates  of  a great  reservoir 
of  human  mercy  and  were  themselves  crushed  in  the  widespread  flood  which 
they  had  released.  The  discovery  of  anesthesia  was  too  great  a thing  to  be 
controlled. 
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EDITORIALS 


The  Governor’s  Budget  Message 

At  a joint  session  of  the  House  and  Senate  on 
February  2,  Governor  Baldwin  presented  his  mes- 
sage on  the  budget.  In  this  communication  his 
excellency  offered  numerous  recommendations 
having  to  do  with  the  health  and  welfare  program 
of  our  state  government.  From  that  message  certain 
excerpts  are  here  printed  in  order  that  the  profession 
of  our  state  may  become  acquainted  with  the  scope 
of  certain  of  these  proposals  which  have  particular 
interest  to  them. 

HEALTH 

One  of  the  most  important  factors  in  our  effort 
to  win  the  war  is  the  health  of  our  people.  Those 
who  are  working  in  war  industries  are  putting  in 
long  hours  on  the  job  without  the  usual  weekend 
layoff  or  holidays  for  rest.  Those  who  are  not  work- 
ing in  war  industries  are  invariably  working  in 
places  which  are  shorthanded  and  it  is  necesary  for 
these  people  to  work  longer  hours  and  exert  greater 
effort  in  their  jobs.  Workers  who  have  migrated  to 
the  vicinity  of  our  war  industries  have  overtaxed  our 


housing  facilities  and  insanitary  and  unhealthy  con- 
ditions may  result  unless  adequate  measures  are 
taken.  I he  effort  at  speed  in  production  may  cause 
some  of  the  usual  safeguards  to  be  neglected.  The 
rush  of  business,  coupled  with  the  lack  of  proper 
employees,  has  already  caused  some  of  our  eating 
places  to  become  careless  and  negligent.  These  and 
countless  other  things  have  contributed  to  the 
hazards  concerning  the  health  of  our  people  and 
never  before  has  health  been  of  more  importance. 
Each  day  lost  by  a man  who  is  working  in  a war 
industry  means  that  some  vital  material  is  delayed 
in  reaching  our  fighting  forces.  Everything  we  can 
do  to  cut  down  the  number  of  days  so  lost  will 
mean  money  in  the  pockets  of  our  citizens  in  addi- 
tion to  its  importance  as  a contribution  to  victory. 

During  the  last  World  War  our  country  expe- 
rienced a serious  epidemic  of  influenza  and  many 
valuable  lives  were  lost.  Local  outbreaks  of  disease 
have  already  occurred  in  various  communities  of 
the  country  during  the  present  war.  If  we  can 
prevent  any  serious  epidemics  for  the  duration  of 
the  war,  it  will  be  worth  every  penny  that  an  ex- 
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panded  health  program  will  cost. 

It  is  estimated  that  the  expenditures  for  the  State 
Department  of  Health  will  amount  to  $538,238  for 
the  current  fiscal  year.  I have  recommended  appro- 
priations of  $908,479  for  the  first  year  of  the  next 
biennium  and  $922,534  for  the  second  year.  It  is 
estimated  that  it  will  cost  approximately  $70,000 
more  during  each  of  the  years  of  the  next  biennium 
to  carry  on  the  present  activities  of  the  department 
as  they  are  now  being  carried  on  because  of  un- 
avoidable increases  in  ordinary  recurring  expenses 
and  equipment  replacements.  It  will  not  be  satisfac- 
tory merely  to  carry  on  at  the  present  rate,  how- 
ever, because  the  results  are  not  as  effective  at  the 
present  itme  as  they  might  be.  By  the  addition  of 
$40,000  which  I have  recommended,  the  present 
activities  can  be  made  more  productive  of  results, 
notably  in  the  case  of  occupational  diseases  and 
nutrition  which  are  most  important  at  this  time. 
It  is  also  possible  that  federal  grants  may  be  with- 
drawn and  it  is  important  that  work  which  has  been 
financed  from  federal  funds  during  recent  years  be 
continued.  Some  of  the  work  that  has  been  financed 
from  federal  funds  can  no  longer  be  financed  that 
way  and  other  funds  may  be  withdrawn.  These 
activities  must  now  be  assumed  as  an  obligation  by 
the  state  since  they  are  of  great  importance  to  our 
health  program.  For  the  purpose  of  assuring  the 
continuation  of  the  services  which  have  been 
financed  from  federal  funds  in  the  past,  I have  pro- 
vided in  my  recommendations  approximately 
$75,000  for  each  year  of  the  biennium. 

The  problem  of  dealing  with  mental  disease  is  one 
of  the  most  important  in  the  medical  field  today. 
Between  eight  and  ten  per  cent  of  all  registrants  for 
the  draft  have  been  rejected  for  mental  and  nervous 
disabilities.  Most  of  these  disorders  originated  in 
childhood  and  for  the  diagnosis  and  treatment  of 
these  early  deviations,  a clinical  unit  was  established 
some  years  ago.  This  unit  has  been  found  indispen- 
sable by  the  new  Juvenile  Court  in  connection  with 
many  of  its  cases  and  more  use  would  be  made  of 
this  service  if  it  were  available  throughout  the  state. 
As  a step  toward  more  adequate  service,  I have 
recommended  an  amount  of  $50,000  annually  to 
establish  and  support  two  more  clinical  units. 

My  recommendations  also  include  sufficient  funds 
to  cover  more  adequate  inspections  of  hospitals,  the 
care  of  children  of  working  mothers,  a compre- 
hensive program  to  improve  the  condition  of  the 
teeth  of  our  youth,  a strengthening  and  improve- 
ment in  the  work  on  cancer,  assistance  in  the  public- 


health  nursing  problem  of  small  towns  and  rural 
communities,  and  other  purposes  which  will  provide 
our  state  with  a complete  and  well-rounded  health 
program  for  the  duration  of  the  war. 

STATE  INSTITUTIONS 

We  have  an  obligation  to  the  unfortunates  who 
are  cared  for  or  confined  in  our  state  institutions. 
Just  as  it  is  expected  that  every  man  should  do 
everything  possible  to  care  properly  for  his  family, 
so  it  should  be  expected  that  the  State  should  do 
everything  possible  to  care  properly  for  these  un- 
fortunates. They  must  be  housed  as  comfortably  as 
possible,  they  must  have  good  food,  they  must  be 
kept  warm,  and  above  all,  those  who  require  medical 
attention  must  be  given  the  best  we  can  obtain.  This 
last  is  simply  good  common  sense  because  the  best 
medical  attention  can  cure  many  of  these  unfortu- 
nates and  place  them  back  in  their  homes  to  carry 
on  a normal  useful  life,  thus  saving  money  in  institu- 
tional care  and  making  a producer  out  of  a con- 
sumer. 

The  problem  of  obtaining  the  necessary  number 
of  attendants  at  our  mental  institutions  is  a most 
difficult  one  which  I confess  is  far  from  a satisfac- 
tory solution.  In  the  hope  of  affording  some  relief, 
I have  recommended  funds  for  the  payment  of 
overtime  work  in  limited  numbers  of  hours  per 
month  at  rates  based  on  the  regular  working  hours 
and  the  regular  rates  of  pay  for  attendants  who  will 
agree  to  work  these  extra  hours.  It  is  not  proposed 
that  any  pay  for  overtime  work  shall  be  granted  to 
those  above  the  class  of  attendant  since  it  is  expected 
that  employees  in  supervisory  positions  shall  work 
overtime  when  necessary  without  additional  com- 
pensation. 

TUBERCULOSIS 

I have  recommended  a liberal  increase  in  the 
appropriations  for  the  Case  Finding  Program  of  the 
Tuberculosis  Commission.  1 believe  that  this  pro- 
gram is  of  primary  importance  and  a long  step  in 
the  direction  of  the  elimination  of  this  disease.  If  it 
is  possible  to  discover  a high  proportion  of  the  cases 
of  tuberculosis  in  the  early  stages  so  that  the  victims 
can  be  cared  for  properly  and  removed  as  sources  of 
infection  to  their  communities  a service  of  in- 
estimable value  will  have  been  rendered  to  the 
people  of  our  state. 

WELFARE 

Substantial  reductions  have  been  possible  in  the 
recommendations  for  the  Department  of  Welfare 
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although  it  is  expected  that  the  amounts  provided 
will  be  sufficient  to  cover  the  needs.  These  recom- 
mendations are  $916,000  less  than  the  appropriations 
for  the  current  biennium.  This  reduction  has  been 
possible  in  spite  of  the  fact  that  the  program  of  Aid 
to  Dependent  Children  has  been  gradually  develop- 
ing and  it  has  been  necessary  to  provide  $150,000 
more  for  this  purpose  during  the  next  biennium  than 
was  provided  during  the  current  biennium.  We  are 
anxious  to  have  all  of  our  people,  who  are  so  un- 
fortunate as  to  require  assistance  from  the  State, 
cared  for  in  reasonable  comfort.  However,  it  is  not 
desirable  to  extend  aid  to  those  who  have  become 
able  to  care  for  themselves  or  to  those  who  can  be 
cared  for  adequately  by  those  legally  responsible 
for  such  care.  For  this  reason  it  is  wise  to  continue 
the  provision  for  a sufficient  number  of  investigators 
to  determine  the  current  status  of  all  cases  on  our 
lists.  My  recommendations  have  provided  for  such 
a program. 

Rheumatic  Fever  — A Challenge 

Surgeon  General  Parran  recently  stated  that  “in 
war  and  peace,  rheumatic  fever  ranks  high  among 
the  more  serious  unsolved  problems  which  stand  as 
a challenge  to  the  medical  profession  and  other 
health  workers.’’  This  disease  is  claiming  the  atten- 
tion more  and  more  of  public  health  officials  and 
leaders  in  pediatrics  because  of  its  prevalence  in  the 
United  States.  In  our  own  State  it  has  been  found 
to  cause  more  deaths  between  the  ages  of  two  and 
twenty-nine  than  six  other  important  diseases  com- 
bined, ranking  fourth  in  the  causes  of  death  for  this 
age  group.  The  Children’s  Bureau  of  the  Depart- 
ment of  Labor  has  appropriated  funds  for  develop- 
ing and  maintaining  a complete  rheumatic  fever 
program,  now  accepted  in  many  of  our  States.  In 
1941  John  R.  Paul  of  the  Yale  University  School  of 
Medicine  published  a survey  of  rheumatic  fever  in 
Connecticut. 

In  this  issue  of  the  Journal  will  be  found  a dis- 
cussion of  the  public  health  implications  of  rheu- 
matic fever  by  the  chief  of  the  Division  of  Crippled 
Children  in  Connecticut.  Dr.  Spekter  has  called 
attention  to  the  prevalence  of  this  disease  in  north- 
ern climates,  especially  among  the  poor,  and  to  the 
need  for  educating  the  public  about  the  problem. 
It  is  anticipated  by  students  of  the  disease  that  con- 
ditions are  favorable  for  an  increase  this  year  in  the 
incidence  of  rheumatic  fever. 

In  order  to  emphasize  the  need  for  a more  com- 


plete program  in  dealing  with  this  disease  as  well  as 
to  remind  the  physician  of  its  prevalence,  the 
Metropolitan  Life  Insurance  Company  has  prepared, 
with  the  technical  assistance  and  approval  of  the 
American  Heart  Association,  the  American  Acad- 
emy of  Pediatrics,  the  U.  S.  Children’s  Bureau,  and 
the  Public  Health  Service,  a brief  handbook  called 
“Rheumatic  Fever  in  Children— Its  Recognition  and 
Management.”  It  is  being  made  available  to  physi- 
cians and  to  public  health  nurses.  The  handbook  is 
being  distributed  chiefly  in  the  United  States  and 
Canada  through  the  16,000  field  representatives  of 
the  /Metropolitan  Life  Insurance  Company.  If  you 
have  not  secured  a copy  by  May  1,  write  to  Dr. 
George  AT  Wheatley,  Assistant  Medical  Director, 
Adetropolitan  Life  Insurance  Company,  1 Madison 
Avenue,  New  York,  N.  Y. 

The  Social  Functions  of  the  Modern 
Hospital 

Two  years  ago  it  was  our  privilege  to  publish  a 
paper  by  Dr.  James  R.  /Miller  on  the  Relation  of  the 
Doctor  to  the  Hospital.  In  this  article  Dr.  /Miller 
projected  some  developments  in  hospital  service 
and  administration  which  the  future  might  hold.  In 
the  present  issue  under  the  title  Social  Functions  of 
the  /Modern  Hospital,  Dr.  G.  Ad.  Mackenzie  speaks 
of  some  of  these  developments  which  are  being 
car  1 led  out  at  the  Bassett  Hospital  in  Cooperstown 
of  which  he  is  Physician-in-chief. 

It  is  a healthy  and  encouraging  sign  to  note  that 
physicians  are  giving  thought  and  expression  to 
questions  concerning  the  economics  of  medicine. 
I he  laity  have  long  been  vocative  in  their  recom- 
mendations as  to  what  Adedicine  should  and  should 
not  do  and  more  often  than  not  fantastic  plans  have 
been  in  sharp  disagreement  with  each  other.  It  is 
hoped  that  \\  ith  deliberate  but  with  steady  progress 
those  \\  ithin  our  profession  will  seek  those  opportu- 
nities which  will  best  serve  society.  We  therefore 
should  give  thoughtful  attention  to  the  words  of 
this  writer  w hose  argument  is  so  greatly  strength- 
ened by  the  force  of  its  pragmatism. 

Prelude  to  Surgical  Anesthesia 

Nearly  a century  has  passed  since  the  birth  of 
surgical  anesthesia,  a drama  in  which  Connecticut 
physicians  should  have  particular  interest.  The  facts 
aie  well  established  and  the  Wells-Long-Morton 
controversy  long  since  bereft  of  its  venom  is  but  of 
historic  interest.  In  other  pages  in  this  issue  Dr. 
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A.  H.  Miller  gives  us  a lucid  and  instructive  account 
of  the  events  which  brought  to  mankind  the  great- 
est gift  of  Medicine.  In  an  authentic  and  delightful 
manner  he  not  only  describes  the  actors  and  their 
various  roles  but  sets  for  us  the  historic  stage  upon 
which  they  performed. 

Wayne  County  Honors  William  Beaumont 

The  new  Beaumont  Room  of  the  David  Whitney 
House,  Headquarters  of  the  Wayne  County  Medical 
Society,  Detroit,  was  dedicated  on  February  15, 
1943.  An  important  part  of  the  ceremony  was  the 
unveiling  of  the  Beaumont  portrait  painted  by  Mr. 
Deane  Keller  of  New  Haven.  This  portrait  is  a 
replica  of  the  painting  by  Mr.  Keller  for  the  Beau- 
mont Club  of  Connecticut  which  now  hangs  in  the 
Beaumont  Room  of  the  Yale  Medical  Library.  At 
the  time  of  the  dedication  of  Detroit’s  Beaumont 
Room  also  were  exhibited  contemporary  miniatures 
of  Dr.  and  Mrs.  Beaumont  which  were  recently 
acquired  by  the  Society.  The  principle  speaker  on 
the  occasion  was  Col.  Edgar  E.  Hume,  M.  C.  U.  S. 
A.,  who  gave  the  22nd  annual  Beaumont  Lecture. 
Dr.  Hume  spoke  on  the  contributions  of  medical 
authors  to  medicine. 

Thus  the  stature  of  William  Beaumont,  a son  of 
our  State,  grows  ever  more  to  its  heroic  proportion. 
Connecticut  physicians  may  take  some  certain  pride 
in  the  fact  that  this  great  medical  pioneer  has  not 
remained  unhonored  in  his  own  land  for  our  memo- 
rials of  this  illustrious  man  are  also  of  significance. 

The  physicians  of  Connecticut  salute  their 
brothers  in  Michigan  who  have  so  signally  honored 
our  mutual  citizen  of  these  two  commonwealths. 

Dr.  Edgar  Allen 

With  the  passing  of  Dr.  Edgar  Allen  the  School 
of  Medicine  at  Yale  has  lost  a distinguished  scientist 
and  an  inspiring  teacher.  His  many  friends  of  the 
medical  profession  will  mourn  his  death  and  will 
iecall  his  many  appearances  before  various  medical 
groups  of  our  State.  Dr.  Allen  possessed  in  a very 


great  degree  that  unfailing  sign  of  superior  intellect, 
the  ability  to  bring  the  field  of  a learned  science  into 
the  realm  of  practical  discussion.  His  achievements 
in  the  world  of  science  were  of  the  highest  order. 
In  1941  he  was  the  recipient  of  the  Baly  Medal  of 
the  Royal  College  of  Physicians  of  London,  the 
citation  declaring  that  his  contributions  formed  “an 
essential  foundation  for  modern  knowledge  of  the 
endocrines  of  the  ovaries.”  At  the  time  of  his  death 
he  was  President  of  the  American  Association  of 
Anatomists. 

The  same  zeal  with  which  Edgar  Allen  pursued 
the  quest  for  scientific  truth  he  carried  into  the 
field  of  sport.  As  the  skipper  of  a racing  yacht  his 
scientific  mind  gave  him  advantage  over  opponents 
w hose  training  in  exact  methods  had  not  been  as 
thorough.  He  loved  the  sea  and  w^as  at  home  in  any 
sort  of  craft.  His  summons  came  as  he  would  have 
wished  it,  among  his  beloved  islands  while  serving 
his  country  on  coastal  patrol. 

Supreme  Court  Decision  on  the  A.  M.  A. 

LTnder  the  above  title  the  following  editorial 
recently  appeared  in  the  New  Haven  Journal- 
Courier.  It  is  an  intelligent  and  temperate  view  of  a 
subject  which  has  been  highly  controversial.  Since 
the  decision  has  been  handed  down  opportunity  has 
come  for  opinions  to  be  formed  and  the  consensus 
of  these  seem  to  be  that  nothing  whatever  was 
proved. 

The  Supreme  Court  decision  upholding  the  con- 
viction of  the  District  of  Columbia  Medical  Society 
and  the  American  Medical  Association  will  not  dis- 
pose of  all  the  points  that  were  tied  up  in  the  case, 
but  it  will  expedite  certain  lines  of  action  in  the 
future.  Dr.  MacDonald,  president  of  the  District 
Medical  society,  promises  that  his  organization  will 
not  lose  sight  of  its  ioo-year-old  tradition  of  serv- 
ice. That  spirit  promises  a type  of  conduct  that  will 
be  a contribution  to  the  health  of  the  American 
people. 

It  would  be  strange  not  to  expect  future  disagree- 


IF  YOU  HAVE  NO  PRIORITY  for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention — a bandage  scissor,  or  an  x-ray 
machine— call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,’ 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 

(SEE  PAGE  2) 
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merits  over  how  the  medical  associations  as  groups 
and  the  doctors  as  individuals  can  best  carry  on  this 
tradition  of  service.  In  the  case  just  settled,  the  Dis- 
trict Medical  society  had  objected  to  the  fact  that 
a member  of  Group  Health,  Inc.,  did  not  have  the 
choice  of  the  physician  who  was  to  treat  him. 
According  to  the  Court,  such  groups  may  not  be 
restrained  in  the  future  because  of  this  provision. 

In  Connecticut,  however,  the  State  Medical 
Society,  as  is  well  known,  has  been  working  for 
some  time  on  a prepaid  plan  for  medical  care  which 
does  not  contain  this  objectionable  item.  Patients 
are  to  be  allowed  free  choice  of  physicians.  Other 
fundamental  principles  in  this  forthcoming  plan 
are  that  membership  is  voluntary,  and  the  project  is 
self-supporting,  not  requiring  public  subsidy  except 
for  indigent  persons. 

The  details  of  this  plan  for  medical  care  are  now 
being  discussed  in  the  medical  societies  of  the  state, 
and  the  provisions  will  be  presented  to  the  public  as 
soon  as  a sound  financial  basis  can  be  worked  out. 

Doubtless  the  Court  decision  as  well  as  proposals 
coming  out  of  Washington  and  from  people  like 
Henry  J.  Kaiser  will  encourage  interest  both  with- 
in and  without  the  medical  profession  in  an  early 
presentation  of  the  plan  to  the  people  of  Con- 
necticut. 

# # # 

To  the  disappointment  of  many,  the  Court  de- 
clined to  rule  on  whether  the  practice  of  medicine 
is  a trade  or  a profession.  At  other  times  other 
groups  have  wrestled  with  the  question  of  whether 
the  practice  of  medicine  is  an  art  or  a science.  Such 
discussions  seem  likely  to  be  relegated  to  the  draw- 
ing room  henceforth  and  to  be  without  influence  on 
practical  decisions. 

Though  the  Court  did  not  use  the  words  social- 
ized 'medicine , this  would  be  a good  time  to  dissipate 
this  ambiguous  term  that  has  beclouded  talk  about 
medical  services.  At  times  socialized  medicine  has 
been  used  to  mean  state  medicine.  There  is,  of 
course,  only  one  country  in  the  world  that  has  state 
medicine,  and  that  is  Russia.  There  the  doctors  are 
employed  by  the  state  and  the  same  as  the  school 
teachers,  and  the  hospitals  are  state-owned.  Since 
there  is  no  great  opinion  favoring  such  a proposal 
for  the  United  States,  it  would  seem  that  this  “straw 
man”  might  better  be  left  out  of  future  discussions. 

Socialized  medicine  which  means  a group  health 
service  on  the  voluntary,  self-supporting,  free  choice 
basis  is  a thoroughly  acceptable  idea  to  medical 
groups  and  to  laymen.  So  whatever  unsettled  issues 


remain  from  the  Supreme  Court  decision,  it  is  to  be 
hoped  that  it  will  remove  from  current  use  the  un- 
welcome term  of  socialized  medicine,  and  that  it  will 
stimulate  such  desirable  moves  as  the  Connecticut 
State  Medical  Society’s  plan. 

The  Same  Journal,  The  Same  Editor 

Northwest  Medicine  has  completed  four  decades 
of  continuous  publication,  during  all  of  which  time 
Clarence  A.  Smith  of  Seattle  has  continued  as 
Editor-in-chief.  Assistant  Editors  have  come  and 
gone  during  these  forty  years,  but  Dr.  Smith  con- 
tinues to  serve  the  physicians  of  the  Northwest, 
Washington,  Oregon  and  Idaho.  No  one  but  an 
editor  realizes  what  these  forty  years  of  service 
mean.  We  bow  out  of  respect  to  one  who  has  thus 
served  his  fellowmen. 

Osteopathy  Again 

Every  two  years  the  physicians  of  Connecticut 
seem  obligated  to  appear  before  the  General  Assem- 
bly of  the  State  to  point  out  to  the  law  makers  why 
graduates  of  colleges  of  osteopathy  should  not  be 
permitted  to  practice  medicine  and  surgery.  The 
medical  profession  inevitably  appears  as  a special 
pleader  in  this  case,  for  it  looks  as  if  medicine  were 
trying  to  protect  itself  from  inroads  that  might  re- 
sult if  osteopaths  were  permitted  wider  rights. 
Actually  the  fact  is  quite  the  contrary.  It  is  the  in- 
tent and  purpose  of  the  medical  profession’s  opposi- 
tion to  such  legislation  to  protect  the  public  from 
an  inferior  grade  of  medical  care.  It  is  pointed  out 
in  the  report  of  the  joint  Conference  Committee 
from  this  Society  and  the  Osteopathic  Society, 
which  is  printed  in  full  elsewhere  in  this  issue,  “The 
statutes  regulating  the  practice  of  medicine  have 
evolved  through  the  years  to  safeguard  the  quality 
of  medical  care  given  to  the  people  of  Connecticut 
and  those  statutes  now  accomplish  that  purpose.”  It 
is  generally  acknowledged  that  for  years  the  medical 
profession  has  striven  to  elevate  its  standards  for  the 
sole  purpose  of  providing  the  public  with  the  best 
quality  of  medical  care  obtainable.  Osteopaths  have 
never  been  able  to  meet  those  standards  and  for  that 
reason,  in  most  states,  including  Connecticut,  they 
have  been  granted  onlv  limited  rights  in  the  field  of 
the  healing  art.  Now  comes  another  attempt  to  make 
doctors  of  medicine  out  of  osteopaths  by  legislative 
fiat.  It  has  been  done  in  some  states  where,  almost 
over  night,  osteopaths  have  been  made  practitioners 
of  medicine,  but  such  action  cannot  confer  com- 
petency or  scientific  attainment. 
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Tribute  to  an  Elder  Statesman 

In  a recent  number  of  the  Grace  Hospital  News 
the  following  tribute  to  Dr.  Charles  J.  Bartlett  was 
published.  It  is  here  reprinted  in  order  that  many 
more  of  the  friends  of  the  President  of  our  Medical 
Examining  Board  and  former  President  of  our 
Society,  may  have  opportunity  to  appreciate  the 
feeling  of  those  who  rightfully  honor  this  prophet 
in  his  own  country. 


Charles  Joseph  Bartlett 

On  a brief  December  day  during  the  closing- 
months  of  the  war  between  the  States,  there  was 
born  at  Sutton,  Vermont,  to  Joseph  and  Rachel 
Fletcher  Bartlett,  a child,  Charles  Joseph.  Since  the 
child  is  father  to  the  man  there  is  much  cause  to  be 
grateful  to  that  infant  who  furnished  us  our  friend, 

O 

our  teacher  and  intellectual  leader  about  whom 
Grace  Hospital  centers. 

It  is  not  possible  in  this  limited  recital  to  give  the 
details  of  the  early  life  of  Charles  Bartlett.  It  is 
chiefly  of  the  man  we  know  that  I wish  to  speak. 
Some  day  a chronicler,  paralleling  Van  Wyck 
Brooks  and  telling  of  the  Flowering  of  a Medical 
New  England,  will  give  fitting  place  to  this  sturdy 
son  of  the  Green  Mountains  and  set  forth  his  career 
in  detail.  (I  hope  that  such  a biographer  will  include, 
among  other  things,  the  young  country  boy’s  first 
impressions  when  he  originally  arrived  in  a city  and 
also  some  of  his  experiences  with  Graham  Fusk.) 
Suffice  it  to  say  that  young  Charles,  after  attending 
St.  Johnsbury  Academy,  entered  Yale  University, 
received  his  t>.a.  in  1892,  his  m.a.  in  1894  and  his 
m.d.  in  1895.  He  journeyed  to  Feipzig,  Germany, 
for  further  study  and  then  returned  to  Yale  to  con- 
tinue previously  initiated  teaching  of  pathology. 

On  July  6,  1898,  Dr.  Bartlett  married  Genevieve 
Kinne,  daughter  of  a physician.  To  them  were  born 


two  children,  Genevieve  R.  (Mrs.  Roger  S.  Foster) 
and  Marshall  K.  Bartlett,  now  a surgeon  and  a major 
in  the  armed  forces  of  his  country. 

The  young  pathologist  rose  rapidly  in  his  chosen 
field.  He  was  instructor  from  1895-97,  assistant  pro- 
fessor 1897-1900,  and  full  professor  of  pathology  at 
Yale  University  from  1900  until  he  became  emeritus 
professor  in  1917.  He  was  also  pathologist  at  the 
New  Haven  Hospital  from  1900  to  1917. 

Dr.  Bartlett  studied  the  quick  as  well  as  the  dead. 
He  was  attending  physician  at  New  Haven  Hos- 
pital at  least  until  1917,  and  even  after  that  in  1918, 
I recall  making  rounds  with  him  on  the  alternating- 
service  in  the  old  Bronson  and  Gifford  wards. 

At  about  this  time  his  retirement  from  active  New 
Haven  Hospital  service  was  Grace  Hospital’s  great 
gain.  He  came  to  us  with  the  wisdom  which  the 
knowledge  of  his  extremely  active  life  had  amassed. 
For  many  years  he  served  Grace  Hospital  as  attend- 
ing physician  and  has  been  pathologist  since  1921. 
In  addition,  he  is  pathologist  to  the  Charlotte  Hun- 
gerford  Hospital  in  Torrington,  to  the  Griffin  Hos- 
pital in  Derby,  and  former  pathologist  to  the  Meri- 
den Hospital. 

Dr.  Bartlett’s  service  to  the  state  and  the  com- 
munity has  been  outstanding.  For  a number  of  years 
he  was  Director  of  Laboratories  for  the  State  De- 
partment of  Health.  For  twenty-five  years  he  was  a 
member  of  the  New  Haven  Board  of  Health,  finally 
declining  reappointment.  He  was  medical  examiner 
for  the  city  of  New  Haven  for  ten  years.  He  is  a 
former  president  of  the  New  Haven  Civic  Federa- 
tion. He  is  president  of  the  Connecticut  Medical 
Examining  Board  and  in  the  volume  entitled  “The 
Heritage  of  Connecticut  Medicine”  contributed  a 
valuable  history  concerning  Medical  Licensure  in 
Connecticut.  Dr.  Bartlett  served  as  president  of  the 
New  Haven  Medical  Association  in  1911  and  headed 
the  Connecticut  Medical  Society  in  1918.  He  has 
also  served  as  a member  of  the  State  Council  for 
National  Defense.  In  all  of  the  ramifications  of  these 
many  positions  there  is  no  more  fitting  language 
that  I can  find  to  describe  him  than  to  say: 

“Nullum  quod  tetiget  non  ornavit.”1 

Academic  and  other  honors  have  come  to  Dr. 
Bartlett.  Membership  or  fellowship  in  Sigma  Xi,  Phi 
Beta  Kappa,  the  Connecticut  Association  of  Arts 
and  Sciences,  the  American  College  of  Physicians, 
the  American  Medical  Association,  the  American 


1.  He  touched  nothing  that  he  did  not  adorn. 
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Association  for  the  Advancement  of  Science,  the 
American  Association  of  Pathologists  and  Bacteri- 
ologists, are  only  a partial  means  by  which  Dr. 
Bartlett  occupies  his  “spare”  time.  A full  list  of  his 
extra-curricular  activities  might  cause  the  reader  to 
doubt  the  writer’s  veracity  and  is,  therefore,  not 
attempted. 

Dr.  Bartlett  has  been  author  of  important  papers 
dealing  with  medical,  medico-legal,  bacteriological 
and  pathological  matters.  In  addition  to  this,  his 
pathological  work  has  been  a most  important  con- 
tributing factor  in  enabling  others  to  write  scientific 
papers.  In  the  last-named  respect,  I personally  have 
been  the  beneficiary  of  his  excellent  pathological 
examinations. 

It  was  in  the  Fall  of  1915  that  I first  met  Dr. 
Bartlett.  (T  hose  were  the  days  when  the  Yale  Medi- 
cal School  consisted  of  two  old  buildings  on  York 
Street.)  I remember  my  initial  interview  with  him. 
Always  kindly,  courteous  and  gentle  in  his  dealings 
with  students,  Dr.  Bartlett  immediately  put  one  at 
his  ease.  The  germ  of  the  thought  was  then  born  in 
my  mind  (and  subsequent  experience  has  only 
served  to  augment  the  feeling)  that  here  was  a man 
whom  the  angel  of  Abou  Ben  Adhem  might  very 
well  include  as  one  who  loved  his  fellow  men. 

Fen  years  ago  when  I first  started  preparing 
material  for  the  weekly  Clinical  Pathological  Con- 
ference, 1 came  into  much  closer  relationship  with 
Dr.  Bartlett.  He  was  then  a young  man  of  68  (and 
I was  not  too  long  out  of  my  medical  swaddling 
clothes).  I assert  without  fear  of  contradiction  that 
Dr.  Bartlett’s  mind  is  as  young  and  vigorous  today 
as  it  was  then.  His  ability  to  participate  in  a round 
of  meetings,  conferences  and  medical  activities  is 
always  the  delight,  and  at  the  same  time  the  envy, 
of  his  chronologically  younger  friends. 

I predict  a long  and  useful  future  for  Dr.  Bart- 
lett. He  possesses  to  a superlative  degree  that  attri- 
bute without  which  one  cannot  be  a great  scientist, 
namely,  intellectual  honesty.  If  it  were  not  for  his 


overwhelming  modesty  he  might  on  his  78th  birth- 
day, December  18,  1942,  as  he  continues  his  medical 
Odyssey,  say: 

“Tho’  much  is  taken,  much  abides;  and  tho’ 

We  are  not  that  strength  which  in  old  davs 
Moved  earth  and  heaven;  that  which  we  are, 
we  are; 

One  equal  temper  of  heroic  hearts 
. strong  in  will 

To  strive,  to  seek,  to  find  and  not  to  yield.” 
We  of  the  staff,  who  are  proud  to  be  his  colleagues 
and  friends,  can  only  say,  “Here’s  to  you,  Dr.  Bart- 
lett! .Many  happy  returns  of  the  Day!” 

Daniel  F.  Levy 

A DOCTOR’S  PLEA  IN  WARTIME 

The  doctor’s  life,  in  times  like  these, 

Is  not  exactly  one  of  ease. 

For,  on  the  home  front,  each  m.d. 

Is  busier  than  any  bee! 

He’s  shouldering  the  burden  for 
The  other  docs,  who’ve  gone  to  war. 

This  leaves  vour  doctor  precious  little 
Time  to  sit  around  and  whittle. 

And  indicates  the  reason  why 
You  ought  to  help  the  poor  old  guy. 

HOW? 

1.  By  keeping  yourselves  in  the  best  of  condition 
Thus  avoiding  the  ills  that  demand  a physician. 

2.  By  phoning  him  promptly  when  illness  gives  warning, 
But— unless  very  serious— waiting  till  morning. 

3.  By  cheerfully  taking  whatever  appointment 

He  makes  for  prescribing  his  pills  or  his  ointment. 

4.  Bv  calling  on  him  where  he  works  or  resides 
Instead  of  insisting  he  rush  to  your  sides. 

(Of  course,  he’ll  come  ’round  when  there’s  need  for  his 
service 

But  spare  him  the  trip  when  you’re  nothing  but  nervous.) 

5.  And,  last  but  not  least,  you  can  help  in  this  crisis 
Bv  carefully  following  Doctor’s  advices. 

If  these  commandments  you’ll  adhere  to 
A doctor’s  heart  you  will  be  dear  to! 

Copyright  1942,  by  The  Borden  Company. 
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BOOKS  — BOOKS  — BOOKS  The  next  time  you  have  a few 

minutes  to  spare,  why  not  stop  in  and  look  over  our  miniature  library.  Cur- 
rent editions  of  medical,  x-ray,  and  physical  therapy  publications  on  hand  for 
your  inspection.  For  a few  suggestions,  see  bottom  of  inside  front  cover. 
Professional  Equipment  Company,  36  Howe  St.,  New  Haven,  Connecticut. 


(SEE  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 

151ST  ANNUAL  MEETING,  NEW  HAVEN,  MAY  25,  26,  27,  1943 

The  151st  annual  meeting  of  the  Society  will  be  held  in  New  Haven  on  May  25,  26  and  27,  1943.  The 
annual  meeting  of  the  House  of  Delegates  will  be  held  at  the  New  Haven  Medical  Association  on  May  25 
and  the  general  meeting  of  the  Society  and  Section  meetings  w ill  be  held  at  the  New  Haven  Lawn  Club 
and  other  convenient  meeting  places  on  the  26  and  27. 

The  program  for  the  general  meeting  is  being  arranged  by  the  Program  Committee,  Dr.  Berkley  M. 


Parmelee,  Bridgeport,  Chairman,  Dr.  Sidney  S.  Quarri 
All  the  details  of  the  program  are  not  yet  completed 
The  present  arrangements  for  the  program  include: 

Wednesday,  May  26 

ADDRESS  OF  WELCOME  BY  THE  PRESIDENT  OF  THE  NEW 
HAVEN  COUNTY  MEDICAL  ASSOCIATION 
RHEUMATIC  FEVER  AND  RHEUMATIC  HEART  DISEASE 

T.  Duckett  Jones,  Boston 

MEDICINE  IN  WARTIME  INDUSTRY 

George  H.  Gehrmann,  Medical  Director, 
E.  I.  Dupont  de  Nemours  and  Co.,  Wil- 
mington, Delaware 
PREPAID  MEDICAL  SERVICE  PLANS 

James  C.  McCann,  President,  Massachusetts 
Medical  Service,  Worcester,  Massachusetts 

LUNCHEON 

James  E.  Paul  tin  of  Atlanta,  President- 
Elect  of  the  American  Medical  Association 
speaker 

AFTERNOON,  SECTION  MEETINGS 
ANNUAL  BANQUET  OF  THE  SOCIETY 

His  Excellency  Governor  Raymond  E. 
Baldwin,  Governor  of  Connecticut,  speaker 

Thursday,  May  27 

MEDICAL  EDUCATION  IN  WARTIME 

Willard  C.  Rappeleye,  Dean,  College  of 
Physicians  and  Surgeons,  Columbia  Univer- 
sity 

PUBLIC  MEDICAL  CARE  OF  INDIGENTS 

H.  Jackson  Davis,  Medical  Director,  De- 
partment of  Public  Welfare,  State  of  New 
York,  Albany 

SURGICAL  TREATMENT  OF  HYPERTENSIVE  DISEASE 

Reginald  H.  Smithwick,  Boston 


er,  Hartford  and  Dr.  Harold  M.  Marvin,  New  Haven, 
but  it  promises  to  be  one  of  exceptional  interest. 

THE  president’s  LUNCHEON  WITH  ADDRESS  BY  THE 
RETIRING  PRESIDENT,  DR.  ROY  I..  LEAK 
AFTERNOON,  SECTION  MEETINGS 
EVENING,  SECTION  DINNERS 

If  an  opening  can  be  found  it  is  planned  to  have  a 
round  table  discussion  of  prepaid  medical  service 
plans. 

Council  Meeting 

The  February  meeting  of  the  Council  was  held  on 
Wednesday,  February  10. 

WAR  PARTICIPATION  COMMITTEE 

It  was  voted  to  postpone  the  appointment  of  a 
War  Participation  Committee  for  the  Society  in  the 
belief  that  war  activities  could  be  carried  on  by 
existing  committees. 

AMENDMENT  TO  THE  BY-LAWS 

It  was  voted  to  propose  to  the  House  of  Delegates 
that  the  By-Laws  be  amended  to  add  the  Literary 
Editor  of  the  Journal  as  a member  of  the  Council. 

COMMITTEE  TO  STATE  OPINIONS  ON  THE  CARE  OF  THE 
CHRONICALLY  ILL  AND  THE  NECESSITY  FOR  A STATE 
INFIRMARY 

The  Chairman  of  the  Council  was  authorized  to 
appoint  a committee  of  three  including  himself  to 
prepare  a memorandum  to  submit  to  the  Governor 
of  the  State  relative  to  the  Society’s  opinions  on  the 
subject  of  the  needs  of  the  chronically  ill  and  the 
necessity  for  a State  infirmary. 

The  committee  consists  of  James  R.  Miller,  Hart- 
ford; Ralph  W.  Crane,  Stamford  and  Louis  P. 
Hastings,  Hartford. 
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PROCUREMENT  AND  ASSIGNMENT 

T he  Council,  meeting  as  the  State  Central  Com- 
mittee of  the  Procurement  and  Assignment  Service, 
discussed  at  length  the  Procurement  and  Assignment 
program  for  1943  and  criteria  and  methods  for  deter- 
mining availability  of  physicians. 

OSTEOPATHIC  LEGISLATION 

S.  B.  486,  amending  the  Osteopathic  Practice  Act, 
was  explained  and  discussed.  The  Council  voted  that 
the  Socitey  should  oppose  the  measure  and  so 
directed  the  Committee  on  Public  Policy  and  Legis- 
lation. 

COMMITTEE  ON  PHYSICAL  EXAMINATIONS  IN  TRADE 
SCHOOLS 

Dr.  Landry,  Chairman  of  the  special  committee 
working  with  the  State  Department  of  Education 
on  the  question  of  physical  examinations  of  students 
in  trade  schools,  reported  for  the  committee.  The 
Council  voted  to  authorize  the  committee  to  pro- 
ceed with  the  selection  of  a roster  of  physicians  who 
might  be  selected  by  the  Department  of  Education 
to  make  physical  examinations  of  the  students  in  the 
State  trade  schools. 

Committee  on  Public  Policy  and  Legislation 

The  Committee  on  Public  Policy  and  Legislation 
met  on  Sunday,  February  7,  for  the  purpose  of 
analyzing  and  discussing  legislation  concerning 
health,  medicine  and  welfare  pending  before  the 
1943  General  Assembly.  There  were  present:  Berk- 
ley M.  Parmelee,  Chairman;  Edmund  L.  Douglass, 
Harry  S.  Frank,  Karl  T.  Phillips,  the  Chairman  of 
the  Council,  James  R.  Miller;  the  President  of  the 
Society,  Roy  L.  Leak;  the  Secretary  of  the  Society, 
Creighton  Barker.  Absent:  Sanford  H.  Wadhanrs, 
Thedore  S.  Evans,  Howard  Boyd,  Ralph  B.  Thayer. 
About  seventy  bills  were  presented  by  the  Secretary 
and  the  more  important  ones  are  listed  in  Public 
Affairs  in  this  issue.  Plans  were  made  for  legislative 
appearances  by  members  of  the  committee  and  mem- 
bers of  other  special  committees  of  the  Society. 

Crippled  Children  Technical  Advisory 
Committee 

The  Medical  Advisory  Committee  to  the  Crippled 
Children’s  Bureau  has  recommended  that  Edwin 
Pyle  of  Waterbury  be  named  the  orthopedic  sur- 


geon in  charge  of  the  Derby  clinic  during  the  ab- 
sence of  Dr.  Bassin.  Dr.  Pyle  resigned  the  chairman- 
ship of  the  Advisory  Committee  during  the  war 
and  Paul  Swett  was  named  to  succeed  him. 

Benjamin  B.  Whitcomb  of  Hartford  has  been 
appointed  as  consultant  neuro-surgeon  to  replace 
William  B.  Scoville  who  is  now  serving  in  the  Army. 


Connecticut  Plan  for  Hospital  Care,  1942 

The  Connecticut  Plan  for  Hospital  Care,  through 
its  president  Harry  B.  Kennedy  reports  that  a total 
of  $1,229,418.43  was  paid  for  members’  care  last 
year,  nearly  40  per  cent  of  the  total  benefits  ren- 
dered by  the  Plan  since  its  inauguration  in  1937. 

Among  directors  of  the  Plan  re-elected  were  Ed- 
gar Fauver,  m.d.,  Middletown;  H.  Gildersleeve  Jar- 
vis, m.d.,  Hartford;  Joseph  I.  Linde,  m.d.,  New 
Haven;  and  J.  H.  Root,  m.d.,  Waterbury. 

William  Robson,  acting  general  manager  of  the 
Plan,  reported  a net  membership  growth  of  38,133 
during  1942,  bringing  the  total  number  of  Plan  mem- 
bers to  297,841  at  the  end  of  last  year.  Gross  new 
membership  in  1942  was  the  largest  for  any  year 
since  1937,  he  said,  but  loss  of  membership  because 
of  military  service  and  “migration  of  employee 
members  to  war  production  plants,  with  interim  loss 
of  membership,”  affected  net  membership  adversely. 

In  reporting  the  amount  expended  for  members’ 
care  last  year,  Kennedy  revealed  that  27,288  patients 
had  been  cared  for  through  the  Plan  in  1942,  bring- 
ing the  total  benefitting  since  1937  to  71,975.  The 
average  stay  of  Plan  patients  last  year  was  the  lowest 
in  its  history,  8.17  days,  “due,  in  part  at  least,  to 
crowded  hospital  facilities.”  The  Plan  has  a reserve 
fund  of  $908,857. 

National  Tuberculosis  Association  Cancels 
Annual  Meeting  for  1943 

1 he  Annual  Meeting  of  the  National  Tuberculosis 
Association  scheduled  for  May  has  been  cancelled 
because  of  transportation  difficulties.  Under  the  by- 
laws of  the  Association,  however,  an  annual  meeting 
of  the  Board  must  be  held.  This  will  probably  be 
held  in  St.  Louis  about  May  4,  together  with  meet- 
ings of  the  Council  of  the  American  Trudeau 
Society  and  the  Executive  Committee  of  the  Na- 
tional Conference  of  Tuberculosis  Secretaries. 
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Health  Improvement  in  Design  of 
American  Planes 

Recommendations  for  improving  the  design  of 
American  combat  and  transport  planes  so  that  the 
vision  and  hearing  of  fliers  can  be  aided  were  made 
recently  at  the  eleventh  annual  meeting  of  the  Insti- 
tute of  Aeronautical  Sciences  by  three  investigators 
from  Yale,  Harvard  and  the  U.  S.  Navy. 

“Both  seeing  and  hearing,  if  accompanied  by  pro- 
longed attentive  effort,  especially  under  conditions 
of  unfavorable  plane  design,  are  capable  of  con- 
tributing to  pilot  and  air  crew  fatigue  and  loss  of 
efficiency,”  said  Walter  R.  Miles,  Professor  of  Psy- 
chology at  Yale  University,  who  read  the  report. 
His  collaborators  in  preparing  the  report  are  Com- 
mander Leon  D.  Carson,  head  of  the  Medical  Re- 
search Section  in  the  Bureau  of  Aeronautics,  U.  S. 
Navy,  and  Professor  Stanley  S.  Stevens  of  Harvard 
University,  one  of  the  directors  of  the  Psycho- 
Acoustic  Laboratory,  Memorial  Hall,  Cambridge. 
The  report  was  made  public  at  a section  meeting  on 
Physiologic  Problems  in  the  Pupin  Physics  Labora- 
tory at  Columbia  University,  and  was  presented  also 
in  parallel  programs  occurring  in  Los  Angeles  and 
Detroit. 

Several  suggestions  for  improving  the  vision  of 
pilots,  observers  and  gunners  were  made  by  the 
three  scientists.  While  the  aiming  panel  in  planes  for 
gunners  “is  a beautifully  clear,  optically  perfect 
surface,”  reported  Prof.  Miles,  the  position  of  the 
gunner  provides  for  him  the  same  sort  of  vision  one 
would  get  in  a tunnel  since  his  eyes  are  some  distance 
away  from  this  window. 

Another  factor  to  be  considered  is  the  fact  that 
the  gunner’s  window  is  latticed  by  intervening  sec- 
tions of  his  gun  mounting  including  brackets,  elec- 
trical switches,  etc. 

The  recommendation  is  made  that  in  the  turrets 
of  planes,  it  should  be  possible  to  reduce  the  amount 
of  structure  in  front  of  the  gunner  and  to  bring  him 
forward  much  nearer  the  front  panel.  “This  will 
increase  his  angle  of  uninterrupted  view,  make  visual 
pursuit  of  his  targets  easier,  and  reduce  the  blinding 
effect  from  the  flashes  of  his  own  guns,”  he  said. 


Inside  the  cockpit,  instrument  panels  have  the  fol- 
lowing serious  faults,  Prof.  Miles  reported:  i.  There 
is  too  large  an  illuminated  area;  2.  the  color  of  the 
light  from  these  instruments  is  usually  not  that  of 
the  wave  length  least  disturbing  to  night  vision;  3. 
and  intensity  as  well  as  the  total  area  of  illumination 
is  too  high. 

The  only  light  which  can  be  controlled  easily 
both  as  to  spectral  character  and  brightness  level  is 
indirect  red  light  and  this  is  recommended  for  use 
with  instruments. 

Discussing  transparent  cockpit  enclosures,  Prof. 
Miles  said  that  those  made  of  even  fairly  clear  opti- 
cal plastic  discolor  with  exposure  to  sunlight;  some 
of  them  become  finely  checked  due  to  temperature 
changes  and  vibration. 

It  is  thought  that  it  should  be  possible  soon  to 
mold  transparent  cockpit  enclosures  of  better  grades 
of  optical  plastics  in  one  piece.  Surface  hardening  of 
such  molded  parts  is  desirable. 

Airsickness  of  military  personnel  on  planes  came 
in  for  attention  by  the  investigators  who  said  that 
this  condition  can  be  minimized  if  those  riding  in 
planes  can  see  the  horizon,  cloud  formations,  or  the 
ground  scene  below.  The  solution  is  not  to  require 
passengers  and  crew  to  fly  blind. 

The  ears  of  flying  personnel  are  subjected  to 
greater  abuse  than  are  their  eves,  reported  Prof. 
Miles. 

“It  seems  to  be  true  of  modern  aviation  that  every 
time  the  engineers  increase  the  power  and  speed  of 
our  airplanes,  the  ears  of  the  pilots  take  a greater 
beating,”  he  said. 

“Although  the  ear  is  a magnificent  little  mechan- 
ism—the  most  intricate  mechanical  structure  in  the 
human  body— it  is  a rather  delicate  device  and  one 
which  seems  ill  designed  for  modern  war.  But  the 
ear  has  gone  to  war,  along  with  the  rest  of  the 
soldier,  and  we  are  compelled  to  admire  the  service 
it  renders  in  the  face  of  acoustic  stress. 

“Airplanes  have  always  been  noisy,  and  they  arc 
becoming  noisier.  A thousand  horsepower  fed  into 
a propellor  is  able  to  agitate  the  atmosphere  in  a 
thunderous  manner,  and  when  the  engine  delivers 
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two  thousand  horsepower  the  din  is  doubled,  or 
actually  more  than  doubled,  because  as  the  tip  speed 
of  the  propellor  increases  a larger  proportion  of  its 
driving  energy  is  converted  into  sound. 

“In  addition,  more  horsepower  means  more  speed 
and  hence  more  turbulence  about  the  ship.  It  is  this 
turbulence  of  the  slip  stream  over  the  wings  and 
about  the  fuselage  that  produces  the  distressing, 
high-frequency  random  noises  which  sound  like  a 
mighty  ‘shhhhhh.’  In  some  respects  the  noise  from 
the  turbulence  about  the  plane  is  more  of  a problem 
than  is  the  noise  from  the  propellor  itself.  This  is 
demonstrated  in  planes  which  do  not  have  propel- 
lors.  Contrary  to  popular  notions,  the  interior  of  a 
glider  plane  moving  at  about  150  miles  per  hour  is 
a very  noisy  place.  The  noise  level  is  about  115 
decibels,  and  conversation  in  such  a place  is  difficult, 
if  not  impossible.” 

While  flying  personnel  can  code  messages,  add 
figures  and  react  to  signals  in  all  this  noise,  many 
men  are  subject  to  temporary  deafness  from  which 
they  usually  recover  in  about  24  hours. 

Suggestions  made  to  combat  noise  and  improve 
communications  in  planes  include: 

1.  Planes  can  be  quieted  to  some  extent  either  by 
improved  aeronautical  design  or  by  application  of 
sound  absorbent  materials.  Noise  in  an  acoustically 
treated  plane  is  less  bothersome  than  noise  in  an  un- 
treated plane. 

2.  Instruments  of  high  fidelity,  especially  micro- 
phones and  earphones,  will  improve  the  intelligibil- 
ity of  speech  by  30  to  40  per  cent.  While  high 
fidelity  equipment  is  not  yet  being  widely  used  in 
airplanes,  a few  major  improvements  are  now  in 
process.  “Complete  overall  high  fidelity  from  micro- 
phone to  earphone  must  be  achieved  if  speech  is  to 
be  transmitted  to  and  from  our  most  modern  air- 
planes.” 

3.  Oxygen  masks  should  be  so  designed  as  to  shield 
the  microphone  and  earphones  from  the  noise.  The 
earphones  and  the  ear  of  the  listener  can  be  shielded 
from  the  airplane  noise  by  means  of  an  acoustic 
socket  designed  to  provide  a tight  seal  against  the 
side  of  the  head. 

“In  general,  it  can  be  said  that  the  problems  raised 
by  intense  ambient  noise  are  serious  but  not  insol- 
uble,” said  Prof.  Miles,  “Judicious  use  of  sound 
treatment  in  the  plane,  conversion  to  high  fidelity 
microphones  and  earphones,  and  the  development 
of  acoustic  devices  to  shield  the  mouth  and  the  ears 
of  the  personnel  will  permit  the  aviator  to  carry  on 


in  the  best  noises  which  the  aeronautical  engineers 
are  now  planning  to  produce.” 

Maternity  Protection  in  Germany 

An  administrative  order  for  the  protection  of 
working  mothers  in  Germany  became  effective  on 
July  1,  1942.  This  order  replaces  a law  of  1927  which 
gave  application  to  the  Childbirth  Convention  ap- 
proved by  the  International  Labor  Organization  in 
1919  prohibiting  the  employment  of  women  for  6 
weeks  after  childbirth.  The  old  law  applied  to 
women  in  industry  only,  whereas  the  present  admin- 
istrative order  aims  to  protect  women  in  many  occu- 
pations, including  office  work,  and  gives  the  Minis- 
ter of  Labor,  who  enforces  the  regulations,  authority 
to  include  women  in  domestic  service,  in  industrial 
home  work,  and  in  other  kinds  of  work. 

The  expectant  mother  may  not  be  employed  in 
strenuous,  harmful,  or  dangerous  work,  or  for  6 
weeks  before  childbirth.  Employment  for  6 weeks 
after  childbirth  is  also  prohibited;  this  period  is  ex- 
tended to  8 weeks  if  the  woman  nurses  her  child 
and  to  1 2 weeks  in  case  of  premature  delivery. 

Women  receive  full  pay  during  maternity  leave 
and,  in  addition,  women  insured  under  the  social 
insurance  law  who  are  nursing  their  children  receive 

O 

a daily  allowance  of  '/2  Reichsmark  (about  20  cents 
according  to  the  exchange  in  1941)  for  26  weeks, 
and  other  benefits. 

Expectant  and  nursing  mothers  may  not  be  em- 
ployed overtime  or  at  night,  or  on  Sundays  or  holi- 
days. 

Special  regulations  of  a similar  nature  are  pre- 
scribed for  the  protection  of  women  employed  in 
industrial  home  work. 

Nursing  mothers  in  factories  and  other  establish- 
ments are  given  45  minutes  to  1 /2  hours  a days  for 
nursing  their  children;  this  time  is  in  addition  to  the 
rest  period  prescribed  by  law  for  all  workers  and  is 
counted  as  part  of  the  working  day. 

The  Minister  of  Labor  may  require  establishments 
to  equip  and  operate  day  nurseries  and  kindergartens 
at  their  own  expense  or  to  contribute  to  the  cost  of 
maintaining  day  nurseries  operated  by  the  local 
authorities  or  other  agencies. 

The  present  administrative  order  specifically  ex- 
cludes from  its  application  Jewish  and  other  non- 
German  women,  for  whom  a minor  degree  of  pro- 
tection is  prescribed. 

Reichsarbeitsblatt,  Berlin,  No.  14,  May  15,  1942 
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O.C.D.  Blood  Plasma  Reserve 

The  Medical  Division  of  the  Office  of  Civilian 
Defense  pointed  out  in  a recent  Medical  Circular 
that  plasma  reserves  are  available  in  every  Civilian 
Defense  Region  for  use  in  the  event  of  casualties 
resulting  from  enemy  action  of  sabotage.  The  circu- 
lar emphasizes  that  this  plasma  may  be  used  for  life- 
saving in  any  disaster.  If  O.C.D.  plasma  is  used  in 
non-war  related  incidents,  its  use  may  be  considered 
as  a loan,  and  arrangements  may  be  made  later  for  its 
replacement,  it  is  pointed  out. 

Through  monthly  reports  issued  by  the  blood 
plasma  section  of  the  Medical  Division,  Regional 
Medical  Officers  keep  all  chiefs  of  Emergency  Medi- 
cal Service,  hospitals  and  American  Red  Cross  Disas- 
ter Relief  Chairmen  informed  concerning  the 
amount  and  distribution  of  plasma  reserves  available 
in  their  States,  and  how  localities  may  secure  addi- 
tional supplies  in  emergencies. 

In  cities  where  reserves  are  stored,  they  may  be 
obtained  by  hospitals  through  the  local  Chiefs  of 
Emergency  Medical  Service.  If  a community  is 
without  plasma  or  if  its  supplies  are  depleted,  the 
local  Chief  of  E.M.S.  may  obtain  additional  plasma 
in  emergencies  from  the  State  Chief  of  E.M.S. 

Duties  of  U.  S.  Citizens  Defense  Corps 
In  Gas  Defense 

A program  for  civilian  protection  against  gas  is 
being  rapidly  developed  by  the  Medical  Division  of 
the  Office  of  Civilian  Defense.  Courses  have  been 
presented  for  physicians  selected  from  the  faculties 
of  medical  schools  to  be  trained  as  instructors  in  the 
medical  aspects  of  chemical  warfare.  Arrangements 
are  now  being  made  for  the  presentation  of  courses 
by  these  instructors  in  their  own  medical  schools. 

Training  for  nonmedical  personnel  is  provided  in 
Gas  Specialist  Courses  which  since  early  December 
have  been  presented  monthly  at  War  Department 
Civilian  Protection  Schools.  These  schools  are  lo- 
cated at  Amherst  College,  Amherst,  Massachusetts; 
Purdue  University,  Lafayette,  Indiana;  Loyola  Uni- 
versity, New  Orleans;  Occidental  College,  Los 
Angeles,  California;  Stanford  University,  Palo  Alto, 
California,  and  the  University  of  Washington, 
Seattle,  Washington. 

The  Gas  Protection  Service  of  the  U.  S.  Citizens 
Defense  Corps  has  been  organized  as  follows:  1 he 
Medical  Division  of  the  Office  of  Civilian  Defense 
has  a Gas  Protection  Section  responsible  for  organi- 


zation and  training  for  gas  defense.  This  section 
functions  through  the  nine  Civilian  Defense  Re- 
gions, which  are  coterminous  with  the  Service 
Commands  of  the  U.  S.  Army.  Regional  Gas  Officers 
have  been  designated  for  several  of  the  coastal 
Regions  to  supervise  and  assist  the  State  Gas  Con- 
sultants and  the  Senior  Gas  Officers  of  defense  coun- 
cils in  the  organization  of  State  and  local  programs. 
The  Senior  Gas  Officer  trains  Gas  Reconnaissance 
Agents  who  serve  in  each  zone  of  the  city.  These 
men  are  responsible  for  the  identification  of  the 
agent,  the  collection  of  samples,  the  prevention  of 
casualties,  the  delimiting  of  gassed  areas,  and  for  co- 
operation with  the  Emergency  Medical  Service,  the 
Health  Department  and  other  agencies  concerned  in 
protection  against  gas. 

Instructions  to  members  of  the  U.  S.  Citizens  De- 
fense Corps  on  their  duties  in  gas  defense  have  been 
issued  by  the  U.  S.  Office  of  Civilian  Defense  in 
Operations  Letter  No.  104  (Supplement  3 to  Opera- 
tions Letter  No.  42),  dated  January  1 1. 

The  duties  to  be  performed  before,  during  and 
after  gas  attacks  are  outlined  for  the  following  indi- 
viduals and  groups:  State  Gas  Consultant,  Senior 
Gas  Officer,  Assistant  Gas  Officers,  Gas  Reconnais- 
sance Agents,  Laundry  Officer,  Commander  of  the 
Citizens  Defense  Corps,  Incident  Officer,  Air  Raid 
Wardens,  Police  Services,  Fire  Services,  Emergency 
Medical  Service,  local  Health  Department,  Public- 
Works,  Public  Utilities,  Transportation  Services  and 
Emergency  Welfare  Services. 

For  the  Emergency  Medical  Service  the  duties  are 
set  forth  as  follows: 

DUTIES  BEFORE  GAS  ATTACK 

1.  Plan  with  assistance  of  Senior  Gas  Officer  for 
the  establishment  of  gas  cleansing  stations  for 
cleansing  gassed  patients  with  other  injuries  and  for 
cleansing  of  civilian  protection  personnel.  Each  hos- 
pital of  1 50  beds  or  more  should  be  provided  with  a 
cleansing  station.  Cleansing  stations  should  be  avail- 
able in  the  ratio  of  one  per  50,000  population  and 
should  be  located  at  smaller  hospitals  or  casualty 
stations  where  150  bed  hospitals  are  not  available  in 
this  ratio. 

2.  Recruit,  train,  and  assign  personnel  to  gas 
cleansing  stations  for  cleansing  services. 

3.  Provide  instruction,  in  cooperation  with  the 
Senior  Gas  Officer,  for  general  public  and  civilian 
protection  personnel  in  self  protection  and  self 
cleansing  (Operations  Letter  46). 
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4.  Provide  for  instruction  of  physicians  in  diag- 
nosis and  treatment  of  chemical  casualties. 

5.  Assist  hospitals  in  planning  for  handling  of  gas 
casualties. 

6.  Assure  adequate  distribution  of  protective 
clothing  and  gas  masks  and  other  protective  equip- 
ment to  members  of  mobile  medical  teams  and  train 
personnel  in  their  use. 

7.  Make  provision  for  training  drivers  of  ambu- 
lances and  sitting  case  cars  in  protection  of  their 
equipment  against  liquid  gas  contamination;  inform 
them  of  arrangements  for  vehicle  decontamination 
by  Emergency  Public  Works  Service. 

8.  Arrange  for  the  protection  from  contamination 
of  the  equipment  used  to  transport  contaminated 
casualties  insofar  as  it  is  is  possible. 

DUTIES  DURING  GAS  ATTACK 

1.  Upon  advice  of  the  Senior  Gas  Officer  and 
under  the  orders  of  the  Commander,  man  the  gas 
cleansing  stations. 

2.  Advise  other  services  of  the  U.  S.  Citizens  De- 
fense Corps  in  regard  to  first-aid  cleansing  of  their 
personnel. 

3.  Assign  a mobile  medical  team  to  gas  cleansing 
stations  for  first-aid. 

DUTIES  AFTER  GAS  ATTACK 

1.  Evaluate  the  effectiveness  of  the  cleansing  pro- 
cedures which  have  been  used. 

2.  Provide  follow-up  treatment  of  patients. 

3.  Prepare  inventory  of  protective  equipment 
available  for  use  in  future  attacks  and  obtain  addi- 
tional equipment  as  necessary. 

4.  Cleanse  bodies  of  the  dead  to  facilitate  identi- 
fication. 

Important  functions  assigned  to  the  health  depart- 
ment in  the  local  program  of  gas  defense  arc  as 
follows: 

DUTIES  BEFORE  GAS  ATTACK 

1.  Provide  for  analyses  for  war  gases  in  samples 
of  food  and  water.  These  tests  may  be  performed 
in  a local  health  department  if  laboratory  facilities 
are  adequate.  In  such  case  it  is  desirable  to  utilize  the 
same  laboratory  facilities  for  the  analysis  for  war 
gases  of  air  and  other  materials.  Where  laboratory 
facilities  other  than  those  of  the  local  health  depart- 
ment are  more  suitable  for  use  in  the  analysis  of  war 
gases,  arrangements  should  be  made  by  the  local 
health  department  for  the  analysis  of  samples  of 


water  and  food. 

2.  Advise  the  Senior  Gas  Officer  regarding  the 
nature  of  instructions  to  the  public  concerning  pre- 
cautions to  be  taken  in  the  event  of  water  supply 
contamination.  Such  instructions  are  to  be  pro- 
mulgated by  the  health  officer. 

3.  Cooperate  with  waterworks  officials  in  planning 
for  the  protection  and  decontamination  of  the  water 
supply. 

DUTIES  DURING  GAS  ATTACK 

1.  Collect  samples  of  food  and  water  for  labora- 
tory analysis  if  contamination  is  suspected. 

2.  Inform  the  public  regarding  contamination  of 
food  and  water  supplies,  including  recommendations 
in  regard  to  self  protection, 

DUTIES  AFTER  GAS  ATTACK 

1.  Decontaminate,  destroy,  or  otherwise  provide 
for  the  handling  and  disposal  of  contaminated  food 
supplies. 

2.  Assist  the  waterworks  in  the  treatment  of  con- 
taminated water  supplies. 

3.  Advise  the  Senior  Gas  Officer  in  regard  to  the 
safety  of  the  public  water  and  food  supplies  and  in- 
form the  public  regarding  contamination  of  such 
supplies,  and  methods  of  dealing  with  it. 

4.  Obtain  reports  of  analyses  of  samples  of  water 
or  food  and  take  appropriate  action.  Save  specimens 
of  contaminated  water  and  food  for  transmission 
whenever  necessary  to  a Chemical  Warfare  Service 
or  other  laboratory,  by  the  Senior  Gas  Officer. 

Gas  masks  are  now  being  distributed  to  the  per- 
sonnel of  the  protective  services.  As  a guide  to  local 
distribution  and  care  of  masks,  the  U.  S.  Office  of 
Civilian  Defense  issued  Operations  Letter  No.  106, 
January  20. 

It  is  recommended  that  masks  be  distributed 
among  the  protective  services  of  the  U.  S.  Citizens 
Defense  Corps  in  approximately  the  following  pro- 
portions: Staff,  12.5  per  cent;  Fire  Service,  10.5; 
Police  Service,  1.8.5;  Ait  Raid  Warden  Service,  30; 
Rescue  Service,  1.5;  Medical  Service,  12.5;  Public 
Works,  9;  and  Public  Utilities,  5.5. 

Masks  should  be  kept  at  the  post  where  the  pro- 
tective personnel  will  assemble  during  drills  or 
enemy  action,  not  carried  by  them  during  their  daily 
activities,  the  Operations  Letter  advises.  It  is  recom- 
mended also  that  about  20  per  cent  of  the  masks 
allocated  to  each  service  be  stored  as  a reserve.  It  is 
important  that  the  reserves  be  decentralized  as  a 
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safeguard  against  destruction  by  fire  or  bombing  and 
also  to  permit  rapid  distribution  in  case  of  an 
emergency. 

The  directive  points  out  that  since  valuable  and 
critical  materials  are  used  in  the  manufacture  of  gas 
masks,  the  utmost  care  must  be  exercised  in  the 
handling,  distribution  and  storage.  No  person  should 
receive  a mask  until  he  has  been  trained  in  its  use 
and  care,  including  proper  storage,  it  is  advised. 

Storage  must  be  in  a cool,  dry  place  and  masks 
should  be  kept  from  contact  with  sunlight,  oils  and 
corrosive  liquids  and  vapors.  After  use,  masks  should 
not  be  worn  by  another  individual  without  proper 
sterilization,  instructions  for  which  are  given  in  the 
O.C.D.  publication  “Protection  Against  Gas.” 

Repair  of  masks  is  not  to  be  attempted  locally 
except  in  case  of  extreme  necessity,  the  Operations 
Letter  states.  Broken  and  defective  masks  or  those 
with  exhausted  canisters  should  be  collected  by  the 
local  Property  Officer  and  return  to  O.C.D.  Supply 
Depots  for  repair  and  replacement. 

journal  of  A.  M.  A.  Sends  Letters  to 
Physicians  in  Armed  Forces 

It  is  of  interest  to  note  that  the  project  recently 
announced  by  The  Journal  of  the  American  Medi- 
cal Association  of  sending  letters  to  physicians  in  the 
armed  forces  was  suggested  to  Dr.  Fishbein  at  the 
Conference  of  Secretaries  and  Editors  held  in 
Chicago  in  November.  These  letters,  prepared  bi- 
weekly, are  sent  by  air  mail  or  by  V-letter  to  vari- 
ous camps  and  hospitals  and  are  there  mimeographed 
for  distribution  to  the  individual  officers.  In  some 
instances  copy  is  sent  directly  to  an  individual 
officer.  The  letters  consist  of  from  four  to  six  pages 
of  brief  abstracts  of  articles  of  significance  appearing 
in  the  current  medical  literature. 

At  the  last  meeting  of  the  Editorial  Board  of  the 
Connecticut  State  Medical  Journal  the  advisability 
of  sending  such  a letter  to  our  members  in  the  armed 
forces  was  considered.  T he  project  did  not  seem 
feasible  and  was  therefore  rejected. 


War  Medicine:  Vol.  3,  No.  1 

With  the  beginning  of  its  third  year  War  Medi- 
cine changes  from  a bi-monthly  to  a monthly  pub- 
lication. I hose  of  our  readers  who  have  had  access 
to  this  latest  of  the  publications  of  the  American 
Medical  Association  will  welcome  the  more  frequent 
appearance  of  its  pages,  full  of  experimental  and 
practical  medical  data  pertaining  to  the  present 
world  struggle. 

I he  issue  of  January  1943  is  smaller  than  its 
immediate  predecessors  but  lacks  none  of  the  inter- 
est which  has  been  afforded  its  readers  to  date.  The 
outstanding  article  is  on  “Nutrition  in  Aviation 
Medicine”  by  Lieutenant  H.  R.  Bierman,  Medical 
Corps,  U.  S.  Naval  Reserve.  Very  little  has  been 
published  up  to  the  present  time  on  the  relation  of 
the  principles  of  nutrition  to  the  air  services.  Prac- 
tically all  that  has  appeared  concerning  the  role  of 
nutrition  in  aviation  antedates  World  War  II.  A 
close  second  in  interest  will  probably  be  the  review 
of  d-Desoxyephedrine,  the  drug  which  the  Ger- 
mans have  been  using  in  their  armed  forces  to 
produce  extra  exertion. 

There  is  also  an  article  on  a “Neuropsychiatric 
Program  for  a Replacement  Training  Center,”  an- 
other on  “Effects  of  Centrifugal  Acceleration  on 
Living  Organisms,”  and  a third  short  article  on 
“Cryptic  Nostalgia.”  Several  pages  of  valuable  ab- 
stracts from  current  literature  and  a few  book  re- 
views complete  this  number. 


Annual  Blue  Book 

The  State  Medical  Society  of  Wisconsin  has  again 
published  its  “Medical  Blue  Book”  as  the  January 
1943  issue  of  the  Wisconsin  Medical  Journal.  The 
“Blue  Book”  is  unique  among  state  society  publica- 
tions and  its  contents  should  serve  as  a valuable 
reference  for  each  member  throughout  the  year. 
The  “Blue  Book”  is  divided  into  three  sections  de- 
voted, respectively,  to  Society  History,  Medical 
Economics  and  the  Physician  at  War. 


PROFESSIONAL  HEADACHES:  — Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 

(SEE  PAGE  2) 
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The  Osteopathic  Practice  Act 

S.  B.  486,  An  Act  Pertaining  to  Osteopathy,  is 
pending  before  the  General  Assembly.  The  proposed 
amendment  provides: 

“A  registered  osteopathic  physician  entitled  to 
practice  under  the  provisions  of  this  act  shall  be 
authorized  to  practice  with  the  right  to  use  anti- 
septics, sedatives  and  narcotics,  endocrines,  vita- 
mins, vaccination,  and  to  prescribe  therefore,  and 
to  perform  such  diagnostic  procedures  as  are 
taught  in  schools  of  osteopathy  approved  by  the 
state  board  of  osteopathic  registration  and  exam- 
ination; provided  however,  that  any  osteopathic 
physician,  licensed  to  practice  in  this  state,  who 
shall  not  have  received  a certificate  from  the  state 
board  of  healing  arts  shall  not  use  antiseptics, 
sedatives  and  narcotics,  endocrines,  vitamins,  vac- 
cination, and  prescribe  therefore,  and  perform 
such  diagnostic  procedures  as  are  taught  in  schools 
of  osteopathy  approved  bv  the  state  board  of 
osteopathic  registration  and  examination  until  the 
state  board  of  osteopathic  registration  and  exam- 
ination has  certified  to  the  state  department  of 
health  that  such  person  has  successfully  passed  an 
examination,  given  by  said  board,  in  the  use  there- 
of. No  osteopathic  physician  licensed  to  practice 
in  this  state  shall  be  authorized  to  compound  a 
prescription  for  drugs  for  internal  medication 
except  as  herein  set  forth.” 

This,  with  slight  variation,  is  the  bill  that  had  such 
a stormy  time  before  the  1941  General  Assembly. 
The  purpose  is  to  allow  osteopaths  licensed  to  prac- 
tice in  Connecticut  to  use  and  prescribe  drugs  that 
are  included  in  the  categories  mentioned  in  the  bill, 
“antiseptics,  sedatives  and  narcotics,  endocrines, 
vitamins,  vaccination,”  and  to  allow  them  to  “per- 
form such  diagnostic  procedures  as  are  taught  in 
schools  of  osteopathy  approved  by  the  state  board 
of  osteopathic  registration  and  examination.”  The 


bill  does  not  state  what  authority  is  going  to  decide 
which  drugs  are  considered  to  be  “antiseptics,  seda- 
tives and  narcotics,  endocrines,  vitamins,”  neither 
does  it  state  who  is  to  decide  what  “diagnostic  pro- 
cedures” are  taught  in  approved  schools  of  osteo- 
pathy. 

It  was  hoped  that  this  Society  and  the  osteopathic 
physicians  of  Connecticut  might  reach  some  equable 
understanding  of  legal  rights  and  privileges  of  osteo- 
pathic practice  through  a conference  committee  that 
was  appointed  by  this  Society  to  meet  with  a com- 
mittee from  the  Connecticut  Osteopathic  Society. 
The  representatives  of  this  Society  were  Howard 
Boyd,  Manchester;  Louis  P.  Hastings,  Hartford; 
Robert  J.  Lynch,  Bridgeport,  Chairman;  William  B. 
Terhune,  New  Canaan,  George  Blumer,  New 
Haven.  When  Dr.  Blumer  removed  to  California  he 
was  succeeded  by  Dr.  Howard  S.  Colwell,  New 
Haven.  This  conference  committee  had  a number  of 
meetings  and  discussions  and  finally  the  committee 
from  the  Medical  Society  filed  a statement  of  its 
conclusions  with  the  committee  of  osteopaths.  That 
report  follows. 

“The  committee  from  this  Society  that  has  con- 
ferred with  a committee  from  the  Connecticut 
Osteopathic  Society  wishes  to  place  the  following 
conclusions  before  you. 

“1.  The  statutes  regulating  the  practice  of  medi- 
cine have  evolved  through  the  years  to  safeguard 
the  quality  of  medical  care  given  to  the  people  of 
Connecticut  and  those  statutes  now  accomplish  that 
purpose.  It  is  the  opinion  of  this  committee  that  the 
public  interest  will  not  be  served  by  any  amendment 
to  the  existing  medical  practice  laws  that  lower  the 
educational  requirements  of  candidates  for  licenses 
to  practice  medicine. 

“2.  The  committee  was  basically  impressed  by  the 
advisability  of  the  creation  of  a single  joint  board  to 
license  graduates  of  schools  of  medicine  and  schools 
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of  osteopathy  and  was  willing  to  consider  the  possi- 
bility of  this  joint  board  issuing  a single  type  of 
license  that  would  allow  graduates  of  schools  of 
osteopathy  and  graduates  of  schools  of  medicine 
identical  privileges.  In  the  study  that  was  carried  out 
by  the  Conference  Committee  from  the  Osteopathic 
Society  and  from  this  Society  it  became  apparent 
that  the  fundamental  qualification  of  one  year  of 
college  study  in  chemistry,  biology  and  physics 
before  entering  upon  the  study  of  medicine  which 
has  been  required  by  law  of  all  candidates  for 
licenses  to  practice  medicine  since  January  i,  1919, 
could  not  be  met  by  any  considerable  number  of 
graduates  of  schools  of  osteopathy  now  practicing  in 
this  State.  In  order,  then,  that  the  licenses  issued  by 
these  two  Boards  might  be  brought  into  equality  it 
would  be  necessary  to  abrogate  that  fundamental 
educational  requirement  which  has  been  in  the  Con- 
necticut law  for  more  than  twenty  years;  thereby 
establishing  a definitely  lower  educational  standard 
for  osteopathic  physicians  than  has  prevailed  for 
graduates  in  medicine.  This  committee  is  convinced 
that  to  propose  such  change  would  be  contrary  to 
the  public  interest. 

‘‘3.  The  question  as  to  the  comparative  quality  of 
medical  education  as  given  in  schools  of  regular 
medicine  and  schools  of  osteopathy  has  been  raised 
often,  not  only  in  this  State  but  throughout  the 
country  and  all  are  aware  that  it  has  not  yet  been 
concluded.  There  is  now  evidence  of  the  difference 
of  opinion  arising  in  the  current  demand  from  cer- 
tain sources  that  osteopathic  physicians  be  commis- 
sioned in  the  Medical  Corps  of  the  United  States 
Army  and  Navy,  a thing  that  has  never  been  done. 
Recent  congressional  action  authorized  the  Bureau 
of  Medicine  and  Surgery  of  the  Navy  to  commis- 
sion osteopathic  physicians  in  its  discretion,  but  no 
osteopaths  have  been  so  commissioned  in  the  Navy 
and  there  is  no  authorization  for  them  to  be  com- 
missioned in  the  Medical  Corps  of  the  Army.  The 
objection  of  the  Services  to  the  commissioning  of 
osteopaths  as  medical  officers  has  been  stated  by  the 
Services  to  be  that  an  officer  commissioned  in  the 
Medical  Corps  of  the  Army  or  the  Navy  is  expected 
and  required  to  be  able  to  meet  any  medical  emer- 
gency that  may  confront  him  in  the  course  of  his 
active  service.  The  Army  and  Navy  are  of  the 
opinion  that  officer  candidates  trained  in  schools  of 
osteopathy  cannot  meet  this  important  requirement 
and  that  it  can  be  met  only  by  graduates  of  approved 
schools  of  medicine. 
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“Furthermore,  there  has  long  been  controversy 
relative  to  osteopathic  physicians  giving  medical 
care  which  is  to  be  paid  for  by  certain  federal  grants 
administered  by  the  Children’s  Bureau  of  the  De- 
partment of  Labor.  The  Children’s  Bureau,  acting 
within  its  judgment,  has  held  that  osteopathic  physi- 
cians may  not  give  medical  care  as  it  is  defined  by 
the  Bureau. 

“An  effort  to  have  a scientific  and  unprejudiced 
evaluation  of  the  quality  of  medical  education  as 
given  in  schools  of  osteopathy  has  been  under  con- 
sideration for  some  time.  It  now  appears  reasonably 
certain  that  such  an  investigation  will  be  pursued  by 
an  impartial  governmental  commission,  probably 
under  the  direction  of  the  National  Research  Coun- 
cil. This  inquiry  should  go  far  toward  clarifying  an 
estimate  of  the  quality  of  medical  education  given 
and  removing  it  from  the  realm  of  prejudice  and  its 
outcome  should  be  awaited. 

“4.  In  view  of  these  facts  this  committee  is  of  the 
opinion  thatyt  is  untimely  to  consider  any  broad 
changes  in  the  Connecticut  statutes  regulating  the 
practice  of  osteopathy.” 

The  Committee  on  Public  Policy  and  Legislation 
of  this  Society  will  oppose  S.  E.  486  as  it  has  opposed 
similar  measures  that  have  been  introduced  in  the 
past.  The  bill  will  be  heard  by  the  Committee  on 
Public  Health  and  Safety  of  which  the  following 
Senators  and  Representatives  are  members. 

Senate  Chairman,  Joseph  R.  Neill,  2 1 Academy 
Hill,  Watertown;  Stanley  P.  Mead,  Mead  St.,  New 
Canaan;  Nicholas  Palladino,  1240  Fairfield  Ave., 
Bridgeport;  William  A.  Scott,  244  Fairfield  Ave., 
Hartford. 

House  Chairman,  Miss  Virginia  Blood,  4 Oak 
Crest,  Darien;  Verson  M.  Boothby,  Chestnut  Hill, 
Lebanon;  Robert  O.  Judson,  Woodbury;  Frank  J. 
Francis,  Durham;  Miner  P.  Rogers,  West  Cornwall; 
Warren  L.  Hunt,  Bethlehem;  Leon  H.  Austin,  South 
Coventry;  Helen  L.  Warner,  North  Newington; 
Rose  E.  Wakelee,  Wolcott  (R.  F.  D.  4,  Waterbury) ; 
Stanley  Weaver,  R.  F.  D.  1,  Hampton;  Stephanie 
Kamenski,  Beckley  Rd.,  Berlin;  John  P.  Whitehead, 
Barkhamsted;  Raymond  McMullen,  East  Haddam 
(Moodus);  Raymond  L.  Donnelly,  Thompson  (R. 
F.  D.  4,  Putnam);  John  Sawicki,  Griswold  (Jewett 
City). 

Members  of  the  Society  are  urged  to  express  their 
opinion  relative  to  this  measure  to  members  of  this 
committee  living  in  their  locality. 
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Restriction  of  the  Use  of  Barbiturates 

S.  B.  484  would  amend  Chapter  135b  of  the  1939 
Supplement  to  the  General  Statutes  known  as  the 
Connecticut  Food,  Drug  and  Cosmetic  Act.  Of  par- 
ticular interest  to  the  medical  profession  is  para- 
graph six  of  the  Bill  as  follows: 

“The  1939  Supplement  to  the  General  Statutes, 
Chapter  135b,  Section  902c,  shall  be  amended  by 
adding  thereto  the  following  language  at  the  end 
of  the  present  Section  902  c:  provided  that  no 
physician,  veterinarian  or  dentist  shall  dispense  to 
any  patient  any  quantity  of  amidopyrine,  barbi- 
turic acid,  cinchophen,  dinitrophenal  or  any  de- 
rivative compound,  manufacture,  salt  or  mixture 
thereof  or  any  preparation  containing  the  same, 
intended  for  internal  use  by  man,  nor  any  of  the 
narcotic  drugs  as  the  same  are  defined  in  Chapter 
138,  Section  970c,  subsections  ( 1 1 ) , (12),  (13), 
and  (14),  except  for  emergency  use  only.  The 
original  of  any  prescription  concerning  any  drugs 
named  in  Section  901c  of  this  Chapter,  or  any 
derivative,  compound,  salt  or  mixture  thereof  or 
any  preparation  containing  the  same,  shall  be  re- 
tained by  the  pharmacist  compounding  such  pre- 
scription. No  copies  thereof  shall  be  furnished 
except  to  a duly  authorized  agent  of  the  Commis- 
sioner and  such  prescription  shall  not  be  refilled, 
except  in  accordance  with  the  written  direction 
of  the  prescribing  physician.” 

The  purpose  of  this  is  to  restrict  the  use  of  the 
barbiturates  to  prescription  by  physicians  and  den- 
tists and  it  would  prohibit  the  dispensing  of  barbi- 
turates and  the  other  drugs  mentioned  except  in 
emergency.  A measure  of  this  kind  has  long  been 
advocated  by  the  Society’s  Committee  on  Drug 
Addiction.  The  measure  has  already  been  heard  by 
the  Committee  on  Public  Health  and  Safety. 

Other  Measures  of  Medical  Health  and 
Welfare  Interest  Pending  Before  the 
General  Assembly 

Senate  Bills 

#158  AN  ACT  CONCERNING  THE  APPOINT- 
MENT OF  A COMMISSION  TO  STUDY  THE  NEEDS 
FOR  A STATE  INFIRA4ARY  FOR  AGED,  providing  for 
the  appointment  of  a commission  to  study  the  needs  for  a 
state  infirmary  for  aged,  infirm  and  chronically  ill  persons. 

#171  AN  ACT  CONCERNING  OLD  AGE  ASSIST- 
ANCE “SECTION  295f  AMOUNT,”  providing  for  pay- 
ments for  medical  and  hospital  treatment  in  addition  to  the 


old  age  assistance  awards  where  such  payments  are  necessary 
and  reasonable. 

#234  AN  ACT  CONCERNING  COMMITMENT  OF 
INSANE  INDIGENTS,  providng  when  an  indigent  not  a 
pauper  shall  be  alleged  to  be  insane,  the  court  shall  appoint 
two  physicians,  one  of  whom  shall  be  a psychiatrist. 

#251  AN  ACT  CONCERNING  CERTIFICATES  OF 
REGISTRATION  TO  PRACTICE  MEDICINE  AND 
SURGERY,  providing  for  an  amendment  of  section  477k 
that  the  word  “may”  as  used  in  the  statute  shall  be  construed 
to  be  discretionary  in  doing  the  particular  act. 

#253  AN  ACT  AMENDING  AN  ACT  CONCERN- 
ING NURSING,  providing  that  the  state  board  of  exam- 
iners for  nursing,  can  set  aside  the  existing  requirements  for 
the  admission  of  nurses,  cand  during  a certain  definite  period, 
issue  registration  certificates  to  persons  meeting  required 
qualifications.  The  certificate  issued  to  expire  twelve  months 
after  the  present  emergency  shall  cease. 

#257  AN  ACT  AMENDING  AN  ACT  CONCERN- 
ING CERTIFICATES  OF  REGISTRATION  TO  PRAC- 
TICE MEDICINE  AND  SURGERY,  providing  for 
amending  477!  by  striking  out  the  words  “and  has  received 
a diploma  of  graduation  from  such  a school”  wherever  they 
are  used  in  said  section  and  inserting  in  lieu  thereof  “and  has 
received  the  degree  of  doctor  of  medicine  from  such  a 
school.” 

#260— AN  ACT  CONCERNING  CITY  AND  BOR- 
OUGH HEALTH  OFFICERS’  APPOINTMENT  AND 
ANNUAL  REPORTS,  providing  that  the  health  officer  in 
cities  and  boroughs  with  a population  of  forty  thousand  and 
more,  shall  hold  a degree  in  public  health  or  shall  have  a 
combination  of  training  and  experience. 

#261  AN  ACT  CONCERNING  MARRIAGE  LI- 
CENSES (SECTION  1595c,  1935,  SUBSECTION  (b),  pro- 
viding for  the  acceptance  of  an  application  for  a marriage 
license  by  the  registrar  when  same  is  accompanied  by  a state- 
ment signed  by  a physician  licensed  to  practice  medicine  in 
this  state  or  any  state  or  territory  of  the  United  States  or  the 
District  of  Columbia,  that  such  applicant  has  submitted  to 
a blood  test. 

#559  AN  ACT  CONCERNING  EXAMINATION  BY 
SCHOOL  MEDICAL  ADVISERS,  providing  for  examina- 
tion of  all  pupils  by  the  school  medical  adviser  referred  to 
him  by  the  school  nurse  and  others;  and  providing  for  certain 
amendments  to  section  923  of  the  general  statutes. 

#562  AN  ACT  CONCERNING  HEALTH  EXAM- 
INATION OF  SCHOOL  CHILDREN,  providing  for 
amendment  to  section  925  of  the  general  statutes  making  it  a 
requirement  by  boards  of  education  that  each  pupil  in  the 
public  schools  have  a health  examination  at  least  once  in 
three  years. 

#564  AN  ACT  CONCERNING  SCHOOL  MEDICAL 
ADVISER,  providing  for  amendment  to  section  262c  of  the 
1935  supplement  to  the  general  statutes  providing  for  ap- 
pointment of  school. 

#635  AN  ACT  CREATING  A COMMISSION  TO 
STUDY  THE  SUBJECT  OF  HEALTH  INSURANCE, 
providing  for  the  appointment  by  the  governor  of  a com- 
mission of  five  to  study  and  investigate  the  subject  of  a system 
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of  health  insurance  and  make  a report  to  the  next  session  of 
the  General  Assembly. 

#678  AN  ACT  CONCERNING  PENALTIES  FOR 
PRACTISING  ABORTION,  providing  the  penalty  of  life 
in  prison  for  practising  abortion  whether  said  act  of  abortion 
proved  fatal  or  not. 

#682  AN  ACT  CONCERNING  COMMITMENT  OF 
NARCOTIC  ADDICTS,  providing  for  commitment  to  any 
state  hospital  for  the  care  of  the  insane. 

#776  AN  ACT  CONCERNING  EXCLUSION  AND 
READA4ISSION  OF  CHILDREN  ON  ACCOUNT  OF 
ILLNESS,  providing  that  school  medical  adviser  shall  take 
steps  to  preserve  health  of  pupils  in  accordance  with  the 
sanitary  code  of  the  state  or  town  sanitary  regulations  ex- 
cluding and  readmitting  pupils. 

House  Bills 

#144  AN  ACT  ESTABLISHING  THE  STATE  HOS- 
PITAL FOR  INEBRIATES,  providing  for  a state  hospital 
for  inebriates,  trustees  and  officers,  commitments  and  regula- 
tions. 

#304  AN  ACT  CONCERNING  STATE  BOARD  OF 
EXAMINERS  FOR  NURSING,  providing  for  a board  of 
five  members  to  be  appointed  by  the  governor  each  to  be  a 
registered  nurse. 

#308  AN  ACT  REPEALING  AN  ACT  CONCERN- 
ING LICENSES  TO  MANUFACTURE  OR  SELL  IMI- 
TATION BUTTER,  providing  for  repeal  of  section  2445  of 
the  general  statutes. 

#309  AN  ACT  CONCERNING  LICENSES  TO 
MANUFACTURE  OR  SELL  IMITATION  BUTTER, 
providing  for  amending  section  2445  of  the  general  statutes 
providing  for  licenses  to  manufacture  or  sell  imitation  butter. 

#310  AN  ACT  CONCERNING  LICENSES  TO 
MANUFACTURE  OR  SELL  IMITATION  BUTTER, 
providing  for  amendng  section  2445  of  the  general  statutes 
providing  for  licenses  to  manufacture  or  sell  imitation  butter. 

#311  AN  ACT  CONCERNING  THE  REPEAL  OF 
STATUTES  RELATING  TO  TRAINED  ATTEND- 
ANTS, providing  for  repealing  sections  996c,  997c,  998c,  and 
999e  and  492L 

#312  AN  ACT  CONCERNING  MATERNITY  CARE 
FOR  WIVES  OF  MEATBERS  OF  THE  ARMED  FORCES, 
(blank) . 

#313.  AN  ACT  TO  ESTABLISH  STANDARDS  FOR 
CONTRACEPTIVE  DEVICES  AND  THEIR  DISTRI- 
BUTION. (blank). 

#404  AN  ACT  CONCERNING  SANITARY  DIS- 
TRICTS AMENDING  SECTION  929c,  1935,  providing 
for  the  creation  of  health  districts  and  the  financing  of  such. 

#410  AN  ACT  PROVIDING  FOR  A TEST  OF 
ALCOHOL  IN  BODY  FLUIDS  OF  MOTOR  VEHICLE 
OPERATORS  IN  CASE  OF  ACCIDENTS,  providing  for 
the  admission  of  such  evidence  and  stipulating  that  if  such 
evidence  indicates  less  than  five-hundredths  per  cent,  or  less 
by  weight  of  alcohol  in  the  blood  it  will  constitute  prima 
facie  evidence  the  defendant  is  sober. 

#470  AN  ACT  CONCERNING  UNIFORM  STATE 
NARCOTIC  DRUG  LAW  (SECTION  919c,  1939),  pro- 


viding for  amending  section  919c  of  the  1939  supplement  to 
the  general  statutes  in  regard  to  dispensing  and  selling  at 
retail  the  drug  codeine. 

#482  AN  ACT  CONCERNING  THE  CONTROL  OF 
RECALCITRANT  TUBERCULOUS  PATIENTS,  (blank). 

#692  AN  ACT  CONCERNING  AMENDMENTS  TO 
WORKMEN’S  COMPENSATION  ACT,  PROVIDING 
FOR  COATPENSATION  FOR  SKIN  AND  OTHER 
DISEASES  CAUSED  BY  OIL  IN  INDUSTRIAL  OCCU- 
PATIONS. (blank). 

#716  AN  ACT  CONCERNING  PHYSIOTHERAPY 
TECHNICIANS’  QUALIFICATIONS  FOR  REGISTRA- 
TION WITHOUT  EXAMINATION,  SECTION  48of, 
1941,  providing  for  repeal  of  section  48of  of  the  1941  supple- 
ment. 

#717  AN  ACT  CONCERNING  DOCTORS  FEES, 
providing  for  a maximum  charge  of  two  dollars  for  an  office 
call  and  five  dollars  for  a house  call. 

#718  AN  ACT  CONCERNING  THE  CONNECTI- 
CUT BOARD  OF  EXAMINERS  IN  MASSAGE,  providing 
for  appointment  of  the  governor  of  three  practitioners  of 
massage  to  be  members  of  such  a board  and  describing  their 
powers  and  duties. 

#719  AN  ACT  ESTABLISHING  CERTAIN  STATE 
SUBSIDIES  FOR  MEDICAL  CARE,  (blank). 

#1018  AN  ACT  AMENDING  AN  ACT  CONCERN- 
ING PROSTITUTION;  LEWDNESS;  ASSIGNATION, 
Section  6226,  1931,  providing  for  examination  for  venereal 
disease. 

#1026  AN  ACT  CONCERNING  EXAMINATION 
OF  PERSONS  FOR  VENEREAL  DISEASE,  providing  for 
examination  of  mentally  ill  in  criminal  cases  to  determine  if 
the  person  is  suffering  from  venereal  disease. 

#1073  AN  ACT  CONCERNING  IMMEDIATE 
TRANSFER  OF  MENTALLY  ILL  CONVICTS  TO 
HOSPI  TAL,  providing  for  examination  of  inmates  of  jails 
by  a physician  upon  request  of  jailer  when  he  believes  inmate 
is  mentally  ill  and  the  transfer  thereof  to  a hospital  upon 
recommendation  of  physician. 

#1189  AN  ACT  CONCERNING  HOSPITALIZA- 
TION FOR  PERSONS  SUFFERING  FROjM  CHRONIC 
OR  LINGERING  ILLNESSES,  providing  for  the  appoint- 
ment of  a commission  by  the  governor  to  study  the  advis- 
ability of  providing  state  hospitalization  for  such  persons. 

#1191  AN  ACT  CONCERNING  MATERNAL  AND 
INFANT  CARE,  (blank). 

#1192  AN  ACT  PROVIDING  FOR  A STATE-WIDE 
HEALTH  PROGRAM,  (blank). 

#1194  AN  ACT  CONCERNING  VENEREAL  DI- 
SEASE, providing  for  a petition  to  the  court  by  the  health 
officer  of  a town  when  he  has  reasonable  grounds  to  believe 
a resident  has  venereal  disease,  requesting  an  examination  of 
such  person. 

# 1 198  AN  ACT  CONCERNING  REPORTS  OF  CON- 
TAGIOUS DISEASES  BY  PHYSICIANS,  providing  for  the 
reporting  of  such  diseases  by  physicians  to  health  officers 
within  twelve  hours  after  recognizing  such. 

#1200  AN  ACT  CONCERNING  COMMISSION  TO 
STUDY  AND  REPORT  CONCERNING  CHRONIC- 
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ALLY  ILL  AND  INFIRM  PERSONS  REQUIRING  IN- 
STITUTIONAL CARE,  (blank). 

The  helpful  cooperation  of  Miss  Ruth  H.  Monroe  of  the 
State  Department  of  Health  in  the  compilation  of  tins  list  of 
hills  is  gratefully  acknowledged. 

News  From  Washington 

H.  R.  691  FEDERAL  MEDICAL  ACADEMIES,  intro- 
duced by  Representative  Dickstein,  New  York,  and  pending 
in  tbe  House  Committee  on  A lilitary  Affairs.  A bill  for  the 
creation  of  medical  academies. 

This  bill  provides  for  the  creation  in  each  corps  area  of 
the  United  States  a medical  training  school  for  the  instruc- 
tion of  physicians  for  the  armed  forces  and  tht  United  States 
Public  Health  Service.  Each  training  school  will  have  a 
minimum  of  295  students  to  be  selected  by  members  of  Con- 
gress. Candidates  for  admission  must  be  at  least  twenty  years 
of  age  and  not  over  twenty-five  years,  and  must  be  gradu- 
ates of  a college  or  university  or  possess  the  qualifications 
for  entrance  into  a medical  school  in  the  State  of  which  they 
are  residents,  must  be  citizens  of  the  United  States  and  of 
good  moral  character.  The  course  of  study  to  be  given  in 
such  academies  will  be  such  as  prescribed  for  the  study  of 
medicine  by  the  American  Medical  Association  and  will  in- 
clude the  subjects  of  anatomy,  physiology,  chemistry, 
hygiene,  surgery,  obstetrics  and  gynecology,  pathology, 
bacteriology,  and  diagnosis. 

On  satisfactory  completion  of  the  course,  candidates  will 
be  commissioned  in  the  Army  or  Navy  or  in  the  United 
States  Public  Health  Service,  or  any  other  service  which 
may  require  their  services.  They  must  continue  in  such 
services  for  at  least  ten  years,  unless  the  Secretary  of  War 
or  the  Secretary  of  the  Navy,  or  the  Surgeon  General  of  the 
United  States  Public  Health  Service,  as  the  case  may  be, 
shall  certify  that  there  is  no  further  need  for  their  services. 
The  Secretary  of  War  and  the  Secretary  of  Navy  and  the 
Surgeon  General  of  the  United  States  Public  Health  Service, 
the  bill  provides,  must  prescribe  jointly  sucli  rules  and  regu- 
lations as  may  be  necessary  from  time  to  time  to  make 
effective  the  provisions  of  the  bill. 


New  Social-Insurance  Law  in  Ecuador 

A new  social  insurance  law  in  Ecuador  passed  on 
July  25,  1942,  repealed  the  law  of  1935.  The  new 
law,  drafted  by  experts  from  the  International  Labor 
Office  after  a study  of  the  social  insurance  situation 
in  Ecuador,  aims  to  increase  the  benefits  to  the 
insured  and  the  financial  stability  of  the  insurance 
system. 


Insurance  is  compulsory  for  manual  and  clerical 
workers,  whether  in  public  or  private  service,  and 
for  apprentices;  and  it  may  be  extended  by  decision 
of  the  administering  agency  to  agricultural  workers, 
domestic  servants  and  temporary  workers. 

l ire  workers  and  the  employers,  including  the 
Government,  must  pay  into  the  insurance  funds 
specified  percentages  of  the  wages  or  salaries;  in 
addition,  the  Government  is  required  to  contribute 
proceeds  from  various  taxes  and  40  per  cent  of  the 
old-age  and  permanent-disability  pensions  paid  by 
the  insurance  funds. 

The  insured  persons  receive  medical  and  surgical 
care,  medicines,  and  a cash  benefit  when  unable  to 
work;  insured  women  also  receive  obstetric  care. 
Disability  and  old-age  pensions  and  pensions  to 
widows  and  orphans  are  paid.  The  importance  of 
preventing  and  treating  disability  among  the  insured 
is  stressed  in  the  new  law. 

The  law  is  administered  by  the  National  Insurance 
Institute  and  by  two  insurance  funds,  one  for  sick- 
ness and  maternity  insurance,  the  other  for  pension 
insurance.  These  agencies  are  authorized  to  appoint 
inspectors  in  order  to  enforce  the  law. 

The  insurance  system  is  autonomous  and  its  funds 
are  separate  from  those  of  the  National  Treasury. 

Penalties  are  prescribed  for  employers  and  em- 
ployees failing  to  comply  with  the  law. 

Registro  Oficial , Quito , July  25,  1942 


The  very  persons  who  shout  loudest  for  the  new 
order  in  medicine  are  the  ones  who  yearn  for  the 
benefits  of  the  old  order  when  their  moment  of  need 
has  arrived.  Medicine  knows  through  its  centuries 
of  accumulated  wisdom  that  its  progress  lies  not  in 
the  vacillating  and  veering  policies  of  politics,  in 
rebellions  and  revolts  but  only  in  the  persistent  de- 
votion to  scientific  truth,  moral  uprightness  and  in 
the  self  dedication  of  the  individual  physician’s  serv- 
ice to  the  noble  purposes  that  are  achieved  through 
truth  and  moral  goodness. 

A.  M.  Schwitalla,  Jour.  Mich.  State  Med.  Soc., 
Vol.  41,  No.  8,  Aug.  ’42. 
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BLOOD  PRESSURE?  PRESTO!  — You  are  always  asking, 

“What’s  new?”  The  Taylor  Instrument  Company  answers  with  the  introduc- 
tion of  a manometer  cuff  based  on  an  entirely  new  time  saving  principle.  Fits 
instantly  all  sizes  of  arms  without  twisting  or  slipping.  For  sale  by  The 
Professional  Equipment  Company.  Telephone  New  Haven  7-2138.  In  Bridge- 
port or  Hartford,  Enterprise  2530. 
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SPECIAL  TYPES  OF  EXAMINATIONS:  JUSTIFYING  THEIR  COST 

Martin  I.  Hall,  m.b.,  Bristol 


The  Author.  Medical  Director,  New  Departure 
Division,  General  Motors  Corporation 


INTRODUCTION 

The  purpose  of  physical  examinations  in  industry 
is  to  help  conserve  and  promote  the  status  of  health 
of  all  workers  in  all  manner  of  employment,  from 
the  employee  who  perform  the  most  menial  task  to 
the  highest  executive  of  the  organization.  The  ob- 
jectives are  to  place  the  worker  at  a job  for  which 
he  is  best  fitted  to  do  his  best  work  without  harm 
to  himself  or  his  fellow  workers  and  to  detect  mor- 
bid conditions  when  they  first  manifest  themselves. 

LOSS  OF  TIME  FROM  WORK  THROUGH  ILLNESS  AND 
ACCIDENTS 

America’s  millions  of  industrial  workers,  prob- 
ably twenty  millions  now,  lose  an  average  of  about 
10  days  each  per  year  as  the  result  of  illness  and 
accidents,  and  this  does  not  include  absences  of  less 
than  a week.  This  represents  a loss  of  at  least 
160,000,000  man  days  a year.  The  value  of  this  lost 
time  may  be  computed  to  represent  loss  in  terms  of 
wages,  spoilage,  tanks  or  ships,  but  no  matter  what 
comparison  we  use  it  is  an  obvious  loss  to  our  total 
economy  and  production  effort.  But  even  more 
remarkable  than  this  is  the  fact  that  only  about  10 
per  cent  of  this  absenteeism  is  due  to  occupational 
accidents  and  diseases.  The  remaining  90  per  cent 
being  due  to  all  other  ordinary  ailments  of  man  not 
related  to  his  occupation. 

More  and  more  women  are  gradually  displacing 


men  in  our  industries  and  so  the  industrial  physician 
must  expect  to  play  an  increasingly  important  role 
in  promoting  the  health  of  this  group.  We  know 
that  sickness  absenteeism  among  these  employed 
women  is  very  high,  a daily  absence  of  ten  per 
cent  is  not  unusual.  1 heir  annual  absence  rate  ex- 
ceeds that  of  the  men  by  approximately  two  hun- 
dred pei  cent.  Also  we  know  that  they  are  more 
subject  to  certain  occupational  diseases  than  the 
men.  Arsenic,  benzol,  carbon  disulphide,  dinitro- 
benzine,  lead,  mercury,  skin  irritants,  sulphuric 
ether,  T.  N.  T.  are  among  those  substances  to  which 
women  are  particularly  sensitive.  Fatigue  and  ab- 
senteeism play  such  an  important  role  that  they 
have  become  a major  concern  in  industry.  There- 
fore, it  is  imperative  that  employers  and  the  physi- 
cians serving  industry  must  reconsider  their  past 
practices  in  the  examination,  placement  and  health 
supervision  of  this  new  army  of  female  workers. 

Since  the  advent  of  compensation  legislation,  in- 
dustrial medical  and  safety  services  progressed  in  a 
dramatic  fashion.  1 his  is  due  to  the  fact  that  cer- 
tain industrial,  engineering,  and  medical  leaders 
undertook  the  task  of  reducing  the  incidence  and 
severity  of  accidents  and  then  of  diseases  incident 
to  occupation.  Now  we  must  attack  the  absenteeism 
not  due  to  occupation  on  a much  wider  front  than 
has  been  the  practice  in  the  past.  Only  the  surface 
of  this  problem  has  been  scratched,  however,  as 
the  result  of  this  limited  experience  statistics  have 
accrued  which  definitely  prove  the  tangible  value 
of  adequate  health  maintenance  programs  in  in- 


208 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


PHYSICAL  EXAMINATIONS 

The  company  medical  department  is  becoming 
less  and  less  a surgery  and  first  aid  station  and  in- 
creasingly a clinic  of  preventive  medicine.  It  has 
been  definitely  brought  to  our  attention  that  occu- 
pational hygiene  is  no  longer  only  a matter  of  fac- 
tory sanitation,  but  instead  is  concerned  with  every 
phase  of  the  best  utilization  of  the  worker’s  capacity 
in  his  occupation.  In  this  newer  concept  of  indus- 
trial health  service  physical  examinations  of  the 
employed  group  assume  a role  of  major  import- 
ance—they  are  the  corner  stone  upon  which  the 
whole  program  rests.  As  physicians  we  are  familiar 
with  the  benefits  derived  from  prevention  of  disease 
and  the  discovery  and  treatment  of  incipient  disease. 
The  life  span  is  prolonged,  the  economic  and  social 
burden  is  lessened,  and  therefore  the  collective  pro- 
ductive capacity  is  improved. 

These  advantages  can  be  assured  by  instituting  a 
program  of  physical  examinations  and  consultations 
as  part  of  the  health  maintenance  program  for  the 
employed  groups.  These  examinations  may  be 
classified  according  to  type,  as  follows: 

1 . Pre-employment  or  pre-placement  examina- 
tions (omitted  in  this  discussion). 

2.  Periodic  examinations. 

3.  Transfer  examinations. 

4.  Re-entrance  examinations. 

5.  Requested  examinations  or  consultations. 

PERIODIC  EXAMINATIONS 

The  purpose  of  this  examination  is  to  assist  those 
already  employed  to  maintain  continuous  employ- 
ment with  a minimum  of  physical  deterioration  or 
sickness.  Examinations  should  be  so  designed  as  to 
assist  in  the  uncovering  of  early  morbid  conditions 
that  may  not  be  apparent  to  the  examinee  and  to 
promote  his  general  health. 

Periodic  physical  re-examination  of  all  employees, 
office  as  well  as  factory  workers,  whether  or  not 
exposed  to  hazardous  conditions,  is  desirable  at 
least  every  one  or  two  years. 

In  an  electrical  substation  in  Philadelphia  106 
men  were  given  complete  physical  and  ophthalmo- 
logical  examinations.  Fifty-seven  were  grouped  as 
being  without  defect  and  forty-nine  with.  The 
average  lost  time  accident  per  man  for  a period  of 
ten  years  preceding  the  date  of  medical  examination 
of  those  found  to  have  physical  defects  was  ap- 
proximately three  times  as  great  as  those  without 


defect.  In  another  group  50  per  cent  of  absences 
were  due  to  illness  among  fifteen  per  cent  of  the 
employees.  During  the  three  years  that  followed,  700 
employees  of  this  group  had  medical  interviews  and 
now  have  as  good  an  attendance  record  as  the  rest. 

Similarly,  some  of  our  insurance  companies  who 
report  their  findings  after  many  years  in  promoting 
health  among  many  of  their  employees  and  policy- 
holders conclude  that  their  results  are  both  measur- 
able and  favorable. 

When  as  complete  an  examination  as  the  pre- 
employment one  is  not  feasible  then  a partial  physi- 
cal examination  and  selected  laboratory  tests  may  be 
substituted  to  great  advantage.  Other  minimal  types 
of  periodic  rechecking  are  possible,  such  as  the 
employment  of  a personal  history  form  without 
physical  examination,  aiming  to  ascertain  whether 
symptoms  are  present  with  the  idea  of  referring 
selected  cases  to  the  family  physician.  The  fre- 
quency and  extent  of  these  examinations  should  be 
determined  by  the  examining  physician. 

In  those  occupations  presenting  hazardous  con- 
ditions, even  though  apparently  controlled,  or 
where  the  nature  of  the  hazard  requires  special  con- 
trol, it  will  be  necessary  to  re-examine  the  exposed 
workers  at  frequent  stated  intervals.  These  exam- 
inations are  sometimes  referred  to  as  Periodic 
Occupational  Examinations,  the  extent  of  which 
should  be  limited  to  one  or  more  essential  observa- 
tions or  laboratory  tests,  depending  upon  the  early 
manifestations  of  the  occupational  disease  which  is 
under  suspicion  and  to  which  the  worker  is  liable. 
Their  purpose  is  the  early  diagnosis  and  treatment 
of  occupational  disease,  adjustment  in  occupation 
if  indicated,  assistance  in  uncovering  exposures  that 
are  improperly  controlled  and  in  educating  the 
worker  in  the  proper  personal  protective  practices. 

Because  a hazard  or  exposure  is  said  to  be  under 
control  is  no  definite  assurance  that  it  remains  so  at 
all  times,  as  the  human  factor  as  well  as  the  me- 
chanical one  always  must  be  taken  into  considera- 
tion. Theoretically  the  precautions  afforded  may 
appear  to  be  sufficient  to  safeguard  the  worker 
against  potentially  harmful  conditions,  but  despite 
these  precautions  occupational  diseases  do  occa- 
sionally occur.  Consequently,  regardless  of  occupa- 
tional safeguards,  the  industrial  physician  must 
always  remain  suspicious  and  the  workers  exposed 
to  possible  sources  of  disease  should  be  examined 
periodically  at  stated  intervals  determined  by  this 
physician. 
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TRANSFER  EXAMINATIONS 

Employees  to  be  transferred  permanently  or  for 
an  indefinite  period  from  one  job  to  another,  vary- 
ing in  nature  and  in  physical  requirements  from  the 
original  occupation,  should  be  examined  prior  to 
the  transfer  to  determine  physical  fitness  as  well  as 
to  determine  whether  or  not  any  harmful  effects 
were  suffered  as  the  result  of  the  original  occupa- 
tion. This  refers  not  only  to  transfer  to  heavier 
work  or  to  an  occupation  requiring  certain  minimal 
standards,  but  also  in  the  case  of  older  or  disabled 
employees'  transfer  to  other  work  more  suitable 
to  their  physical  capacity.  These  Supplemental  Pre- 
placement Examinations  need  not  be  as  extensive  as 
the  pre-employment  examination  but  should  be 
such  as  the  physician  considers  to  lie  adequate  for 
safe  placement  in  the  jobs  to  which  the  worker  is 
being  shifted. 

RE-EN  IRAN  CE  EX  AMIN  AIK  )N  S 

Employees  returning  to  work  following  enforced 
absences  because  of  illness  or  injury  should  be  le- 
examined  before  resuming  their  occupation.  1 he 
extent  of  these  examinations  again  should  be  left 
to  the  discretion  of  the  examining  physician.  1 hey 
are  meant  to  protect  the  individual  against  too  early 
resumption  of  his  regular  occupation,  to  protect  his 
fellow  workers  against  contagion,  to  effect  changes 
in  occupation  if  indicated,  and  to  protect  the  em- 
ployer from  unjust  claims  that  may  arise  because  of 
aggravation  of  disease  after  too  early  letuin  to 
work. 

REQUESTED  EXAMINATIONS 

These  are  such  as  any  physician  might  make  for 
diagnosis  or  counsel,  d he  way  to  the  medical  de- 
partment should  be  made  easy  for  employees  who 
wish  to  interview  the  plant  physician  regarding  per- 
sonal health  matters.  In  the  role  of  counselor  rather 
than  that  of  therapeutist  he  does  not  overstep  his 
duties  as  the  plant  industrial  physician. 

Occasionally  the  plant  physician  is  consulted  by 
employees  who  mistakenly  attribute  ailments  to 
occupation  or  are  under  the  impression  that  pie- 
existing  afflictions  have  been  aggravated  by  their 
occupation.  In  adjudicating  these  cases  the  examiner 
must  decide  as  to  the  responsibility,  convince  the 
employees  if  decisions  are  contrary  to  their  belief, 
and  direct  them  into  suitable  medical  channels  if 
treatment  or  medical  supervision  is  required.  To  do 
this  effectively  the  doctor  must  obtain  facts  as  to 
the  adequacy  of  alleged  responsible  exposures  and 


facts  regarding  the  physical  condition  of  the  work- 
men involved  since  the  beginning  of  employment. 
The  former  knowledge  he  should  have  acquired 
from  thoroughly  knowing  his  plant  conditions,  and 
the  latter  he  could  have  obtained  only  through 
physical  supervision  of  the  employed  force. 

DISMISSAL  EXAMINATION 

One  may  add  still  another  set  examination  to  the 
above  group,  one  designed  to  determine  the  physi- 
cal status  of  an  employee  who  is  severing  his  rela- 
tionship with  the  company.  This  examination  is 
particularly  applicable  to  the  worker  who  has  been 
exposed  to  a potential  hazard  and  whom  the  exam- 
iner may  wish  to  assure  as  well  as  himself  that  no 
ill  effects  have  been  suffered  as  the  result  of  occupa- 
tion. This  examination  may  save  the  company  much 
time  and  money  because  of  claims,  just  or  unjust, 
brought  against  the  company  many  months  or  years 
later. 

Physical  fitness  for  Work 

While  this  question  is  one  of  vital  importance 
in  the  physical  examination  program  it  is  most  diffi- 
cult to  establish  a list  of  disabilities  or  defects  which 
will  dogmatically  set  a standard  for  the  placement  of 
employees.  Diseases,  deformities,  and  disabilities  are 
too  variable  in  degree  and  extent  to  permit  of  a 
practicable  schedule.  In  all  such  matters  the  clinical 
judgment  of  the  examining  physician,  plus  his 
knowledge  of  plant  conditions  and  job  require- 
ments, and  his  knowledge  of  industrial  diseases 
must  be  the  determining  factor,  for  with  him  should 
rest  the  decision  of  evaluating  the  physical  fitness 
of  an  individual. 

Though  most  industrial  and  mercantile  establish- 
ments would  prefer  to  employ  and  retain  employed 
a group  of  men  and  women  of  the  highest  order, 
both  physically  and  mentally,  it  is  an  ideal  scarcely 
attainable  in  practice  and  particularly  at  this  time 
when  Uncle  Sam  urgently  needs  this  very  group. 
Men  of  inferior  physique  may  have  such  special 
training  as  to  render  them  most  desirable  employees 
in  spite  of  physical  handicap.  Also,  it  is  not  prac- 
ticable that  industry  should  skim  the  cream  of  the 
crop  of  labor  applicants,  nor  is  it  a sound  socio- 
economic measure  to  scrap  tens  of  thousands  cap- 
able of  great  service  though  they  must  be  far  from 
physically  perfect,  compensation  laws  notwith- 
standing. Most  large  industrial  organizations  can, 
with  moderate  care  in  placement,  make  use  of 
almost  any  reasonably  normal  person  through  job 


2 10 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


placement,  provided  there  is  an  adequate  health 
maintenance  program. 

It  can  he  roughly  stated,  however,  that  several 
possibilities  will  arise  to  influence  the  physician’s 
decision  in  this  question  of  physical  fitness  for  work. 
Examples  of  disabilities  or  diseases  which  would 
probably  disqualify  individuals  from  work  are  the 
following: 

a.  Active  tuberculosis. 

b.  Syphilis  in  the  infectious  stage  until  proof  is 
submitted  of  proper  treatment  to  insure  prevention 
of  spread  of  this  disease.  Syphilis  involving  the 
central  nervous  system  and  the  cardio-vascular 
system  being  dangerous  from  the  accident  point  of 
view  may  be  cause  for  disqualification  in  certain 
instances. 

c.  Communicable  or  contagious  diseases  of  any 
kind  until  recovery  is  complete. 

d.  Hypertension  with  damaged  heart  or  kidney 
function. 

e.  Serious  defects  of  vision  or  hearing  when  the 
safety  of  others  would  depend  upon  these  very 
senses. 

f.  Others:  certain  dermatoses:  heart  diseases; 
endocrine  disorders;  hernia;  extremity  disabilities; 
neurological  disorders;  and  so  on. 

At  the  time  of  examination  and  when  defects  are 
found,  advice  must  be  given  then  and  there  to  the 
examinee  as  to  what  must  be  done  and  where  to  go 
for  correction.  No  one  welcomes  the  news  that 
some  disease  or  defect  has  been  uncovered,  but  if 
the  subject  is  approached  in  a sympathetic  and 
helpful  spirit  one  may  rest  assured  that,  in  most 
instances,  the  patient  will  be  everlastingly  grateful 
for  the  help  given  him. 

Benefits  Derived  from  Physical  Examination 
Program 

What  are  the  total  benefits  to  be  derived  from 
this  physical  examination  program?  These  are  both 
tangible  and  intangible  and,  of  course,  must  be  set 
against  the  cost.  It  would  indeed  be  difficult  to 
break  down  the  cost  as  against  the  monetary  benefits 
to  be  derived  from  each  component  part  of  an  ade- 
quite  medical  service.  Specific  examples  have  come 
to  our  attention,  however,  as  the  result  of  experience 
in  certain  industries  and  insurance  companies  and 
from  reports  from  such  groups  as  the  American 
College  of  Surgeons,  National  Association  of  Manu- 
facturers and  National  Industrial  Conference  Board. 
In  a recent  survey  by  the  N.  A.  M.  the  questionnaire 


used  asked  this  question,  “Do  you  consider  your 
health  program  a paying  proposition?”  Some  1,620 
companies  answered  “yes”  and  the  benefits  dervied 


were  listed  as  follows: 

Occupational  Diseases  62.8%  reduction 

Accident  Frequency  44-9% 

Absenteeism  29.7% 

Compensation  Insurance  Premiums  28.8% 

Labor  Turnover  27.3% 


The  Aetna  Casualty  & Surety  Company,  in  em- 
phasizing the  cash  value  to  management  of  indus- 
trial health  service  cited  the  2 year  experience  of  a 
company  whose  health  program  reduced  the  com- 
pensation monies  paid  out  from  $3.92  to  8 cents  for 
every  dollar  of  insurance  premium.  The  company 
then  continued  to  operate  4 years  without  a lost 
time  accident,  with  consequent  reduction  of  the 
cost  of  insurance.  Furthermore,  the  factory’s  output 
of  essential  steel  increased  50  per  cent  and  produc- 
tion costs  were  cut  in  half. 

In  a small  115-man  machine  and  wood  working- 
factory  a medical  dispensary  was  installed  at  the 
cost  of  $600.  The  additional  outlay  for  supplies  and 
medical  service  amounted  to  $1,660  per  year,  a net 
cost  of  $14.40  per  employee.  The  result  was  an 
immediate  direct  saving  in  absenteeism  of  $3,420. 
Labor  turnover  was  reduced  25  per  cent  and  no 
major  accidents  occurred  after  the  installation  of 
this  medical  service. 

In  a group  of  6,644  examined  prior  to  employ- 
ment among  other  diseases  and  disabilities  we  found 
11  cases  of  active  pulmonary  tuberculosis,  10  cases 
of  uncomplicated  occupational  pulmonary  fibrosis, 
2 cases  of  pulmonary  fibrosis  with  tuberculosis,  and 
40  cases  of  sero-positive  syphilis. 

Conclusion 

If  the  manufacturer  who  has  never  experienced 
the  benefits  that  may  be  derived  from  an  adequate 
medical  service  questions  its  value  from  the  dollar 
and  cents  point  of  view  then  these  experiences  of 
other  companies  must  be  brought  to  his  attention. 
It  is  now  generally  recognized  that  good  health  is 
an  asset  in  that  there  is  increased  efficiency,  better 
employment  relations,  less  spoilage  and  absences 
from  work,  and  reduced  accident  frequency.  A 
doctor  on  call  is  not  the  answer  to  this  problem. 
The  medical  supervision  must  be  directed  by  a 
physician  who  knows  industry  and  its  needs,  who 
makes  regular  rounds  in  the  plant,  and  who  super- 
vises the  general  health  of  the  force  through  physi- 
cal examinations  and  consultations. 
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HELP  FOR  THE  DISABLED 

The  following  comment  on  the  Vocational  Rehabilitation  Service  was  written  by  Alfred  C.  Fuller , presi- 
dent of  the  Manufacturers  Association  of  Connecticut , Inc.,  and  published  in  Connecticut  Industry. 


•pVESPiTE  the  many  dark  interludes  of  war  that 
have  temporarily  obscured  man’s  journey 
toward  more  humanitarian  living  there  have  been 
some  compensations.  Among  those  which  may  result 
from  the  present  war,  largely  due  to  the  manpower 
shortage,  is  the  more  widespread  training  and  em- 
ployment of  physically  handicapped  workers. 

The  remarkable  progress  made  already  to  fit  the 
disabled  into  useful  jobs  where  they  can  earn  aver- 
age wages,  in  most  instances,  has  been  an  outstand- 
ing achievement  of  the  Connecticut  Vocational  Re- 
habilitation Service  during  the  past  year.  The  news 
of  this  Connecticut  development  has  been  widely 
publicized  through  Rotary  Magazine , Reader's 
Digest,  Life  Magazine,  Rehabilitation  Service  bulle- 
tins and  by  many  personal  platform  appearances  by 
E.  P.  Chester,  Vocational  Rehabilitation  Service 
Director.  Results  thus  far  attained  through  the  wide- 
spread adoption  of  the  Connecticut  vocational  re- 
habilitation plan,  hold  promise  for  the  eventual 
placement  of  four-fifths  of  an  estimated  million 
physically  handicapped  persons  in  this  country 
during  the  war  and  perhaps  millions  more  in  the 
United  States  and  abroad  during  the  peacetime  era. 

As  originally  conceived  in  1920,  Vocational  Re- 
habilitation was  a service  intended  to  supplement 
Workmen’s  Compensation  by  providing  for  the 
retraining  and  re-establishment  in  industry  of 
workers  who  had  been  previously  injured  in  the 
course  of  their  employment.  But  soon  after  Voca- 
tional Rehabilitation  Service  was  inaugurated,  in 
1930,  as  a division  of  the  Connecticut  Department 
of  Education,  the  field  was  broadened  to  provide 
vocational  guidance  training,  medical  and  other 
necessary  aids  to  all  physically  handicapped  Con- 
necticut residents  over  16  in  preparation  for  suitable 
paid  employment.  Interest  in  the  work  increased  as 
well  as  placements  during  the  first  few  years.  I he 
outburst  of  the  war  in  1939  brought  renewed  inter- 
est—a substantial  increase  in  placements  of  handi- 
capped people  in  useful  jobs  during  the  next  two 
years. 

Looking  ahead  after  Pearl  Harbor,  E.  P.  Chester, 
state  director  of  the  Rehabilitation  Service,  foresaw 
in  the  coming  manpower  shortage  a golden  oppor- 
tunity for  the  rehabilitation  and  placement  in  useful 


war  jobs  of  the  great  majority  of  handicapped  men 
and  women  of  the  state.  Not  only  did  he  see  this 
wartime  period  as  a rare  opportunity  to  help  the 
disabled  of  Connecticut,  but  through  wide  publicity 
he  hoped  to  speed  their  salvation  in  other  states 
hard  pressed  and  willing  to  use  manpower  even 
though  restricted  to  performance  within  certain 
limits.  He  lost  no  time  in  securing  the  enthusiastic 
cooperation  of  our  Association.  Later  he  secured  the 
assistance  of  the  Connecticut  /Medical  Association, 
Yale  University,  Trinity  College,  U.  S.  Employment 
Service,  social  service  agencies,  blind  institutions, 
vocational  schools  and  even  the  artificial  arm  and 
leg  makers. 

To  speed  the  process  of  rehabilitation  and  place- 
ment, the  Association  assisted  Mr.  Chester  in  setting 
up  “Man  Salvage  Clinics”  starting  last  March.  With 
the  cooperation  of  local  manufacturers’  association 
groups  in  Hartford,  Waterbury,  Bridgeport  and 
New  Haven,  experienced  personnel  men  from  at 
least  a dozen  or  more  employers  were  brought  to- 
gether in  a dozen  such  clinics.  They  heard  the  medi- 
cal and  job  aptitude  reports  of  the  physician  and 
psychologist  who  examined  the  disabled  and  had  an 
opportunity  to  meet  and  question  each  handicapped 
person  so  reported.  The  amazing  results  of  the  12 
clinics  thus  far  held  have  been  as  follows:  Approxi- 
mately 60%  of  the  handicapped  placed  on  jobs; 
25%  referred  for  training  for  war  production  jobs; 
10%  have,  required  provision  or  repair  of  artificial 
appliances  and  5%  recommended  for  further  medi- 
cal or  psychological  study. 

But  the  extent  of  the  results  of  this  democratic 
learning  process  involving  all  participants  in  a clinic 
cannot  be  properly  evaluated  for  many  months,  per- 
haps years  to  come.  Already  it  is  known  that  the 
clinical  method  has  caused  a large  number  of  em- 
ployers to  hire  hundreds  of  disabled  workers  listed 
with  the  Workmen’s  Compensation  Commission  in 
addition  to  those  placed  at  clinics.  Now,  for  the  first 
time  in  American  history,  employers  throughout 
the  nation  are  eagerly  seeking  an  opportunity  to 
employ  disabled  men  and  women  because  they  have 
proved  their  efficiency.  Many  are  even  going  to  the 
expense  of  fitting  them  for  jobs  rather  than  run  the 
risk  of  losing  a probable  opportunity  to  hire  them 
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when  they  have  finished  training  and  receiving 
proper  medical  attention  given  by  the  state. 

Follow-up  reports  about  the  work  of  the  physic- 
ally handicapped  who  have  been  placed  have  been 
glowing  and  heartening.  Bitter  as  are  the  normal 
fruits  of  war,  the  achievements  attained  during  the 
past  nine  months  in  rescuing  thousands  of  disabled 
men  and  women  from  a lifetime  of  dependency  and 
despair,  should  instill  in  every  employer  a mission- 
ary zeal  to  help  spread  this  “silver  lining”  of  war  to 
the  greatest  possible  number  of  physically  handi- 
capped persons  now  and  during  the  future  era  of 
peace.  No  devotion  to  this  great  cause  of  rebuilding 
shattered  lives  can  be  too  great;  none  more  soul- 
satisfying  and  fruitful,  even  in  terms  of  material 
rewards. 


Rehabilitation 

As  a result  of  the  nationwide  publicity  unexpect- 
edly given  to  Connecticut’s  Man  Salvage  Clinic, 
many  expressions  of  interest  and  requests  for  in- 
formation have  been  received  from  industrial  leaders 
over  the  country.  Why?  Industry  needs  manpower, 
needs  it  badly,  and  needs  it  now. 

hid.  Med.,  Jan.  1943 


Clifford  Kuh,  formerly  chairman  of  Committee 
on  Industrial  Health,  Connecticut  State  Medical 
Society,  now  chief  of  Bureau  of  Industrial  Health, 
California  Department  of  Public  Health,  is  the 
author  of  “Industry,  the  War,  and  Tuberculosis,” 
published  in  Ind.  Medicine,  January  1943. 


Basic  Science  Initiative  Lost  in  California 

The  voters  of  California  in  the  recent  November 
election  rejected  Proposition  No.  3,  known  as  the 
Basic  Science  Initiative,  by  a majority  of  practically 
500,000  voters.  The  California  Medical  Association 
sponsored  this  Basic  Science  Act,  believing  it  would 
give  to  the  citizens  of  California  a better  healing  art 
service,  with  greater  protection  of  health  and  life. 


According  to  California  and  Western  Medicine, 
“political  notices”  appearing  in  display  form  in  the 
newspapers  “reeked  with  misstatements  so  sordid 
and  far  from  the  truth,  that  one  might  have  been 
tempted  to  think  that  one  was  reading  the  text  of  a 
speech  by  a Bowery  politician  of  former  years.” 
The  California  Medical  Association  expended 
$60,000  in  the  unsuccessful  campaign  to  put  through 
this  Basic  Science  Act. 


Pharmaceutical  Advances 

The  Connecticut  Association  for  the  Advance- 
ment of  Professional  Pharmacy  is  making  a dignified 
and  commendable  effort  in  the  interest  of  public 
health  in  this  State  in  general  service  as  pharmacists 
and  as  aides  to  physicians.  The  Association  meets 
regularly  and  issues  a monthly  news  sheet  entitled 
Professional  News  and  Views.  In  the  February  issue 
of  this  publication  appeared  the  following  prescrip- 
tion formulae  which  should  interest  our  readers. 

DALIBOUR’S  WATER 


FORMULA: 

Copper  Sulfate  0.1 

Zinc  Sulfate  0.4 

Camphor  Water  1.0 

Saf ranine  0.1 

Distilled  Water,  q.s 100.0 


This  solution  is  pink  in  color,  odorless  and  clear  in  appear- 
ance. It  has  a mild  astringent  metallic  taste. 

Use.  1:20  dilution  as  a wet  dressing  in  the  treatment  of 
pustular  lesions  of  pyodernia,  in  secondarily  infeqted  scabies 
and  in  infectious  eczematoid  dermatitis. 

Approximate  price  to  patient:  75  cents  for  100.0  cc. 

Dalibour’s  Water  can  be  incorporated  in  such 
preparations  as  Lassar’s  Paste,  Lanolin,  Bentonite 
Paste  and  Aquaphor.  The  following  formula  is  sug- 


gested for  a paste: 

Copper  Sulfate  0.04 

Zinc  Sulfate  0.16 

Distilled  Water  6.00 

Lanolin  10.00 

Zinc  Oxide  4.00 

Petrolatum,  q.s 30.00 


Approximate  price  to  patients:  75  cents  for  30.0  grams. 


SHOE  FITS;  PUT  IT  ON!  For  the  first  time  there  is  a shoe 

especially  designed  to  provide  a practical  and  comfortable  covering  for  swol- 
len, tender,  or  bandaged  feet.  Mollo-pedic”  shoes  are  easily  adapted  to  various 
sizes  of  plaster  casts  or  bandages  on  either  foot.  They  afford  proper  support, 
yet  are  soft  and  flexible.  A real  pleasure  to  the  patient,  “Mollo-pedic”  shoes 
truly  protect.  $1.50  at  the  Professional  Equipment  Company  in  New  Haven. 


(SEE  PAGE  2) 


M ARC  II  , 


NINETEEN  HUNDRED  AND  FORTY-THREE 
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References:  Dalibour’s  Water  by  Charles  Hall  Evans; 
Journal  of  the  American  Pharmaceutical  Association,  Vol. 
Ill,  No.  ii,  November  1942,  page  378. 

New  York  State  Journal  of  Medicine,  Vol.  42,  No.  8,  and 
Digest  of  Treatment  (Vol.  6,  No.  4). 

AURAL  ANODYNE 


For  use  in  otitis  media: 

FORMULA: 

Antipyrine  5-° 

Benzocainc  10 

Glycerin,  98%,  q.s.  ad 100.0 


Approximate  price  to  patient:  75  cents  for  30.0  cc. 
Reference:  New  Jersey  Formulary. 

COMPOUND  SOLUTION  OF  EPHEDRINE  ISOTONIC 


formula: 

Ephedrine  Sulfate  i-oo 

Chlorobutanol,  Hydrous  0.50 

Menthol  0.05 

Alcohol  2-°° 

Dextrose  4- 20 

Distilled  Water,  q.s 100.00 


Description:  A 1%  Solution  of  Ephedrine  Sulfate  with 
small  quantitits  of  chlorobutanol  as  preservative,  menthol, 
alcohol,  and  dextrose. 

A soothing,  non-irritating  preparation  isotonic  with  nasal 
mucous  secretions. 

Approximate  price  to  patient:  75  cents  for  30.0  cc. 

Reference:  New  Jersey  Formulary. 

STRICKLER’S  SOLUTION 


Iodine  crystals  I*3 

Potassium  Iodide  i-9 

Salicylic  Acid  !-9 

Boric  Acid  3-^ 


Alcohol,  50%,  q.s 60.0 

Approximate  price  to  patient:  75  cents  for  60.0  cc. 

Described  by  C.  F.  Lehmann,  m.d.,  in  the  treatment  of 
dermatophytosis  (Journal  of  the  American  Medical  Associa- 
tion, 119:18  (Aug.  29,  1942),  1470). 

LEHMANN’S  FOOT  POWDER 

Thymol  1 -° 

Boric  Acid  I0-° 

Zinc  Oxide 20-° 

Purified  Talc,  q.s.  ad 100.0 

Approximate  price  to  patient:  75  cents  for  100.0  grams. 
Described  by  C.  F.  Lehmann,  m.d.,  in  the  treatment  of 
Dermatophytosis  (Journal  of  the  American  Medical  Associa- 
tion, 119:18  (Aug.  29,  1942),  1471). 

(Reported  in  the  Journal  of  the  American  Pharmaceutical 
Association  Vol.  Ill,  No.  10,  October,  1942,  page  347-) 


You  may  still  add  to  your  library  a copy  of  The 
Heritage  of  Connecticut  Medicine.  Order  one  now 
from  the  Secretary,  258  Church  Street,  New  Haven. 


Mortality  Report  for  the  First  Nine 
Months  of  1942 

At  the  end  of  the  third  quarter  of  1942,  the  health 
record  of  the  people  of  the  United  States  and 
Canada  is  better  than  ever.  This  is  indicated  by  the 
year-to-date  death  rate  for  the  many  millions  of 
Industrial  policyholders  of  the  Metropolitan  Life 
Insurance  Company,  which  is  only  7.4  per  1,000,  or 
2.8  per  cent  below  the  previous  minimum  recorded 
at  this  time  last  year. 

Looking  ahead  at  the  beginning  of  the  year,  it 
was  feared  that  certain  diseases  and  conditions,  such 
as  the  principal  communicable  diseases,  the  respira- 
tory conditions,  and  the  deaths  from  accidental 
causes,  might  be  so  adversely  affected  by  the  war 
effort  as  to  cause  a rise  in  the  mortality  rate  for 
the  year.  Actually  only  one  of  these,  the  accident 
situation,  has  made  a poor  showing. 

The  accident  rate  is  up  from  50.7  in  1941  to 
51.3  per  100,000,  or  1.2  per  cent.  This,  too,  despite 
the  fact  that  motor  vehicle  accidents,  which  nor- 
mally account  for  about  one-third  of  the  total,  are 
down  about  15  per  cent.  As  home  accidents  are  up 
very  little,  the  increase  has  occurred  largely  in  the 
industrial  accidents  and  in  accidents  in  public  places. 
The  increase  in  industrial  employment— perhaps 
2,000,000  since  Pearl  Harbor,  and  6,000,000  since  the 
fall  of  France— has  had  its  effects,  especially  since 
some  of  the  persons  entering  the  defense  industries 
were  inexperienced  and,  in  the  beginning  poorly 
trained.  Also,  the  pressure  for  production  of  needed 
war  materials  may  have  caused  some  relaxation  in 
safety  precautions.  The  accidental  deaths  among  the 
military  personnel  in  training  have  also  contributed 
to  the  total  rise  in  the  accident  rate  for  the  year. 

St  at.  Bull.  Metropolitan  Life  Ins.  Co .,  Oct.  1942. 

Increased  White  Cross  Service 

The  White  Cross  (Connecticut  Plan  for  Hospital 
Care)  announces  that  it  has  recently  adopted  a 
policy  increasing  its  service  to  members  in  maternity 
cases.  To  help  meet  the  temporary  shortage  of  hos- 
pital maternity  space  in  Connecticut,  the  White 
Cross  is  now  providing  home  benefits  to  mothers 
who  are  forced  to  leave  their  hospital  in  less  than 
nine  days.  685  mothers  have  already  been  helped 
under  this  special  provision,  in  the  amount  of 
$5,775.  Maternity  cases  are  being  covered  at  the 
rate  of  600  per  month,  according  to  an  announce- 
ment by  the  White  Cross  management. 


214 


CONN  f;  c t icut  s t a t e medica  l journal 


PERIPATETICUS 


Each  year  in  the  dead  of  winter  this  peripatetic 
reporter  and  Friend  go  to  Chicago  to  hear  about  the 
progress  of  medical  education  and  to  discuss  the 
complex  and  changing  subject  of  state  medical 
licensure.  This  year  we  went  off  blithely  and  on  the 
out-bound  Century  met  Morris  Fishbein  and  John 
Pratt  of  the  National  Physicans’  Committee.  Morris 
had  his  usual  enlightening  contributions  of  auto- 
biographical comment  and  we  learned  new  things 
about  the  National  Committee  from  John  Pratt. 

The  Sunday  program  had  been  arranged  by  the 
National  Conference  on  Medical  Service.  This  is  an 
unique  and  interesting  organization,  founded  by 
physicians  in  the  northwestern  part  of  the  country 
several  years  ago,  for  the  purpose  of  debating  the 
economic  problems  of  medicine.  Gradually  it  has 
extended  the  field  of  its  membership  and  its  pur- 
poses. This  year  its  chief  crusade  seemed  to  be  the 
proposal  that  the  American  Medical  Association 
maintain  its  own  legal  and  legislative  offices  in  the 
nation’s  capitol.  There  appears  to  be  lots  of  reasons 
why  this  is  not  advisable  as  well  as  good  reasons 
why  it  should  be  useful.  Sunday  night  Peripateticus 
and  Friend  and  the  Revolving  Hoosier  broke  the 
Sabbath  by  seeing  one  of  the  season’s  fastest  moving 
farces  and  the  three  of  us  concluded  that  we  were 
referred  to  when  one  of  the  players  advised,  “When 
youth  calls  don’t  listen.” 

Monday  and  Tuesday  were  crammed  full  of  new 
and  disturbing  information  about  what  the  war  is 
doing  to  medical  education.  It  may  be  too  earlv  to 
make  the  doleful  prediction  that  the  Army  and  Navy 
are  going  to  take  over  the  medical  schools  but  it 
seems  on  the  way  to  that.  The  method  of  selection 
of  medical  students  and  the  telescoping  of  premedi- 
cal training  strikes  Peripateticus  as  being  precipitate 
and  unwise.  Others  hold  this  view  too  and  there  is 
still  hope  that  the  plans  may  be  revised.  Willard 
Rappleye  spoke  at  length  and  rather  pessimistically 
on  this  whole  problem.  “It’s  putting  medical  educa- 
tion back  fifty  years,”  said  our  erstwhile  member. 
Perhaps  he  will  be  more  cheerful  about  it  when  he 
speaks  on  the  subject  at  our  151st  Annual  Meeting 
in  May,  but  if  he  does  not  think  that  he  should  be 
optimistic  about  it  he  will  not  be. 

The  war  is  far  from  won  and  military  demands 
for  physicians  will  continue  to  be  heavy.  Even  the 


Navy  now  seems  a little  concerned  about  meeting 
its  requirements.  Where  they  are  coming  from  and 
how  they  are  going  to  be  put  into  service  was  not 
answered. 

When  it  came  to  wartime  medical  licensure,  which 
up  to  now  has  fortunately  not  been  tampered  with 
by  the  military  authorities,  your  reporter  was  glad 
to  belong  to  a group  of  stalwart  citizens  who  were 
not  for  compromise.  In  spite  of  pressure  from  sev- 
eral sources  there  is  no  inclination  on  the  part  of 
medical  examining  boards  to  lower  requirements 
for  licensure  or  to  amend  medical  practice  acts  to 
weaken  their  effectiveness  as  safeguards  of  the  pub- 
lic health.  Temporary  wartime  licensing  received 
unanimous  unfavorable  comment,  and  well  it  might 
too,  for  if  there  is  danger  to  the  standards  of  medical 
licensing  it  is  to  be  found  in  the  proposal  for  the 
issuance  of  licenses  that  would  terminate  with  the 
war. 

Almost  everyone  interested  in  the  administration 
of  medical  education  and  in  medical  licensure  was 
in  Chicago  for  these  meetings.  Peripateticus  saw 
many  old  and  valued  friends  and  received  from  them 
help  and  encouragement.  Then  along  came  the  cold 
snap  and  your  representatives  thought  that  maybe 
they  were  not  going  to  get  home  until  summer— 
but  we  did. 


Tuberculosis  Control  Among  Interns 

The  health  of  doctors  living  in  hospitals  is  an 
important  matter.  It  deserves  careful  consideration. 
Each  medical  student  on  graduation  from  his  medi- 
cal school  should  receive  a card  giving  a complete 
report  of  his  tuberculin  test  and  roentgen  examina- 
tions. Each  hospital  should  make  a rule  to  continue 
with  this  record  by  requiring  chest  films  of  its  in- 
ternes at  six  month  intervals.  Large  hospitals  dealing 
with  vast  numbers  of  patients  should  go  even  fur- 
ther. They  should  require  their  internes  and  resi- 
dents to  have  chest  films  at  three  month  intervals. 
If  a rule  of  this  sort  were  made  general,  tuberculosis 
in  the  resident  staff  would  be  recognized  more 
quickly  than  it  is  at  present,  and  unnecessary  loss  of 
time  spent  in  treatment  would  be  saved. 

Reginald  Fitz,  m.d.,  Jour.  Amer.  Med.  Ass.,  Sept. 
27,  1942. 
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REFRESHER  COURSE  IN  LARYNGOLOGY, 
RHINOLOGY  AND  OTOLOGY 
March  22  to  27,  inclusive,  1943 
University  of  Illinois  College  of  Medicine 

To  meet  the  needs  of  ear,  nose  and  throat  specialists  who, 
under  existing  conditions,  are  able  to  devote  only  a brief 
period  to  postgraduate  review  study,  this  didactic  and  clini- 
cal course  has  been  arranged.  Registration  is  limited.  The  fee 
for  the  complete  course  is  $50.  In  letter  requesting  applica- 
tion for  registration,  state  school  and  year  of  graduation,  also 
details  concerning  specialty  training  and  experience. 

Address  Department  of  Oto-Laryngology,  University  of 
Illinois  College  of  Medicine,  1853  West  Polk  Street,  Chicago, 
Illinois. 


The  Research  Council  on  Problems  of  Alcohol 
ANNOUNCEMENT  OF  A $1,000  AWARD 
For  outstanding  research  on  alcoholism  during  1943 

1.  The  research  for  which  the  award  will  be  granted  must 
contribute  new  knowledge,  in  some  branch  of  medicine, 
biology,  or  sociology,  important  to  the  understanding  or  pre- 
vention or  treatment  of  alcoholism. 

2.  Any  scientist  in  the  United  States,  Canada  or  Latin 
America  is  eligible  for  the  award. 

3.  The  project  may  have  been  inaugurated  at  any  time  in 
the  past  or  during  the  year  1943,  provided  (a)  that  a sub- 
stantial part  of  the  work  be  carried  on  during  the  year  1943, 
(b)  that  it  be  developed  to  a point  at  which  significant  con- 
clusions are  possible  before  the  end  of  the  year,  and  (c)  that 
a report  on  the  work  has  not  been  previously  announced  and 
described  before  a scientific  bodv  or  previously  published. 

4.  It  is  desirable,  but  not  necessary,  that  those  planning  to 
work  for  the  award  send  to  the  Council  before  March  r, 
1943,  a statement  of  such  intention.  If  the  Council  receives 
such  information,  it  can  be  helpful  in  the  prevention  of  un- 
desirable duplication  of  effort.  If  a research  project  is  con- 
ceived and  inaugurated  later  in  the  year  1943,  a statement  of 
intention  may  be  sent  to  the  Council  at  a later  date. 

5.  A report  on  the  work  and  resulting  conclusions  must  be 
submitted  to  the  Research  Council  on  Problems  of  Alcohol 
on  or  before  February  15,  1944.  The  Council  will  provide  an 
outline  for  use  in  the  preparation  of  reports. 

6.  The  award  will  be  in  cash,  and  will  be  given  to  an 
individual  scientist  whose  work  is  judged  sufficiently  out- 
standing and  significant  to  merit  the  award. 

7.  The  Committee  of  Award  will  consist  of  five  persons— 
an  officer  of  the  Amtrican  Association  for  the  Advancement 
of  Science,  and  four  representatives  of  the  Scientific  Com- 
mittee of  the  Research  Council  on  Problems  of  Alcohol. 

8.  If  the  Committee  is  not  convinced  of  the  outstanding 
merit  of  the  research  done  during  1943,  as  described  in  reports 
submitted,  it  may,  at  its  discretion,  postpone  the  award  until 


another  year,  or  until  such  time  as  work  of  such  merit  has 
been  performed. 

I he  Council  will  send  on  request,  to  any  scientist,  an  out- 
line of  basic  policies  governing  its  research  program,  lists  of 
Council  studies  (completed,  under  way  and  contemplated), 
and  information  regarding  the  studies  of  other  agencies. 

Scientists  planning  to  do  research  in  connection  with  the 
award  may  send  a statement  of  intention  to  The  Director, 
The  Research  Council  on  Problems  of  Alcohol,  Pondfield 
Road  West,  Bronxille,  New  York. 


RULES  GOVERNING  THE  AWARD 
of  "The  Foundation  Prize”  of  the 
American  Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons 

(1)  “The  award  which  shall  be  known  as  ‘The  Foundation 
Prize’  shall  consist  of  $150.” 

(2)  “Eligible  contestants  shall  include  only  (a)  interns, 
residents,  or  graduate  students  in  Obstetrics,  Gynecology 
or  Abdominal  Surgery,  and  (b)  physicians  (with  an  m.d. 
degree)  who  are  actively  practicing  or  teaching  Obstetrics, 
Gynecology  or  Abdominal  surgery.” 

(3)  “Manuscripts  must  be  presented  under  a nom-de- 
plume,  which  shall  in  no  way  indicate  the  author’s  identity, 
to  the  Secretary  of  the  Association  together  with  a sealed 
envelope  bearing  the  nom-de-plume  and  containing  a card 
showing  the  name  and  address  of  the  contestant.” 

(4)  “Manuscripts  must  be  limited  to  5,000  words,  and  must 
be  typewritten  in  double  spacing  on  one  side  of  the  sheet. 
Ample  margins  should  be  provided.  Illustrations  should  be 
limited  to  such  as  are  required  for  a clear  exposition  of  the 
thesis.” 

(5)  “The  successful  thesis  shall  become  the  property  of 
the  Association,  but  this  provision  shall  in  no  way  interfere 
with  publication  of  the  communication  in  the  Journal  of  the 
author’s  choice.  Unsuccessful  contributions  will  be  returned 
promptly  to  their  authors.” 

(6)  “Three  copies  of  all  manuscripts  and  illustrations 
entered  in  a given  year  must  be  in  the  hands  of  the  Secretary 
before  June  1.” 

(7)  “The  award  will  be  made  at  the  annual  meetings  of 
the  Association,  at  which  time  the  successful  contestant  must 
appear  in  person  to  present  his  contribution  as  a part  of  the 
regular  scientific  program,  in  conformity  with  the  rules  of 
the  Association.  The  successful  contestant  must  meet  all 
expenses  incident  to  this  presentation.” 

(8)  “The  President  of  the  Association  shall  annually  ap- 
point a Committee  on  Award,  which,  under  its  own  regula- 
tions shall  determine  the  successful  contestant  and  shall  in- 
form the  Secretary  of  his  name  and  address  at  least  two 
weeks  before  the  annual  meeting.” 

James  R.  Bloss,  m.d.,  Secretary,  418  Eleventh  Street,  Hunt- 
ington, West  Virginia. 
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OUR  NEIGHBORS 


C.  Morris  Hatheway 

C.  Morris  Hatheway,  6 1 , who  practiced  in  Hart- 
ford for  35  years  died  at  his  home,  308  Fern  Street, 
West  Hartford,  on  August  3.  He  had  been  medical 
director  of  the  Fuller  Brush  Company  for  twenty 
years.  A graduate  of  Willimantic  High  School  and 
New  York  University  Medical  School,  he  interned 
at  Alt.  Sinai  Hospital  Lying-in-Hospital  and  Bellevue 
Hospital  in  New  York,  having  offices  with  the  late 
Fverctt  J.  Mcknight  when  he  first  came  to  Hart- 
ford. 

He  was  a member  of  the  American  Medical 
Association,  the  Connecticut  State  Medical  Society, 
the  Hartford  County  Medical  Association  and  the 
Hartford  Medical  Society. 

Dr.  Hatheway  left  his  wife,  Airs.  Marjorie  Alerri- 
dith  Hatheway,  a son,  David  Morris  Hatheway, 
both  of  West  Hartford,  a daughter,  Airs.  Dexter 
Clarke  of  Providence,  R.  I.,  a grandson,  David  Alden 
Clarke  of  Providence  and  also  three  sisters. 

The  funeral  was  held  at  his  home  on  August  5, 
Rev.  Warren  S.  Archibald,  pastor  of  the  South  Con- 
gregational Church  officiating.  Among  the  honorary 
bearers  were  James  E.  Hutchinson,  Sidney  H.  Alc- 
Pherson,  Claude  C.  Kelly,  William  L.  Gills,  James 
FF  Biram,  Carl  F.  Vernlund  and  Eliot  S.  Cogswell. 

Albert  Stein 

Albert  Stein,  who  practiced  in  Thompsonville  for 
17  years,  died  at  Baker  Alemorial  Hospital,  Boston, 
on  December  5,  1942.  A native  of  New  York  and  a 
graduate  of  the  University  of  Maryland,  Baltimore, 
he  served  in  the  Army  in  World  War  I,  practicing 
for  eight  years  in  Springfield  before  entering  upon 
practice  in  Thompsonville.  Dr.  Stein  was  a fellow  of 
the  American  Aledical  Association,  a member  of  the 
Afassachusetts  and  Connecticut  State  Afedical 
Societies,  as  well  as  the  Hartford  County  Medical 
Association.  He  was  a member  of  the  Horace  J. 
Tanguay  Post  A.  L.,  King  David  Lodge  A.  F.  & 
A.  Ad.  He  leaves  his  wife,  his  mother  and  a brother 
and  sister  all  of  Springfield. 

Funeral  services  were  held  at  his  home,  144  Pearl 
Street,  on  December  7,  the  Rev.  Dr.  Samuel  Price 
of  Temple  Beth  El  of  Springfield  officiating.  Burial 
was  in  Beth  El  Cemetery,  Springfield. 


New  York 

New  York  State  is  to  have  seven  collegiate  schools 
of  nursing.  The  only  one  to  be  established  in  the 
metropolitan  area  is  the  School  of  Nursing  at 
Adelphi  College,  Garden  City.  Four  outstanding 
hospitals  of  Long  Island  are  already  affiliated  with 
this  School  of  Nursing,  others  will  undoubtedly  be 
added.  Students  in  the  Adelphi  School  will  be  care- 
fully selected.  Only  high  school  graduates  of  satis- 
factory academic  standing  who  have  completed 
courses  outlined  by  the  University  of  the  State  of 
New  York  will  be  admitted.  They  must  also  pass  a 
physical  examination,  including  x-ray,  and  the  Potts 
(nursing  aptitude)  tests.  The  first  two  semesters  arc 
spent  at  the  College  studying  basic  sciences.  This 
is  followed  by  a two  year  hospital  training,  to  in- 
clude all  nursing  in  the  major  branches  of  medicine. 
During  the  entire  period  students  will  be  under  the 
supervision  of  Adelphi  College  and  will  receive  their 
diplomas  at  the  end  of  the  course  from  the  College. 
All  work  will  count  toward  the  degree  of  Bachelor 
of  Science  in  Nursing.  Students  may  obtain  this 
degree  either  by  taking  two  years  of  academic  work 
before  they  begin  their  practical  training  or  by 
taking  an  additional  year  after  they  have  received 
their  r.n. 

In  his  first  message  before  the  New  York  State 
Legislature,  Governor  Dewey  declared  that  “an 
integrated,  soundly  functioning  social  security  pro- 
gram” is  “essential  to  a successful  post  war  recon- 
struction.” He  further  stated  that  “the  present 
systems  of  unemployment  insurance,  workmen’s 
compensation,  relief  and  welfare  measures  are  now 
a patchwork.  They  must  be  integrated  and  broad- 
ened to  provide  increased  service,  including  medical 
protection  of  the  health  of  our  people.  In  a rapidly 
changing  industrial  society,  dislocation  and  reab- 
sorption of  workers  is  a continuous  process.  A broad 
and  adequate  social  security  program  is  required 
not  only  as  an  immediate  measure  but  as  a long 
range  policy.” 

Almost  simultaneously  there  appeared  the  Demo- 
cratic legislative  program  for  1943  which  included 
recommendations  in  the  form  of  a bill  introduced 
into  the  Legislature  for  the  adoption  of  a health 
insurance  plan  which  would:  (1)  require  contribu- 
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What  one  Reviewer  says  of 
THE  ESSENTIALS  OF  EMERGENCY  TREATMENT 

“As  the  title  suggests,  the  discussions  are  necessarily  in  abbreviated  form, 
but  they  are  admirably  comprehensive,  objective  and  up-to-date.  Suggestions 
for  more  detailed  and  extensive  reading  are  appended  to  many  of  the  chapters. 
In  the  introduction,  Dr.  Samuel  C.  Harvey,  Surgeon-in-Chief  of  the  New 
Haven  Hospital,  stresses  the  importance  of  adequate  preparation  on  the  part 
of  every  physician  not  only  for  coping  with  possible  large-scale  casualties 
among  the  civilian  population  as  a result  of  enemy  action,  but  also  for  dealing 
with  the  large  number  of  injuries  incurred  from  day  to  day  in  the  ordinary 
course  of  civilian  life.  The  basic  principles  remain  the  same  in  either  contin- 
gency. Chapter  II  is  concerned  with  the  organization  and  function  of  the 
emergency  medical  service  in  Connecticut.  Subsequent  chapters  are  as  follows: 
The  Systemic  Effect  of  Injury;  Peripheral  Circulatory  Failure  (“Shock”); 
Crush,  Blast  and  Anesthesia  in  War  Emergencies;  Wound  healing  and  its 
Complications;  Chemotherapy  in  War  Wounds  and  Compound  Fractures; 
Blood  and  Blood  Substitutes  for  Emergency  Use;  Emergency  Field  Treat- 
ment; Treatment  of  Wounds  of  Soft  Tissue;  Burns;  Abdominal  Injuries; 
Treatment  of  Fractures;  Wounds  of  the  Thorax;  Injuries  to  the  Head,  Spinal 
Cord  and  Peripheral  Nerves;  Injuries  of  the  Genito-Urinary  System;  Injuries 
to  the  Face;  Eye  Injuries;  Chemical  Casualties;  Mental  Casualties. 

This  excellent  manual  presents  a comprehensive  picture  of  the  present 
trend  of  military  medicine.  Its  timely  publication  will  be  appreciated  not 
only  by  the  physician  at  large  and  the  physician  engaged  in  civilian  defense, 
but  also  by  those  who  are  serving,  or  will  be  enrolled,  in  the  armed  forces.” 

M.  B.  J.  in  Abstracts  and  Translations  from  the  Science  Library 
The  Neuro  Psy  chiatric  Institute  of  the  Hartford  Retreat. 


Your  copy  can  be  secured  from  the  Office  of  the  Secretary 


Paper  Cover  $1.00 


Cloth  $2.00 
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tions  from  employers,  employees  and  government 
through  a payroll  tax;  (2)  afford  medical  care  for 
all  sickness  including  preventive  measures,  hospitali- 
zation, maternity  and  dental  care;  (3)  cover  not  only 
the  wage  earner  but  his  family;  (4)  assure  to  the 
wage  earner  a small  income  during  disability  in 
addition  to  his  medical  expense;  (5)  assure  a free 
choice  of  physician  and  also  physician  representa- 
tion in  the  administration  of  the  plan. 

New  Jersey 

T he  Legislature  of  New  Jersey  on  December  14, 
1942  passed  an  amendment  to  the  New  Jersey  Medi- 
cal Practice  Act  permitting  graduates  under  the 
new  accelerated  medical  school  programs  to  take 
examinations  in  that  State  for  licensure.  As  the  Act 
formerly  read  it  was  necessary  to  complete  the  four 
courses  of  at  least  eight  months  each  in  four  differ- 

O 

ent  calendar  years.  Now  they  may  be  completed 
consecutively  or  in  four  different  calendar  years. 

On  the  same  day  the  Legislature  passed  an  amend- 
ment to  the  Nurses’  Practice  Act,  changing  the  age 
of  admission  to  nurses’  training  schools  from  18 
years  to  1 7 /2  years,  also  providing  that  graduates 
of  approved  nursing  schools  shall  be  permitted  to 
take  the  examination  for  r.n.  upon  satisfying  the 
Board  of  Nurses  Examiners  that  they  possess  the 
qualifications  that  were  demanded  at  the  time  of 
their  graduation. 


NEWS 

from  County  Associations 

Fairfield 

At  the  regular  monthly  meeting  of  The  Bridge- 
port Medical  Society  held  on  February  2 the  guest 
speaker  was  Stuart  Stevenson  of  Fairfield  who  gave 
a most  interesting  talk  on  “Premature  Babies.” 


At  the  annual  meeting  of  The  Stamford  Medical 
Society  held  in  January,  the  following  new  officers 
for  1943  were  elected:  President,  Frederick  M. 
Bannon;  1st  Vice-President,  Paul  FI.  Brown;  2nd 
Vice-President,  Newell  W.  Giles;  Secretary,  E. 
Cotton  Rawls;  Treasurer,  Sol  Friedberg. 

W.  Harry  Feinstone  of  The  American  Cyanamid 
Company  was  the  speaker  at  the  February  meeting 
of  The  Stamford  Medical  Society.  His  subject  was 
“Sulfonamide  Chemotherapy  with  Special  Refer- 
ence to  the  Mode  of  Action.” 

The  Stamford  Hospital  announce  the  following 
additions  to  the  regular  staff:  Pediatricians,  Charles 
A.  Murphy  and  Robert  D.  Cunningham;  Assistant 
Physicians,  Lindo  P.  DiFrancesco  and  Albert  P.  C. 
Kezel. 

Samuel  Fomon  of  The  Manhattan  General  Hos- 
pital, New  York,  N.  Y.,  will  be  the  guest  speaker 
at  the  March  meeting  of  the  Bridgeport  Medical 
Society  which  is  to  be  held  on  Tuesday  evening, 
March  2,  at  the  University  Club.  Dr.  Fomon’s  sub- 
ject will  be,  “Modern  Concepts  of  Traumatic 
Injury.” 

Hartford 

Paul  S.  Phelps,  director  of  the  Department  of 
Tuberculosis  Control,  and  Crit  Pharris,  industrial 
hygiene  physician,  State  Department  of  Health, 
addressed  the  annual  meeting  of  the  Hartford 
Tuberculosis  and  Public  Health  Society  in  January 
on  “Use  of  Chest  X-ray  Surveys  as  a Aleans  of  Meet- 
ing the  Threat  of  an  Increase  in  Tuberculosis  in 
Connecticut,”  and  “Primary  Health  Problems 
Facing  Industry  Today.” 

Henry  R.  O’Brien  of  the  Connecticut  State  De- 
partment of  Health  is  the  author  of  “Factors  in 
Obstetric  Care:  Report  of  a Rural  Study,”  published 
in  the  New  York  State  Journal  of  Medicine,  Febru- 
ary 1,  1943.  This  study  reported  by  Dr.  O’Brien 
represents  a part  of  the  program  set  up  in  1937  in 
Cattaraugus  County,  New  York,  for  mothers,  in- 
fants, and  preschool  children. 


GOT  A MATCH  ? You  don’t  need  to  have,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 


(SEE  PAGE  2) 
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THE  OFFICIAL  AUTOMOBILE  EMBLEM 

OF  THE  SOCIETY 

RECOGNIZED  BY  POLICE  AND  PUBLIC 

EVERYWHERE  IS 

NOW  MORE  IMPORTANT  THAN  EVER 

I 

The  Secretary’s  Office  made  a large  purchase 
before  metals  were  rationed  and  has  a sufficient 
supply  of  the  emblems  on  hand  for  delivery  to 
members. 

The  Price  Is  $2*50  Postpaid 

It  is  recommended  that  they  be  affixed  to  the 
car  with  rivets  instead  of  the  small  bolts  that  are 
provided.  Some  are  being  stolen. 
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Thirteen  men  from  the  Phoenix  Mutual  Life  home 
office  have  been  added  to  the  list  of  volunteer  aides 
at  the  Hartford  Hospital. 

At  the  regular  meeting  of  the  Hartford  Medical 
Society  held,  due  to  the  fuel  shortage,  on  February 
i at  Heublein  Flail,  Hartford  Hospital,  William  T. 
Salter  spoke  on  “Laboratory  Control  of  Modern 
Therapeutics.”  Dr.  Salter,  while  devoting  most  of 
his  talk  to  chemical  and  laboratory  methods,  par- 
ticularly some  of  the  more  refined  procedures  which 
have  demonstrated  their  value,  brought  out  the  im- 
portance of  blood  chemistry  studies  as  an  aid  to  the 
surgeon. 

Directors  of  the  Connecticut  General  Life  Insur- 
ance Company  at  their  annual  meeting  elected 
Albert  J.  Robinson  vice-president  and  medical 
director.  Dr.  Robinson,  a graduate  of  the  University 
of  Toronto,  Faculty  of  Medicine,  in  1923,  was 
elected  assistant  medical  director  in  1925  and  medi- 
cal director  in  1932. 

Morris  M.  Mancoll  has  been  elected  president  of 
the  Alt.  Sinai  Hospital  staff  to  serve  his  third  term. 
Other  officers  elected  were:  vice-president,  Dewey 
Katz;  secretary,  Manuel  Hirshberg;  and  treasurer, 
Frank  Roth.  Twelve  members  of  the  staff  are  now 
in  the  military  service. 


Colonel  Louis  R.  Cheney,  donor  of  the  Cheney 
Memorial  Library  of  the  Hartford  Hospital,  a cor- 
porator of  the  hospital  since  1898  and  president  of 
the  hospital  board  since  1918,  has  given  $51,900 
toward  the  hospital’s  $5,000,000  building  fund. 
Banks  and  trust  companies  in  Hartford  and  its 
vicinity  have  donated  $42,663  toward  the  fund. 

On  February  5 it  was  announced  by  Stanley  H. 
Osborn,  Commissioner  of  the  State  Department  of 
Health,  that  a federal  grant  had  enabled  his  depart- 
ment to  offer  a new  and  free  medical  service  to  the 
wives  and  children  of  men  in  the  armed  services. 
This  service,  under  the  direction  of  Martha  Clifford, 
director  of  the  Bureau  of  Child  Hygiene,  will  pro- 
vide nursing,  hospital  and  dental  care  to  children  up 
to  one  year  of  age  and  obstetrical  care  to  service 
men’s  wives. 

Middlesex 

Norman  Gissler  of  Middletown  has  joined  the 
medical  corps  of  the  United  States  Naval  Reserve 
with  the  rank  of  Lieutenant-Commander.  He  re- 
ported for  duty  on  February  3. 

The  Central  iMedical  Society  held  a dinner  meet- 
ing on  February  4 and  was  addressed  by  Dr.  Creigh- 
ton Barker,  Secretary  of  the  State  Society.  At  the 
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annual  election  of  officers  which  was  held  through 
the  evening  Lloyd  Adinor  was  elected  president, 
William  E.  Wrang,  vice-president,  Christie  McLeod, 
secretary,  and  Henry  Sherwood,  treasurer. 

Announcement  has  been  made  by  G.  Mansfield 
Craig  and  Clair  B.  Crampton  that  thev  arc  now 
associates  for  the  practice  of  obstetrics  and  gyne- 
cology.  They  will  occupy  joint  offices  in  the  Pro- 
fessional Building  in  Adiddletown. 

Philip  Owen  of  Chester  has  opened  an  office  in 
the  Central  National  Bank  Building  in  Adiddletown 
for  the  practice  of  internal  medicine. 

New  Haven 

H.  Ad.  Marvin  of  New  Haven  is  a member  of  the 
new  National  Health  Advisory  Council  created  by 
the  United  States  Chamber  of  Commerce.  At  the 
first  meeting  of  the  Council  held  in  Washington  on 
February  5,  Chairman  James  S.  AdcLester,  professor 
of  medicine  of  the  University  of  Alabama,  stated 
that  “the  plan  is  for  a broad  educational  effort  de- 
signed to  raise  the  nation’s  health  levels.”  Dr.  Adar- 
vin  was  one  of  the  discussion  leaders  at  this  opening 
meeting. 

New  London 

On  February  4 the  New  London  County  Adedical 
Association  met  at  Uncas-on-the-Thames.  Frank  R. 
Ober  of  Boston  addressed  the  meeting  on  “Polio- 
myelitis with  Special  Reference  to  the  Kenny 
Adethod.”  Drs.  Thompson  and  Driscoll  reported  on 
their  recent  trip  to  Minneapolis  where  they  spent 
one  week  observing  the  Kenny  Adethod  of  treat- 
ment. 

The  members  of  the  Norwich  Medical  Society  at 
a recent  meeting  voted  to  suspend  Monday  office 
hours  until  March  29  in  the  interest  of  fuel  con- 
servation. 

John  G.  Raymer  of  Norwich  has  been  commis- 
sioned Lieutenant  Commander,  U.  S.  N.  R.,  and 
ordered  to  Quonset  Point,  Rhode  Island,  on 
March  1. 

Robert  T.  Henkel  and  Joseph  Woodward  of  New 
London  have  been  elected  Fellows  of  the  American 
College  of  Surgeons  and  Lawrence  S.  Ward,  cardi- 
ologist at  Home  Ademorial  Hospital,  New  I^ondon, 
an  Associate  Fellow  of  the  American  College  of 
Physicians. 

The  next  meeting  of  the  New  London  County 
Adedical  Association  will  be  held  on  Adarch  4 at 
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the  Norwich  State  Hospital.  Dr.  E.  M.  Jellinek  of 
Vale  University  will  discuss  “Alcoholism.”  Members 
attending  this  meeting  will  be  guests  of  the  hospital 
at  dinner  to  be  served  in  the  new  and  attractive 
cafeteria. 


NEW  BOOKS  IN  REVIEW 

<£>C<><>0<b<bC<><ixX>y>y><b<XNKN<N 

CONSTITUTION  AND  DISEASE.  By  Julius  Bauer , m.d., 
Professor  of  Clinical  Medicine,  College  of  Medical  Evange- 
lists, Los  Angeles,  California;  formerly  Professor  of  Medi- 
cine, University  of  Vienna.  New  York:  Gnme  & Stratton , 
Inc.  1942.  220  pp.  $3.50. 

Reviewed  by  John  C.  Rowley 

To  the  intern  and  student,  this  little  volume  brings  much 
valuable  information.  To  the  experienced  internist,  it  offers 
much  <4  interest  and  throws  new  light  on  an  old  subject. 

There  is  a tendency  today  to  attribute  most  of  our  consti- 
tutional pathology  to  the  endocrine  glands.  Dr.  Bauer  shows 
that  our  glands  are  only  one  of  the  factors  determining  our 
constitution.  It  is  the  genes  primarily,  also  the  endocrine 
glands  together  with  the  nervous  system  (each  interacting) 
which  lead  to  our  innumerable  and  remarkably  constant 
constitutional  reactions  and  predispositions.  The  potential 
energy  of  the  genes  is  carried  on  not  only  during  fetal  life 
but  throughout  our  whole  life. 

One  or  two  quotations  from  the  book  are  of  interest: 
“Heredity  determines  what  one  can  do,  environment  deter- 
mines what  one  does.” 

“Character  is  not  inherited  at  all.  What  one  inherits  is 
certain  material  that  under  certain  conditions  will  produce 
a particular  characteristic.” 

“The  close  similarity  between  identical  twins  furnishes 
evidence  that  nature  (heredity)  plays  a far  more  important 
role  than  nurture  (environment).” 


Temporary  Shortage  of  Evaporated  Milk 

The  Evaporated  Milk  Association  recently  an- 
nounced that  shortages  of  canned  milk  are  being 
relieved  rapidly.  Sufficient  cans  have  been  made 
available  for  the  production  of  evaporated  milk. 
Were  it  not  for  hoarding  by  housewives,  hotels  and 

Ca  j 

restaurants,  there  would  be  no  serious  shortage. 

Atabrine  in  Place  of  Quinine 

Winthrop  Chemical  Company  reports  that  there 
is  no  shortage  of  atabrine,  the  synthetic  substitute 
for  quinine.  Production  is  already  far  in  excess  of 
needs,  but  should  more  be  needed  atabrine  patents 
will  be  available,  royalty  free,  to  a score  of  pharma- 
ceutical manufacturers  who  can  step  up  production 
to  astronomical  figures. 
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BLOOD  FOR  THE  R RAVE 


Fighting  men  are  losing  blood!  . . . blood  which  must  be 
replaced  by  mothers  and  schoolgirls,  merchants  and  laborers, 
the  office  boy  and  the  business  executive.  Fighting  men  are 
getting  blood  — thousands  of  units  collected  by  the  Red  Cross 
in  a united  effort  for  United  Nations. 

In  the  Lilly  laboratories  men  and  women  in  fleece-lined 
clothing  work  in  low-temperature  rooms  where  blood,  gen- 
erously donated,  is  reduced  to  plasma,  frozen,  and  dried. 
Plasma  is  processed  by  Eli  Lilly  and  Company,  without  profit, 
for  exclusive  use  by  the  armed  forces. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana,  u.  s.  a. 
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ON  THE  THRESHOLD  OF  ANOTHER  YEAR  OF  WAR 


Henry  E.  Sigeris 


The  Author.  Professor  of  the  History  of  Medicine, 
The  Johns  Hopkins  University 


This  war  has  a different  character  from  other 
wars,  it  is  not  merely  a clash  between  com- 
peting imperialisms.  There  are  enough  imperialistic 
1 elements  involved,  to  be  sure,  but  basically  it  is  a 
revolutionary  war,  a gigantic  war  of  liberation,  of 
the  oppressed  nations  and  the  oppressed  groups 
within  nations. 

In  the  last  war  the  delineation  was  clear:  Germans 
were  Germans,  Italians  Italians  and  Frenchmen 
Frenchmen.  Today  the  Germans  are  nazis  and  anti- 
nazis,  the  Italians  are  fascists  and  anti-fascists  and  the 
(confusion  is  indescribable  in  France  where  a rotten 
bourgeoisie  is  destroying  itself.  In  the  Allied  Nations 
there  are  many  who  wish  for  the  preservation  of 
the  status  quo,  the  very  condition  that  led  to  the 
present  catastrophe,  while  others  want  a new  world 
to  emerge  on  the  ruins  of  the  old.  It  would  be  a great 
mistake  to  consider  this  war  an  unpleasant  inter- 
ruption of  our  normal  life.  The  world  of  tomorrow 
will  by  necessity  be  different  from  that  of  yester- 
day, and  what  we  thought  was  our  “normal  life’ 
will  never  come  back  again. 

Wherever  we  look  we  find  that  in  every  field 
technology  has  outrun  sociology.  We  have  the 
scientific  knowledge  that  would  enable  us  to  pro- 
duce all  the  food  that  the  inhabitants  of  the  globe 
could  possibly  consume  and  yet  there  are  still 
famines  in  the  world,  and  it  is  no  exaggeration  to 
state  that  more  than  one-half  of  the  population  of 
the  earth  suffer  from  malnutrition.  With  the  techni- 
cal knowledge  and  skills  we  possess,  we  could  pro- 
duce all  the  commodities  that  people  could  possibly 
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want  to  use,  and  yet  the  majority  of  mankind  still 
lives  in  dire  poverty.  We  have  the  medical  knowl- 
edge needed  to  wipe  out  many  diseases,  but  we  still 
have  them  among  us.  We  have  built  means  of  trans- 
portation that  overbridge  the  continents,  but  not  the 
apparatus  that  ensures  peaceful  cooperation  between 
nations. 

Science  progressed  more  rapidly  than  social  or- 
ganization, and  things  were  bound  to  come  to  a 
breaking  point.  We  did  nothing  to  prevent  this  war. 
We  saw  the  forces  of  destruction  arise  and  become 
stronger  every  day,  but  we  closed  our  eyes  and 
failed  to  see  that  once  war  started  anywhere,  it 
would  by  necessity  spread  like  wildfire. 

I think  we  should  count  with  a lono-  duration  of 
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the  war  if  for  no  other  reason  than  that  it  is  global. 
A war  that  is  affecting  every  country  and  in  which 
such  deep  social  and  economic  issues  are  involved 
cannot  end  suddenly.  There  will  be  armistices,  to  be 
sure,  perhaps  in  a not  too  distant  future,  but  from 
them  to  world  peace  there  will  still  be  a very  long 
way.  Fhe  German  war  machine  may  collapse  some 
day  as  suddenly  as  it  did  in  1918,  but  the  liquidation 
of  nazism  will  take  more  time. 

If  the  war  is  to  last  long,  we  must  adjust  ourselves 
to  it  as  we  adjusted  ourselves  to  a long  period  of 
economic  depression.  We  must  make  decisions  now 
and  not  postpone  them,  because  “after  the  war”  may 
be  many  years  from  now  and  it  may  then  be  too 
late.  We  must  not  drop  our  cultural  activities.  In  a 
total  war  they  are  a potential  also  and  we  may  find 
it  difficult  to  resume  them  later.  Shostakovich’s 
Seventh  Symphony  was  a great  Russian  victory  too. 
At  a moment  when  we  are  cancelling  all  scientific 
conventions,  the  Russians,  hard-pressed  as  they  are, 
had  time  to  hold  large  and  impressive  meetings  in 
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commemoration  of  the  tercentenary  of  the  birth  of 
Isaac  Newton,  not  only  in  Moscow  but  in  Kazan, 
Sverdlovsk,  Tashkent  and  other  places.  And  the 
Chinese  have  demonstrated  to  the  world  how  cul- 
tural activities  must  be  carried  on  even  under  most 
devastating  conditions. 

Now  that  so  many  of  us  are  in  the  armed  forces, 
those  of  us  who  are  left  behind  must  work  twice  as 
hard  as  before,  must  give  up  every  thought  of  com- 
fort and  readily  accept  living  on  a rapidly  decreasing 
standard  that  will  not  rise  so  soon  again.  There  will 
be  many  casualties  on  the  home  front  too  because 
the  human  heart  can  stand  only  a certain  amount  of 
stress,  but  the  readiness  to  sacrifice  one’s  life  for  a 
just  cause  is  not  a privilege  of  the  young  people 
alone. 

While  the  destructive  aspects  of  the  war  are  ob- 
viously in  the  foreground,  it  nevertheless  creates 
immediate  opportunities  that  should  not  be  neg- 
lected. 

We  have  today  one  and  a half  million  American 
troops  in  foreign  lands  with  many  more  to  follow, 
mostly  young  people  who  have  never  been  abroad 
and  would  probably  never  have  had  a chance  to  see 
a foreign  country.  This  obviously  presents  an  edu- 
cational opportunity  such  as  we  have  never  had 
before. 

In  Great  Britain  and  Ireland  many  American 
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soldiers  will  find  the  country  of  their  ancestors.  In 
New  Zealand  and  Australia  they  will  come  in  touch 
with  some  of  the  socially  most  advanced  nations  in 
the  world.  In  China  they  will  participate  in  the 
heroic  struggle  of  a highly  cultured  people  against 
foreign  invasion  and  will  witness  the  birthpains  of  a 
new  China.  In  India  they  will  see  a country  at  a 
decisive  moment  of  its  history  while  it  is  striving 
for  independence.  North  Africa  will  permit  them  a 
glimpse  into  the  colorful  world  of  Islam,  and  soon 
they  may  find  themselves  in  Greece  and  Italy. 

This  contact  with  foreign  countries  cannot  but 
be  a stirring  experience  which  must  broaden  their 
horizon.  It  will  make  them  appreciate  their  home 
country  the  more  and  will  also  make  them  under- 
stand it  the  better.  From  all  these  foreign  lands 
people  came  to  America  and  the  result  of  their  co- 
operative efforts  was  the  United  States  of  today. 
The  great  benefit  we  derive  from  traveling  abroad 
is  not  only  that  we  come  in  touch  with  different 
people  and  institutions,  but  also  that  we  learn  to 
see  our  own  country  with  different  eves. 

The  American  soldier  abroad  will  see  how  differ- 


ent people  are  in  color,  language,  and  customs  but 
he  will  also  find  that  they  are  basically  the  same! 
everywhere  sharing  the  same  hopes  and  aspirations 
He  will  perhaps  conclude  that  there  is  no  reason  why 
under  a proper  social  organization  the  different  race^ 
of  mankind  should  not  live  as  peacefully  together  in 
the  world  as  they  do  in  the  United  States. 

It  is  obvious  that  the  soldiers  abroad  will  need 
some  help  and  guidance  to  understand  and  evaluate 
the  seemingly  strange  worlds  in  which  they  find 
themselves  transplanted,  and  I do  not  know  whethei 
the  educational  work  is  as  well  organized  in  the 
American  army  as  it  is  in  the  British  and  in  the. 
Russian  armies,  but  there  can  be  no  doubt  that  the 
opportunity  is  unique. 

In  civilian  life  it  is  left  to  the  individual  to  find 
his  place  in  society.  He  may  find  the  job  for  which 
he  is  best  fitted  or  he  may  not.  The  army,  requiring 
maximum  efficiency,  must  have  the  right  man  at  the 
right  place.  Aptitude  tests  are  being  made  on 
millions  of  people  who  then  are  assigned  to  the  task 
for  which  they  are  best  equipped.  And  if  they  do 
not  possess  the  training  required  for  the  job,  they 
are  given  it.  I he  economic  mechanism  which  undei 
normal  conditions  makes  a rational  selection  so  diffi- 
cult does  not  operate  in  the  army  which  is  basically 
a socialized  community. 

I hus  many  young  men  receive  training,  learn 
techniques  and  acquire  knowledge  and  skills  that! 
they  would  not  have  had  without  the  war.  But  more 
than  this:  the  entire  nation,  military  and  civilian, 
men,  women,  adolescents,  working  under  great 
strain,  raise  their  qualification  considerably.  This  is 
a great  gain  to  the  country,  and  we  must  see  to  it  that 
it  is  not  lost  after  the  war  and  that  the  forces  are 
fully  utilized  for  the  work  of  reconstruction. 

I o women,  this  war  will  be  one  more  step  toward 
their  emancipation.  I he  last  war  already  improved' 
their  status  but  by  no  means  enough.  There  was  still 
much  discrimination  against  them,  when  married' 
teachers  were  dismissed,  women  workers  were  paid 
lower  wages  than  men  doing  equal  work,  when 
women  were  refused  internships  in  many  hospitals 
or  their  admission  to  medical  schools  was  limited 
arbitrarily,  when  facilities  were  refused  to  them 
that  would  permit  them  to  be  both  workers  and' 
mothers.  Even  now  we  do  not  make  full  use  of  the 
woman  power  of  the  country,  and  magazines  take 
great  pains  in  picturing  their  part  in  the  war  effort 
in  the  musical  comedy  style  which  is  an  insult  tc. 
their  honest  and  serious  endeavor. 
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The  part  of  women,  however,  has  already  been  so 
Treat,  in  the  armed  forces,  civilian  defense  services, 
n the  professions,  in  factory  and  farm,  office  and 
store,  that  it  will  be  difficult  after  the  war  to  deny 
hem  aptitudes  which  they  have  so  plainly  demon- 
strated to  possess. 

On  the  threshold  of  a new  year  of  war,  we  expect 
'elentless  work  and  hardships  for  all,  suffering  and 
death  for  many.  But  with  the  certitude  of  ultimate 
victory  we  combine  the  hope  that  the  sacrifices  will 


not  be  in  vain.  We  know  that  history  moves  slowly. 
We  are  impatient  because  the  span  of  human  life  is 
so  short.  But  as  physicians,  we  know  that  there  are 
the  pains  of  death  and  the  pains  of  birth,  and  we 
hope  that  the  great  suffering  that  the  world  is  ex- 
periencing today  will  prove  to  be  the  end  of  all  that 
was  rotten  and  foul  in  our  social  organization  and 
the  beginning  of  a better  world,  with  more  justice 
and  more  responsibility,  more  freedom  and  more 
discipline,  more  happiness  and  more  love. 
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npHE  purpose  of  any  specialty  in  medicine  or  sur- 
■*-  gery  is  to  allow  individuals  to  develop  special 
knowledge  and  techniques  in  a particular  field.  In 
turn,  it  is  the  function  of  the  specialty  to  clarify  the 
knowledge  which  is  developed  and  disseminate  it  to 
those  who  are  concerned  with  the  general  care  of 
patients,  be  they  general  practitioners,  internists  or 
pediatricians.  Many  so-called  orthopedic  abnormal- 
ities exist  in  the  newborn,  and  specific  observations 
should  be  made  in  the  various  areas  at  the  baby’s  first 
examination.  1 should  like  to  emphasize  throughout 
that  so-called  orthopedic  observations  should  be  a 
part  of  the  physical  examination  of  a child  at  any 
age. 

1 have  chosen  to  discuss  the  orthopedic  problems 
in  the  child’s  first  two  years  and,  in  fact,  only  certain 
of  these. 

THE  NECK 

In  the  neck,  so-called  “congenital  torticollis”  from 
contracture  of  the  sternomastoid  muscle  on  one  side 
is  a common  abnormality.  In  the  infant,  the  only 
finding  may  be  a palpable  mass  in  the  distal  portion 
of  the  muscle.  This  is  soon  associated  with  shorten- 


ing and  contracture  of  the  muscle,  which  gives  a 
fixed  deformity  of  “Wry  Neck,”  in  which  the  head 
is  rotated  away  from  the  side  of  the  involved  muscle 
and  tilted  toward  the  side  of  the  involved  muscle 
(Figure  1).  The  motions  of  the  head  opposed  by 
the  contracted  muscle  are  limited.  The  deformed 
position,  constantly  maintained,  results  in  asymmetry 
of  the  face  and  head. 

It  is  the  usual  opinion  that  operative  lengthening 
of  the  contracted  muscle  is  the  only  treatment,  and 
this  is  true  unless  the  condition  is  recognized  at  an 
early  age  and  appropriate  measures  are  taken.  We 
have  found  that  if  the  torticollis  is  recognized  early 
and  the  head  is  manipulated  frequently  out  of  the 


Figure  1 . Congenital  torticollis.  Contracted  sterno- 
mastoid muscle  with  head  tilted  to  the  right  and  chin 
rotated  to  the  left.  Some  asymmetry  of  face. 


Presented  at  the  Connecticut  Clinical  Congress  September  30,  1942. 
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deformed  position  into  an  overcorrected  one,  opera- 
tion is  often  avoided.  In  practice,  the  mother  is 
shown  how  to  perform  the  manipulations,  which 
are  carried  out  at  each  feeding  time.  It  is  helpful, 
too,  to  arrange  the  crib  in  such  a direction  that  all 
activities  are  on  the  side  which  will  cause  the  child 
to  look  in  the  direction  opposite  the  deformity. 
Various  methods  may  be  used  during  the  child’s 
sleeping  periods  to  hold  the  head  out  of  the  extreme 
position  which  it  tends  to  occupy. 

Conservative  measures  are  only  successful  if  they 
are  started  in  early  infancy.  Often  the  condition  is 
not  recognized  until  the  child  is  three  or  four  years 
of  age,  or  even  much  older.  Operation  is  very  suc- 
cessful, and  unless  the  child  is  quite  old,  the  asym- 
metry of  the  face  decreases  to  a minimal  factor  after 
operation. 

Painless  torticollis  may  be  due  to  other  conditions 
such  as  a hemivertebrae  or  other  congenital  anoma- 
lies of  the  spine.  On  occasion,  the  infant  tends  to 
maintain  a torticollis  position  with  secondary  flat- 
tening of  the  head  on  the  side  on  which  it  lies,  and 
contra-lateral  flattening  of  the  face,  all  without 
evident  cause.  Apparently  this  is  dependent  upon  a 
positional  habit  factor.  In  such  instances  there  is  no 
contraction  of  the  muscle  and  full  passive  motion 
exists.  All  other  causes  of  torticollis  should  be  dis- 
proven  before  such  a diagnosis  is  made. 

It  should  be  appreciated  that  a torticollis  or  “acute 
wry  neck,”  associated  with  muscle  spasm  and  pain, 
may  arise  from  various  causes  including  inflamma- 
tory lesions  such  as  cervical  adenitis  and  tubercu- 
losis  of  the  spine,  as  well  as  from  subluxation  or  dis- 
location of  the  cervical  spine,  the  latter  often  with 
little  or  no  history  of  trauma.  Roentgenograms  of 
the  cervical  spine  are  often  helpful  in  making  diag- 
nostic decisions. 

UPPER  EXTREMITY 

The  normal  young  infant  lies  with  its  elbows 
flexed.  If  it  does  not,  that  of  itself  suggests  abnor- 
mality and,  particularly,  obstetrical  paralysis.  Ob- 
stetrical paralysis  or  brachial  palsy,  which  arises 
incident  to  birth,  is  much  more  common  than  it 
should  be,  and  likewise  it  is  unrecognized  for  a con- 
siderable period  much  more  often  than  it  should  be. 
Obstetrical  parlysis  has  been  called  “obstetrician’s 
paralysis,”  and  that  is  most  unfair,  for  it  may  occur 
in  a spontaneous  delivery.  Nevertheless,  most  ob- 
stetrical paralysis  may  be  avoided.  The  mechanism 
of  production  is  a tear  of  the  brachial  plexus  which 
is  occasioned  by  a forceful  distraction  between  the 


Figure  2.  Obstetrical  Paralysis  of  the  left  upper  ex- 
tremity. The  arm  is  adducted  and  internallv  rotated, 
the  elbow  extended,  the  forearm  pronated,  and  the 
wrist  in  volar  flexion. 

head  and  the  arm,  particularly  when  such  distrac- 
tion is  associated  wTith  rotation  of  the  head.  The  tear 
and  the  obstetrical  paralysis  may  be  of  varying  de- 
grees from  a complete  paralysis  of  the  arm— the 
“whole  arm  type,”  a tear  of  the  upper  nerves  of 
the  brachial  plexus— the  “upper  arm  type,”  or  a 
paralysis  of  the  forearm  only— the  “lower  arm  type.” 
The  most  common  by  far  is  the  upper  arm  type  in 
which  the  baby’s  arm  is  held  adducted  and  internally 
rotated  at  the  shoulder  with  the  elbow  straight,  the 
forearm  pronated  (Figure  2.) 

Definite  weakness  may  be  noted  in  those  muscles 
which  would  normally  oppose  the  attitude  of  de- 
formity; that  of  the  deltoid  and  biceps  brachii  is 
most  easily  recognized. 

The  treatment  should  be  started  as  soon  as  the 
condition  is  appreciated  and  at  the  beginning  con- 
sists of  maintaining  the  arm  in  abduction  and  exter- 
nal rotation  at  the  shoulder  with  the  elbow  flexed; 
that  is,  in  a position  exactly  opposite  to  that  of  the 
deformity.  At  first  this  may  be  done  by  merely 
pinning  the  sleeve  in  this  position,  but  a light  alumi- 
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num  splint  should  soon  be  constructed  to  hold  the 
arm,  as  this  allows  the  care  of  the  baby  to  follow  a 
more  normal  pattern  (Figue  3).  The  maintenance 
iof  position  should  be  accompanied  by  exercises 
which  prevent  the  stiffness  of  fixation  and  allow  the 
stimulation  of  muscular  action.  Ordinarily  within 
a few  weeks,  definite  improvement  may  be  noted, 
and  in  many  instances  the  recovery  may  be  almost 
[complete.  If  after  some  months,  the  muscle  power 
does  not  return,  exploration  of  the  brachial  plexus 
may  be  made,  but  as  a general  rule,  it  is  not  par- 
ticularly helpful.  The  prognosis,  except  in  the  com- 
plete whole  arm  type,  is  amazingly  good.  Tragic 
indeed  is  it  to  see  a whole  arm  type  of  obstetrical 
paralysis  which  shows  no  recovery.  It  occurs  often 
enough  to  emphasize  its  prevention. 

Birth  fractures  of  the  upper  extremities,  particu- 
larly of  the  humerus  and  clavicle  are  not  uncommon, 
(and  in  the  new-born,  muscle  spasm  of  the  type  seen 
in  older  children  may  be  minimal  and  preliminary 
impressions  may  suggest  a flail  type  of  paralysis. 


THE  SPINE  AND  TRUNK 

Observations  of  the  young  infant’s  spine  and 
trunk  are  primarily  concerned  with  the  detection  of 


Figure  3.  Obstetrical  Paralysis.  Arm  held  in  light 
splint  in  a position  opposite  to  that  of  the  deformity. 


Figure  4.  Postural  scoliosis  of  infancy.  The  infant 
maintains  a left  total  curve,  head  tilted  to  right,  with 
pelvis  high  on  the  right.  This  condition  may  mimic 
congenital  torticollis,  hemivertebrae  or,  though 
giving  an  apparent  short  let  on  the  side  of  the  high 
pelvis,  congenital  dislocation  of  the  hip. 

congenital  anomalies  such  as  congenital  scoliosis 
with  hemivertebra,  spina  bifida  with  or  without 
meningocele,  funnel  chest,  pigeon  chest.  All  of  these 
are  commonly  recognized,  but  not  infrequently  we 
see  a scoliosis  in  an  infant  independent  of  congenital 
anomaly  in  which  there  is  a constantly  maintained 
lateral  deviation  of  the  spine,  the  pelvis  high  on  one 
side  with  an  apparent  shortening  of  the  leg,  and 
frequently  a torticollis-like  deformity  of  the  neck 
(Figure  4).  This  is  often  due  to  a habit  position 
which  we  believe  starts  in  utero,  although  it  must  be 
established  that  there  is  no  congenital  abnormality 
that  gives  rise  to  such  a condition,  and  that  there  is 
no  asymmetry  in  muscle  power.  It  is  our  opinion 
that  such  a condition  may  take  care  of  itself  per- 
fectly well,  but  we  believe  that  manipulations  of  the 
back  by  the  mother  into  the  opposite  position  are 
desirable,  as  well  as  attention  to  the  child’s  position 
in  the  crib. 

Tuberculosis  of  the  spine  will  not  be  discussed. 
It  may  occur  in  the  older  infant,  although  in  recent 


C ()  N NECTICU  1 STATE  MED1CA  L J O U R N A L 


230 

vears  it  is  seen  quite  rarely  in  this  geographic 
region. 

LOWER  EXTREMITY 

The  normal  infant  at  birth  is  born  with  a flexion 
deformity  of  the  hips  which  on  the  average  is  about 
200.  A similar  flexion  deformity  is  present  in  the 
knees.  The  feet  show  limited  plantar  flexion  and  a 
dorsiflexion  so  free  that  frequently  with  a little 
tension  the  dorsum  of  the  foot  may  go  up  against 
the  front  of  the  tibia.  If  these  findings  are  not  appre- 
ciated as  normal,  particularly  in  the  foot,  certain 
mistaken  impressions  may  arise.  For  example,  on 
occasion  a perfectly  normal  foot  may  be  thought  to 
be  a calcaneo-valgus  club  foot.  (If  this  position  is 
exaggerated  and  the  baby’s  foot  tends  to  stay  in  a 
position  of  dorsiflexion  with  marked  limitation  of 
plantar  flexion,  a calcaneovalgus  type  of  club  foot 
is  present.)  It  should  further  be  appreciated  that 
after  birth,  the  amount  of  dorsiflexion  rapidly  de- 
creases so  at  the  age  of  twelve  months,  the  average 
child  has  a passive  dorsiflexion  with  the  knee  straight 
of  only  30°. 

TALIPES  EQUINOVARUS 

The  most  common  type  of  club  foot  is  the 
equinovarus  tvpe  (Figure  5).  The  deformity  is  a 
combination  of  equinus  (plantar  flexion)  and  varus, 
which  is  a combination  of  inversion  at  the  heel  and 
adduction  of  the  forefoot.  It  can  not  be  corrected 
bv  gentle  pressure. 

The  treatment  of  club  foot,  particularly  the 
equinovarus  tvpe,  must  begin  as  soon  after  birth 
as  possible.  I make  the  statement  to  students  by  wav 
of  emphasis  that.  “Treatment  of  club  foot  in  a 
breech  presentation  should  start  earlier  than  in  an 
occipital  one.”  In  some  fashion  which  T cannot 
understand,  there  has  arisen  a tradition  that  the 
treatment  of  club  foot  should  be  deferred  for  some 
time.  As  a matter  of  fact,  active  treatment  during 
the  first  two  weeks  contributes  more  toward  correc- 
tion than  months  of  treatment  afterwards. 

Of  what  does  the  earlv  treatment  consist? 
Manipulation  out  of  the  deformed  position  into  the 
correct  one.  This  must  be  done  carefully,  firmlv, 
and  without  trauma.  These  manipulations  should  be 
done  at  each  feeding  time,  and  at  least  five  minutes 
should  be  spent  on  the  foot  on  each  occasion.  The 
nurse  and  the  mother  should  be  instructed  in  the 
technique  until  it  is  carried  out  in  dependable 
fashion.  After  the  first  dav  it  is  our  practice  to  applv 
an  adhesive  strapping  holding  the  foot  in  as  much 


correction  as  possible,  and  yet  allowing  further 
correction  into  an  improved  position  (Figure  6). 
This  strapping  is  replaced  every  few  davs.  The  first 
manipulations  emphasize  the  correction  of  the  varus 
and  adduction,  but  as  soon  as  these  elements  can  be 
corrected  to  neutral,  the  foot  should  be  manipu- 
lated into  dorsiflexion  as  well. 


Figure  5.  Talipes  equinovarus.  Illustrated  elements  of 
deformity;  plantar  flexion,  inversion  of  os  calcis,  and 
adduction  of  the  forefoot. 


Figure  6.  Talipes  equinovaris.  Foot  is  held  out  of 
extreme  position  of  deformity  by  adhesive  strapping 
during  period  of  manipulation. 
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In  the  ordinary  club  foot,  a great  part  of  the  cor- 
rection can  be  obtained  by  the  end  of  the  first  week, 
although  further  correction  and  the  maintenance  of 
the  position  require  a long  period.  Recurrence  of 
the  deformity  is  common  unless  proper  therapy  is 
carried  out  for  an  adequate  period,  and  in  fact  the 
foot  can  not  be  said  to  be  corrected  until  the  child 
has  walked  for  some  time  without  a return  of  any 
the  elements  of  the  deformity. 

The  treatment  of  club  foot  during  this  stage  will 
not  be  discussed.  In  recent  cases  in  our  clinic,  it  has 
been  found  that  the  Dennis  Brown  splint  is  helpful 
in  treatment,  although  alternate  techniques,  well 
carried  out,  arc  equally  successful. 

Remember— the  prognosis  in  club  foot  is  depend- 
ent in  large  part  upon  the  time  thorough  treatment 
is  started.  It  must  be  started  early. 

CONGENITAL  DISLOCATION  OF  THE  HIE 

Congenital  dislocation  of  the  hip,  unlike  club  foot, 
is  difficult  to  recognize  in  early  infancy  and  yet  the 
prognosis  depends  largely  upon  the  time  at  which 
treatment  is  started.  Too  often  the  dislocation  is 
noted  only  after  the  child  has  started  to  walk,  for 
at  that  time  the  diagnosis  is  quite  easily  made.  If 
congenital  dislocation  of  the  hip  is  treated  in  the 
early  months  of  life,  the  prognosis  is  almost  uni- 
formly excellent.  The  older  the  child  at  the  time 
of  reduction,  the  worse  is  the  prognosis. 

The  hips  of  every  infant  should  be  examined  for 
a possible  dislocation,  and  since  the  incidence  of 
congenital  dislocation  is  much  higher  in  females, 
they  should  come  under  particular  scrutiny. 

What  would  lead  one  to  suspect  a congenital  dis- 
I location  of  the  hip  in  an  infant?  How  many  it  be 
recognized?  In  instances  of  unilateral  disease,  the 
extremity  may  appear  shorter  and  there  is  frequently 
an  asymmetry  of  the  transverse  skin  lines  of  the 
thigh  (Figure  7).  The  extremities  may  tend  to  be 
held  in  asymmetric  attitudes.  In  those  in  which  the 
condition  is  bilateral,  wideness  of  the  perineum  and 
shortness  of  the  thighs  may  be  noted. 

How  may  the  diagnosis  be  established?  Normally 
the  head  of  the  femur  may  be  palpated  in  the 
acetabulum  beneath  the  femoral  artery  as  the  leg  is 
rotated.  If  there  is  a defect  in  this  area,  and  the  head 
can  not  be  palpated,  dislocation  may  be  suspected. 
Other  signs  suggesting  dislocation  include  the  find- 
ing that  the  top  of  the  trochanter  is  above  Nelaton’s 
Line  (the  trochanter  is  above  a line  drawn  from  the 
anterosuperior  spine  of  the  ilium  to  the  ischial 


Figure  7.  Congenital  disclocation  of  left  hip.  Note 
asymmetry  of  skin  lines  and  shortness  of  extremity. 


tuberosity).  Piston  mobility  may  be  elicited;  this  is 
determined  by  placing  a hand  over  the  hip  in  such 
fashion  that  one  finger  is  against  the  trochanter  and 
the  other  against  the  ilium.  The  other  hand  grasps 
the  extremity  at  the  knee  and  by  alternate  push  and 
pull  motion  it  may  be  determined  whether  preter- 
natural motion  exists  between  the  femur  and  ilium. 

If  any  of  these  signs  suggest  abnormality,  an  x-ray 
should  be  taken.  Even  this  requires  careful  evalua- 
tion since  the  center  of  ossification  of  the  head  of 
the  femur  is  not  present  in  the  young  infant.  Obli- 
quity of  the  acetabular  roof,  irregularity  of  Shen- 
ton’s  line,  and  lateral  and  upward  displacement  of 
the  ossified  portions  of  the  upper  end  of  the  femur 
all  suggest  dislocation.  A transverse  line  drawn  so 
as  to  intersect  the  ischial  juncture  of  the  acetabula 
is  of  assistance  in  interpreting  upward  displacement 
(Figure  8).  If  in  the  first  roentgenograms  the  diag- 
nosis can  not  be  corroborated  and  it  is  still  suspected, 
roentgenograms  should  be  repeated  at  a later  date 
when  the  ossification  center  is  present.  In  the  young 
infant  with  dislocation,  there  may  be  little  upward 
displacement  of  the  head  of  the  femur  since  this 
occurs  at  a later  period  and  the  physical  signs  may 
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Figure  8-A.  Congenital  dislocation  of  left  hip  in  an 
infant  three  months  of  age.  Note  the  oblique  acetabu- 
lum and  the  irregularity  of  Shenton’s  line  (the  line 
formed  by  the  inferior  margin  of  the  superior  ramus 
of  the  pubis  and  the  inferior  margin  of  the  neck  of 
the  femur)  as  well  as  the  upward  and  lateral  displace- 
ment of  the  upper  femur. 

8-B.  Same  child  29  months  after  closed  reduction  of 
dislocation.  Hip  entirely  normal  to  physical  exam- 
ination and  in  roentgen  appearance. 

be  difficult  to  recognize.  When  in  doubt,  a roent- 
genogram should  be  obtained  and  one  should  not 
be  chagrined  if  many  “negative  x-rays”  are  taken. 
After  the  child  with  a dislocation  of  the  hip  starts 
to  walk,  the  waddling  gait  in  bilateral  cases  and  the 
lurching  gait  of  unilateral  cases  is  typical,  but  to 
recognize  the  condition  at  this  time  is  much  too 
late. 

The  treatment  in  the  young  infant  consists  of 
early  closed  reduction.  Some  use  abduction  appara- 
tus of  various  types  such  as  the  Putti  pillow.  We 
prefer  closed  reduction  under  anesthesia  with  im- 
mobilization in  a plaster  splint. 

The  treatment  in  older  infants  and  in  children 
under  four  years  of  age  is  likewise  that  of  closed 
reduction  under  anesthesia,  provided  the  hip  can 
be  gently  placed  in  position.  Otherwise  an  open 
reduction  should  be  performed.  In  any  instance,  in 
older  children  the  result  is  never  as  good  as  in  young 
infants. 

DELAYED  MOTOR  ACTIVITY 

There  is  a great  variability  in  the  normal  evolu- 
tion of  the  various  phases  of  motor  activity  of  the 
developing  child;  the  amount  of  activity  shortly 
after  birth,  the  time  at  which  the  baby  holds  its  head 
up,  sits  up,  crawls  and  stands.  The  child  should  be 
allowed  to  develop  in  its  own  fashion.  Attempting 
to  stimulate  it,  propping  it  up  in  the  sitting  position 
before  it  can  sit  up,  holding  the  child  up  before  it 
can  pull  itself  up,  can  do  positive  harm;  it  does  no 
good. 


If  the  motor  activity  deviates  markedly  from  the 
normal  pattern  and  particularly  if  it  is  greatly  de- 
layed, varoius  possibilities  arise.  It  must  first  be  con- 
sidered in  any  such  variation  that  certain  children 
without  abnormality  evolve  in  very  slow  fashion 
In  many  instances,  this  slowness  is  familial.  Delay 
does  not  mean  abnormality,  but  it  does  demand  that 
possible  abnormalities  be  considered.  Under  these 
conditions  the  abnormal  features  should  be  analyzed. 
Is  there  real  muscle  weakness?  If  there  is,  is  it  gen- 
eral or  local?  Is  there  flaccidity?  Is  there  spasticity? 
Is  there  athetosis  or  ataxia?  Are  there  deformities? 
Is  the  child  mentally  alert?  Certain  possibilties  that 
might  occur  in  such  a child  may  be  mentioned: 
amyotonia  congenita;  one  of  the  neural  atrophies  or 
muscular  dystrophies;  and  particularly  cerebral 
palsy. 

Cerebral  palsy,  either  incident  to  birth  injury, 
intracranial  hemorrhage,  or  from  other  causes  may 
or  may  not  show  spasticity.  If  it  is  extra-pyramidal 
in  type,  ataxia,  incoordination,  athetosis  and  factors 
of  flaccidity  may  be  present.  Even  in  cerebral  injury 
of  the  spastic  type,  the  infant  immediately  after  birth 
is  likely  to  show  no  evidence  of  such  spasticity,  and 
in  fact  may  have  a flaccid  or  hypotonic  appearance. 
In  an  infant  which  does  not  react  normally  after 
birth,  the  possibility  of  intracranial  injury  is  a con- 
sideration. Any  evidence  of  increased  intracranial 
pressure  should  be  observed.  A spinal  puncture 
should  be  carried  out  if  it  is  in  any  way  indicated, 
and  a diagnostic  aspiration  for  a possible  subdural 
hematoma  may  be  desirable,  as  pointed  out  by  In- 
graham.rj  Cerebral  palsy  is  particularly  common 
either  in  premature  infants  or  after  a difficult  labor. 
In  the  review  of  the  patients  with  cerebral  paralysis 
on  our  service  at  the  Children’s  Hospital,  27%  were 
premature  infants;  38%  were  after  a difficult  labor.1 

STANDING 

The  standing  attitude  and  gait  of  the  child  should 
be  analyzed,  including  the  contour  and  attitudes  of 
the  legs  and  trunk;  the  muscular  function,  coordina- 
tion and  symmetry  of  the  extremities  in  walking;  all 
with  a full  consideration  of  possible  abnormalities. 
Normally  a child  when  it  first  gets  on  its  feet  stands 
with  a wide  base  and  its  trunk  definitely  forward. 
Rapidly  the  child  develops  secondary  curves  which 
give  it  the  balance  that  is  characteristic  of  older 
individuals.  The  judgment  of  posture,  as  far  as  the 
trunk  is  concerned,  is  difficult  in  individuals  under 
two  years  of  age;  and  since  it  is  more  important 
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after  this  time,  we  shall  make  little  comment  about 
it.  In  a longitudinal  study  of  posture  at  the  Harvard 
School  of  Public  Health,  we  have  found  that  on 
using  the  ordinary  standards  for  judging  posture,  a 
child  was  much  more  likely  to  be  given  a better 
postural  grade  at  two  years  than  later.  It  is  sufficient 
to  say  that  posture  in  the  pre-school  child,  the 

I school  child,  and  the  adolescent  is  a gradually 
evolving  characteristic,  and  an  appreciation  of  the 
changes  at  various  ages  is  necessary  to  judge  posture 
and  body  mechanics. 

I FEET 

Certain  children  use  their  legs  in  very  asymmetri- 
cal fashion  when  they  start  to  walk,  without  par- 
ticular significance.  It  is  often  of  considerable  con- 
cern, and  various  possible  etiologic  factors  should 
j be  considered.  If  no  reason  is  found  for  the  gait,  it  is 
helpful  to  realize  that  such  asymmetry  frequently 
associated  with  an  unusual  crawling  or  hitching 
i habit  may  be  present.  Ordinarily  asymmetrical  gaits 
of  this  type  persists  for  only  a few  weeks. 

The  feet  of  all  children  are  somewhat  pronated 
when  they  first  stand.  However,  they  rapidly  swing 
about  so  that  after  they  have  been  walking  a few 
I months,  there  is  a minimal  amount  of  pronation.  In 
Figure  9 may  be  seen  the  normal  standing  attitude 
of  the  child  during  this  period,  as  well  as  a child 
with  very  weak  pronated  feet.  If  a child  has  weak 
feet,  with  very  relaxed  ligaments,  the  feet  should 
be  the  subject  of  attention  from  the  start.  If  the 
t pronation  is  mild  to  moderate,  they  may  be  observed 

I for  a period  to  see  whether  they  improve. 

What  rules  should  be  followed  regarding  shoes? 
Shoes  prior  to  weight  bearing  are  only  to  cover  the 
feet.  They  should  be  loose  and  flexible,  of  moccasin 
type.  If  the  child  has  strong  feet,  as  determined  by 
his  weight  bearing  when  he  starts  to  stand,  he  still 
may  have  a flexible  shoe.  However,  if  the  feet  are 
not  unusually  strong,  the  shoes  should  have  a firm 
leather  sole.  If  pronation  is  definite,  a little  inside 
wedge  to  the  heel  of  perhaps  % inch  is  desirable.  If 
the  pronation  is  marked,  accessory  support  should 
be  given  by  an  adjustable  felt  leather  flexible  pad 
inside  the  shoe.  It  is  our  feeling  that  high  shoes,  not 
oxfords,  are  somewhat  preferable  for  children  up  to 
about  three  years  of  age.  Oxfords  are  recommended 
by  some  on  the  basis  that  high  shoes  give  too  much 
support  and  inhibit  the  development  of  the  muscula- 
ture of  the  foot.  We  do  not  believe  that  this  argu- 
ment is  valid.  The  heel  of  the  young  child  is  rela- 


Figure  9-A.  Normal  strong  feet  in  baby  of  14  months. 
9-B.  Weak  pronated  feet  in  child  of  similar  age. 
Even  at  this  age  these  feet  need  attention. 


tively  small  and  poorly  developed  and  an  oxford 
does  not  grip  the  foot  well.  The  child  is  apt  to  take 
them  off.  If  the  foot  needs  accessory  support  during 
its  growth,  the  high  shoe  takes  the  correction  better. 
The  shoes  should  grip  the  heels  well  and  give  plenty 
of  forefoot  room.  They  must  have  adequate  length. 
The  mother  should  be  taught  how  to  check  the 
length  of  shoes. 

In  general,  we  feel  that  if  a child  with  pronated 
weak  feet  can  be  made  to  walk  in  a better  fashion 
over  the  years,  the  feet  become  stronger.  Attention 
to  this  principle  does  more  good  than  exercises  or 
in  fact  anything  else. 

DING  TOE  OR  PIGEON  TOE 

If  an  infant  walks  with  a ding-toed  (pigeon-toed) 
gait,  the  cause  should  be  determined.  Such  a gait  is 
usually  associated  with  pronation;  the  child  walks  in 
the  ding-toed  position  as  a protective  mechanism.  If 
it  is  determined  that  the  ding-toe  is  associated  with 
pronation,  the  treatment  is  that  of  the  pronation, 
even  if  the  in-toeing  is  temporarily  increased. 

On  occasion,  in-toeing  is  associated  with  a meta- 
tarsal varus,  really  a mild  degree  of  club  foot.  In 
such  instances  the  foot  is  not  pronated,  and  it  tends 
to  stay  in  the  adducted  position  even  at  rest.  This 
condition  may  be  recognized  in  earliest  infancy  and 
is  associated  with  excessive  mobility  of  the  large  toe 
in  adduction. 

If  it  is  marked,  the  treatment  consists  of  regular 
manipulations  by  the  mother,  together  with  the 
part-time  use  of  a bivalved  plaster  splint  holding  the 
foot  in  the  corrected  position.  In  instances  of  in- 
toeing,  other  than  that  associated  with  pronation,  a 
wedge  to  the  outer  side  of  the  sole  is  useful. 
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CONNECT 

KNOCK  KNEE  AND  BOW  LEGS 

Bow  legs  of  severe  degree  ordinarily  arise  from 
rickets,  although  they  may  occur  from  disturbed 
epiphyseal  growth  such  as  in  so-called  tibia-vara. 
In  the  less  severe  type,  a hereditary  factor  may  be 
present. 

1 would  particularly  like  to  emphasize  that  the 
fact  that  an  infant  has  had  an  adequate  anti-rachitic 
regime  for  the  ordinary  child  does  not  rule  out  the 
possibility  of  rickets  in  the  particular  child.  Children 
show  considerable  variation  in  the  amount  of  vita- 
min D which  is  necessary  to  prevent  rickets.  Dr. 
Allan  Butler  and  I have  been  following  several 
children  who  require  tremendous  amounts  of  vita- 
min D to  control  their  rickets— 50,000  to  150,000 
units  per  day.  If  a child  has  bow  legs,  other  evi- 
dences of  rickets  should  be  sought.  Roentgenograms 
of  the  extremities  are  most  helpful  in  determining 
the  etiologic  factor  in  the  bow  legs,  whether  rachitic 
or  non-rachitic.  If  there  is  any  suggestion  of  rickets, 
the  calcium,  phosphorus  and  phosphatase  of  the 
blood  should  be  determined. 

It  is  not  within  our  province  at  this  time  to  discuss 
the  therapy  of  bow  legs  except  to  state  that  opera- 
tive intervention  is  rarely  indicated  under  two  years 
of  age.  If  the  etiologic  factor  is  removed,  bow  legs 
tend  to  straighten  with  growth.  Well  supervised 
daily  manipulations  may  be  helpful. 

Knock  knees  are  often  familial  and  frequently 
associated  with  pronated  feet,  generalized  laxity  of 
ligaments,  and  overweight.  Various  factors  may 
enter  into  the  more  severe  type,  including  rickets. 
The  single  most  helpful  therapeutic  measure  is  based 
on  the  principle  that  walking  with  the  feet  in  the 
pronated  externally  rotated  position  increases  knock 
knee;  likewise,  correcting  the  pronation  and  in  fact 
causing  the  child  to  walk  in  the  ding-toed  position 
tends  to  correct  knock  knee  as  growth  occurs. 

THE  SICK  CHILD 

One  is  so  accustomed  to  find  that  an  acute  illness 
of  an  infant  arises  from  the  respiratory,  genito- 
urinary and  gastro-intestinal  systems  that  often 
other  possibilities  are  not  considered.  The  infant  has 
the  great  disadvantage  that  it  can  not  tell  us  where 
the  difficulty  is  located.  Certainly  a brief  evaluation 
of  the  skeletal  system  should  be  a part  of  the  diag- 
nostic examination  of  any  sick  child.  Often,  for 
example,  carrying  the  extremities  through  a full 
range  of  passive  motion  and  palpating  them  may  be 
the  difference  between  a wrong  and  right  diagnosis. 
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ANTERIOR  POLIOMYELITIS 

It  is  of  interest  that  in  a recent  review  of  the  cases 
of  anterior  poliomyelitis  entering  the  Clinic  of  the 
Harvard  Infantile  Paralysis  Commission,  it  was 
found  that  56%  of  those  who  had  the  disease  under 
two  years  of  age  were  not  reported  during  the  acute 
illness.  At  later  ages,  only  15%  were  unreported.  It 
would  seem  from  this  evidence  and  from  direct 
observation  that  it  is  common  for  anterior  polio- 
myelitis in  infancy  to  go  unrecognized  until  the 
child  starts  to  walk. 

Anterior  poliomyelitis  is  as  frequent  in  infancy  as 
at  other  ages  in  childhood.  12%  of  the  cases  in  our 
Clinic  between  1918  and  1941  had  the  onset  of  the 
disease  under  two  years  of  age.  In  our  cases,  the 
incidence  of  the  disease  was  greater  between  the 
ages  of  two  and  three  years  than  for  any  other 
single  year. 

The  diagnosis  of  anterior  poliomyelitis  is  much 
more  difficult  in  infants.  The  fact  that  the  child  is 
not  walking  and  talking  is  a major  factor,  but  in 
addition  the  physical  findings  are  much  more  likely 
to  be  less  definite  at  this  age.  Often  the  specificity 
of  the  acute  illness  is  not  suggested  and  occasionally 
the  illness  is  so  mild  that  it  is  unrecognized  by  the 
parents.  In  the  ordinary  instance,  a mild  febrile  ill- 
ness in  which  the  gastro-intestinal  symptoms  pre- 
dominate is  the  rule.  Frequently  such  a diagnosis  as 
“summer  flu”  or  “gastro-enteritis”  is  made.  If  the 
posibility  of  infantile  paralysis  is  appreciated,  and 
certainly  this  should  be  considered  in  the  summer 
and  fall  months,  the  physical  findings  are  ordinarily 
quite  definite.  The  presence  of  the  evidences  of 
meningeal  irritation  and  muscle  spasm,  particularly 
in  the  posterior  neck  muscles,  the  muscles  of  the 
back,  and  the  hamstrings,  along  with  muscle  tender- 
ness to  palpation  are  suggestive. 

The  physical  examination  of  any  child  with  an 
acute  illness  should  include  passive  flexion  of  the 
head  to  see  if  there  is  spasm  in  the  posterior  neck 
muscles,  and  straight  leg  raising  much  after  the 
technique  of  a Kernig  test  to  see  if  there  is  hamstring 
spasm.  Ordinarily  muscle  weakness  is  not  present  in 
significant  amount  until  toward  the  end  of  the 
febrile  stage,  but  observations  should  be  made  re- 
garding muscle  function.  An  evaluation  of  muscle 
action  may  be  made  by  observation  and  tests  even 
in  the  youngest  infant.  If  anterior  poliomyelitis  is  in 
question,  a spinal  puncture  should  be  performed. 

If  an  epidemic  of  poliomyelitis  is  present,  we  gen- 
erally are  more  aware  of  the  possibility  of  the 
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disease,  and  the  diagnosis  is  much  more  likely  to  be 
made.  It  is  in  non-epidemic  periods  that  cases  are 
missed. 

We  should  mention  that  flaccid  paralysis  similar 
in  many  features  to  that  seen  as  a residuum  of 
anterior  poliomyelitis  may  occur  from  such  things 
as  lead  poisoning,  Guillaine-Barre  neuronitis,  and  in 
the  lower  extremities  in  association  with  spina  bifida 
with  or  without  recognizable  meningocele. 

OSTEOMYELITIS 

At  the  Children’s  Hospital  we  have  over  the  years 
seen  as  many  cases  of  osteomyelitis  in  children  under 
two  years  of  age  as  in  children  between  the  ages  of 
two  and  twelve  years.  In  the  last  few  years,  how- 
ever, fewer  cases  in  infancy  have  been  admitted 
than  in  the  period  prior  to  the  use  of  chemotherapy. 
This  may  be  due  to  the  fact  that  with  the  use  of 
chemotherapy  for  various  acute  infections,  there 
are  fewer  metastases  of  the  infection  to  bone;  or  it 
may  be  that  with  the  use  of  chemotherapy,  fewer 
cases  are  referred  to  our  Hospital. 

In  infancy,  the  disease  is  more  likely  to  be  due  to 
streptococcus  than  to  staphylococcus.  In  our  series, 
66%  are  due  to  streptococcus  whereas  in  older 
children  over  90%  are  due  to  staphylococcus.  Since 
the  disease  frequently  follows  a respiratory  infec- 
tion and  may  be  concomitant  with  it,  it  may  not 
be  recognized  due  to  the  fact  that  all  temperature 
reactions  and  the  acute  illness  are  ascribed  to  the 
primary  respiratory  infection.  It  is  well  then  to 
appreciate  the  frequency  of  acute  osteomyelitis  in 
infants  and  to  examine  the  extremities  and  other 
portions  of  the  skeleton  in  order  to  rule  out  such  a 
possibility. 

The  ordinary  findings  in  an  infant  are  those  of  an 
acute  febrile  illness  with  pain  and  tenderness  fol- 
lowed by  swelling  in  the  involved  part,  usually 
associated  with  an  elevated  white  blood  count.  The 
swelling  is  more  diffuse  in  infants  than  in  those 
older,  so  that  with  an  osteomyelitis  involving  one 
of  the  metaphyses  in  the  lower  extremity,  the  whole 
extremity  may  be  quite  swollen.  The  localization  of 
tenderness  at  the  metaphysis  with  the  other  findings 
should  suggest  the  correct  diagnosis.  Roentgeno- 
grams in  the  early  stages  do  not  show  the  lesion  in 
the  bone,  but  are  often  helpful  by  demonstrating 
the  type  and  localization  of  the  swelling  in  the  soft 
tissues. 

We  found  some  years  ago,  before  the  advent  of 
the  sulfonamide  drugs,  that  the  principle  of  treat- 


ment of  osteomyelitis  in  children  under  two  years 
of  age  varied  from  that  of  older  children.2-3  We 
found  that  by  postponing  the  operative  procedure 
until  localization  occurred,  immobilizing  the  part 
with  poulticing,  and  by  giving  general  supportative 
measures,  the  child’s  condition  could  be  improved 
and  a very  simple  type  of  operative  procedure, 
usually  a drainage  of  a soft  tissue  abscess  or  on  occa- 
sion a small  window  in  the  bone  would  suffice.  The 
wound  at  operation  was  packed  with  vaseline  gauze 
and  the  part  immobilized  in  plaster.  This  was  fol- 
lowed by  infrequent  dressings.  The  children  under 
such  a regime  did  very  much  better;  they  healed 
rapidly  and  were  able  to  reform  their  bones  without 
evidence  of  a residual  lesion.  Sequestration,  per- 
sistent drainage,  and  recurrence  rarely  occurred 
(Figure  10). 

On  occasion,  it  was  found  that  no  operation  was 
necessary.  This  does  not  indicate  that  the  problem 
was  not  primarily  surgical  but,  as  the  child  was 
observed,  it  was  found  that  operation  could  be 
avoided  in  certain  instances.  By  adopting  these 
principles,  we  were  able  to  reduce  the  mortality  at 
the  Children’s  Hospital  from  between  50%  and  60% 
in  the  earlier  cases  to  less  than  7%  in  the  three  years 
prior  to  our  report.  We  may  reiterate  that  all  of  this 
was  prior  to  the  introduction  of  chemotherapy  of 
the  type  now  in  use. 

Chemotherapy  has  assisted  greatly  in  the  care  of 
these  patients  and  should  be  instituted  from  the  start. 
Where  the  organism  producing  the  disease  is  other 


Figure  10-A.  Roentgenogram  showing  osteomyelitis 
(Staphylococcus  Aureus)  of  both  femora  in  infant 
one  month  of  age. 

10-B.  Roentgenogram  of  same  child  21  months  later. 
Sulfathiazole  by  mouth  for  short  period  during  acute 
phase.  Surgical  drainage  of  abscess  on  left  without 
entering  bone.  No  operation  on  right.  Roentgeno- 
gram shows  complete  healing  on  left;  small 
epiphyseal  defect,  right;  clinically  excellent. 
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than  staphylococcus,  the  effect  of  an  appropriate 
drug  of  the  sulfonamide  group  is  dramatic;  in  cases 
in  which  the  organism  is  staphyloccus,  the  action  is 
less  striking  but  very  helpful.  With  the  use  of  these 
agents,  in  practice  sulfadiazine  and  sulfathiazole, 
operation  may  be  avoided  more  often  than  before 
their  use,  but  it  is  our  belief  that  the  principles 
previously  enunciated  still  apply.  Osteomyelitis  is 
still  a surgical  disease;  it  should  be  observed  and 
treated  with  this  fact  firmly  in  mind,  granting  that 
operation  may  be  avoided  in  many  instances. 

SEPTIC  JOINTS  (PYOGENIC  ARTHRITIS) 

Infection  of  joints  of  the  hematogenus  type  due 
to  one  of  the  ordinary  pyogenic  organisms— strepto- 
coccus, staphylococcus,  and  pneumococcus  par- 
ticularly—is  more  common  in  infancy  than  at  any 
other  age.  The  hip  and  knee  are  the  two  joints  most 
commonly  involved.  The  symptoms  are  very  similar 
to  those  seen  in  osteomyelitis.4  The  presence  of 
fluid  in  the  joint  with  marked  sensitivity,  muscle 
spasm  and  swelling  is  typical.  If  there  is  fluid  in  the 
joint  and  the  diagnosis  is  in  doubt,  the  joint  should 
be  aspirated  carefully,  making  sure  that  the  cartilage 
is  not  injured  by  the  needle.  If  organisms  are  demon- 
strated on  smear,  the  diagnosis  is  established,  but  if 
the  fluid  is  not  particularly  purulent  and  organisms 
are  not  demonstrated  by  smear,  it  is  well  to  await  the 
result  of  culture  of  the  fluid. 

The  treatment  is  surgical  drainage  of  the  joint. 
Chemotherapy  should  be  started  as  soon  as  the 
patient  is  seen,  and  the  part  should  be  immobilized 
by  traction  if  it  is  a joint  that  allows  traction,  or  by 
a splint.  In  general,  the  joint  should  be  drained  as 
soon  as  the  diagnosis  is  made  provided  the  patient 
is  in  the  best  possible  state.  If  the  patient’s  condition 
is  not  ideal,  either  due  to  an  associated  respiratory 
infection  or  from  dehydration  or  other  causes,  the 


operation  should  be  postponed  until  a more  pro- 
pitious moment.  If  the  capsule  of  the  joint  is  severely 
distended  and  drainage  can  not  be  carried  out  for 
one  reason  or  another,  the  distention  should  be 
decreased  by  aspiration  of  the  excess  fluid.  All  in 
all,  drainage  should  be  done  early. 

Following  operation,  the  post-operative  care  is  a 
combination  of  immobilization  plus  periods  of  gentle 
motion.  In  practice,  on  the  major  joints  this  is 
accomplished  by  counterpoised  traction.  The  trac- 
tion and  the  associated  splints  immobilize  the  part 
and  the  counterpoised  arrangement  allows  gentle 
motion  to  be  started  under  guided  direction. 

On  occasion,  operation  may  be  avoided  in  septic 
arthritis,  if  chemotherapy  is  used,  but  we  do  not 
advise  it.  We  have  seen  several  tragedies  when 
dependence  has  been  placed  on  chemotherapy 
alone.  Chemotherapy  is  most  helpful,  but  it  should 
be  used  as  an  adjunct,  not  as  a solution  of  the 
problem. 

SUMMARY 

So-called  orthopedic  observations  should  be  a part 
of  the  physical  examination  of  an  infant,  whether 
sick  or  well. 
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THE  USE  OF  SULFONAMIDE  COMPOUNDS  IN  DERMATOLOGY 
Bertram  Shaffer, 


As  in  other  fields  of  medical  practice  sulfonamide 
■ compounds  have  greatly  modified  the  treatment 
and  improved  the  prognosis  of  many  skin  diseases. 
By  their  actions  they  have  aided  also  in  altering 
some  of  our  concepts  of  the  role  that  bacteria  play 
in  these  eruptions. 

It  was  natural  that  oral  rather  than  local  therapy 
was  used  first  on  many  dermatoses1-  3’4  since  this 
was  the  form  employed  when,  prontosil,  the  original 
sulfonamide  drug  was  introduced.5  Later,  however, 
it  was  demonstrated  that  the  sulfonamides  act  effec- 
tively when  placed  in  direct  contact  with  susceptible 
microorganisms  in  the  pathologic  tissues  of  wounds 
and  local  infections.6,7  As  a result  these  drugs  were 
incorporated  in  various  vehicles  and  applied  locally 
in  many  dermatoses.  Although  a group  of  eruptions 
exist  in  which  systemic  administration  is  indicated, 
it  is  in  the  form  of  local  therapy  that  these  drugs 
attain  their  greatest  value  and  are  most  safely  em- 
ployed8’9’10,11’12 in  dermatology. 

While  isolated  reports  have  appeared  on  the  use 
of  many  types  of  sulfonamide  compounds  only 
sulfanilamide  and  sulfathiazole  have  been  extensively 
studied  and  to  date  these  two  preparations  are  the 
drugs  of  choice  in  the  treatment  of  many  bacterial 
dermatoses.  Generally  speaking,  sulfathiazole  can 
be  effectively  used  in  all  dermatologic  cases  where 
sulfonamides  are  indicated  except  where  a definite 
streptococcic  etiology  is  known  or  where  its  pre- 
vious use  has  resulted  in  failure.  In  the  latter  two 
situations  sulfanilamide  is  usually  more  effectively 
employed. 

THE  ACTION  OF  THE  SULFONAMIDES  ON  BACTERIA  AND 
IMMUNITY 

In  the  present  concept  of  the  method  by  which 
these  drugs  operate  the  susceptible  bacteria  are  the 
sole  agents  affected.14  1 hese  drugs  act  only  by  de- 
pressing the  metabolism  and  the  rate  of  growth  of 
these  microorganisms.  Apparently  they  mediate  this 
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systems  of  the  bacterial  cell  in  which  the  drug  is 
thought  to  displace  certain  essential  factors  as,  for 
instance,  paraaminobenzoic  acid. 

It  is  obvious  that  the  sulfonamide  must  come  into 
intimate  contact  with  the  bacteria  in  an  effective 
concentration  and  to  be  absorbed  by  them  in  order 
for  this  inhibitory  effect  to  occur.  Certain  substances 
such  as  peptone,  extract  of  various  tissues  (liver, 
kidney  and  muscle),  the  enzymatic  hydrolasate  of 
casein,  and  certain  bacterial  products15  tend  to 
inhibit  the  action  of  the  sulfonamide  either  by  in- 
hibiting directly  the  action  of  the  drug  or  by  their 
growth  stimulative  properties  on  the  bacteria  con- 
cerned. I he  presence,  therefore,  of  the  products  of 
tissue  or  bacterial  disintegration,  collections  of  pus 
or  exudate  and  impermeable  tissue  barriers  tend  to 
interference  greatly  with  the  effective  use  of  these 
preparations. 

The  sulfonamides  have  no  effect,  whatsoever,  on 
the  immunologic  mechanism  of  the  host.  T hey  play 
their  role  only  by  depressing  bacterial  activity  until 
such  time  as  the  immunity  of  the  subject  can  ade- 
quately cope  with  the  situation.  Disregarding  this 
principle  frequently  results  in  failure  and  relapse 
when  the  administration  of  the  drug  is  stopped. 
Collections  of  pus  must  be  drained,  foci  of  dis- 
semination of  bacteria  must  be  removed,  allergic- 
reactivity  to  bacteria  must  be  treated  by  suitable 
desensitizing  measures,  and  general  immunologic 
activity  must  be  stimulated  by  appropriate  systemic 
means  if  the  full  worth  of  these  drugs  is  to  be 
realized.  These  principles  are  especially  apropos  in 
dermatologic  situations  and  will  be  more  specifically 
emphasized  later. 

THE  INDICATIONS  FOR  LOCAL  OR  ORAL  THERAPY 

A great  many  dermatologic  conditions  where 
sulfonamide  therapy  is  indicated  can  be  treated  by 
local  medication.  This  method  of  treatment  is 
favored  whenever  possible. 

The  advantages  of  local  therapy  are  great.  The 


effect  through  interference  with  certain  enzyme 

From  the  Department  of  Dermatology  and  Sy philology.  Hospital  of  the  University  of  Pennsylvania , Dr.  John  H.  Stokes, 
Director 

Presented  at  the  Connecticut  Clinical  Congress  October  t,  1942 


238 


CONNECTICUT  STATE  MEDICAL  JOURNA 


action  of  the  drug  is  largely  confined  to  the  patho- 
logic sites;  its  local  concentration  is  much  greater 
than  can  be  attained  by  medication  systemically 
administered;  the  danger  of  systemic  reactions  is 
almost  completely  eliminated;  treatment  is  greatly 
simplified  in  that  the  usual  laboratory  and  clinical 
precautions  generally  employed  with  the  oral  use 
of  these  drugs  can  be  eliminated;  and,  lastly,  the 
effectiveness  of  the  medication  can  be  judged  within 
a period  of  one  to  three  days  because  if  local  medi- 
cation will  work  at  all  it  will  demonstrate  its  action 
within  that  time.  Local  therapy,  moreover,  prevents 
spread  of  the  lesions  by  auto-inoculation  and  it  also 
depresses  the  general  bacterial  flora  of  the  skin16 
thereby  preventing  so-called  normal  or  saprophytic 
bacteria  from  gaining  pathogenicity  as  they  fre- 
quently do  in  patients  with  eczematoid  or  allergic 
eruptions. 

Disadvantages  to  local  therapy  are  not  numerous. 
Very  rarely  contact  dermatitis  may  develop.  I have 
seen  several  such  examples  and  a number  of  such 
cases  have  been  reported.9’17 

Local  therapy  will  not  be  effective  unless  a 
thorough  “clean-up”  of  the  local  dermatoses  is  pos- 
sible. All  crusts,  exudate  and  debris  must  be  softened 
and  removed  and  all  vesicles,  bullae  and  pustules 
must  be  opened  and  drained.  Naturally,  deep-seated 
processes  such  as  furuncles,  carbuncles,  erysipelas 
and  cellulitis  will  not  at  all  be  affected  directly  by 
local  medication.  What  little  of  the  drug  is  absorbed 
through  the  epidermis  is  carried  away  immediately 
by  the  blood  stream  via  the  superficial  capillaries. 

Local  medication  is  of  especial  value  in  superficial 
bacterial  dermatoses  such  as  impetigo,  infections 
eczematoid  dermatitis,  dermatitis  repens,  infectious 
intertrigoes  and  superficial  folliculitis.  In  the  case  of 
certain  deep-seated  bacterial  conditions  such  as  fur- 
uncles, carbuncles,  hidradenitis  suppurativa  and 
deep  folliculitis  which  are  apt  to  spread  by  auto- 
inoculation these  drugs  are  employed  locally,  not 
to  cure  the  lesions  already  present,  but  to  prevent 
new  ones  from  developing. 

Oral  therapy  with  the  sulfonamides  is  favored 
only  where  local  treatment  is  inadequate.  Deep- 
seated  lesions  such  as  carbuncles,  deep  folliculitis 
and  erysipelas  fall  into  this  category.  Certain  so- 
called  “toxic”  eruptions  ranging  from  toxic  ervthcma 
through  erythema  multiforme,  erythema  nodosum, 
disseminate  lupus  erythematosus  and  pemphigus 
have  been  reported  effectively  treated  with  this 
drug.  The  treatment  of  lymphogranuloma  venereum 


and  chancroid  with  these  preparations  will  also  b| 
discussed  later.  There  are  times  when  local  treat: 
ment  fails  and  systemic  therapy  is  effective.  Sue; 
conditions  are  unpredictable  but  form  another  ir 
dication  for  the  oral  use  of  the  sulfonamides. 

VARIOUS  VEHICLES  USED  IN  LOCAL  SULFONAMIDE 
THERAPY 

Sulfanilamide  and  sulfathiazole  are  relatively  in 
soluble.  Sodium  sulfathiazole  is  very  much  mor 

J 

soluble  but  unfortunately  is  strongly  alkaline  in  re 
action.  It  is,  therefore,  theoretically  contraindicate] 
because  of  its  neutralizing  effect  on  the  protectiv 
acid  mantle18  of  the  epidermis  especially  in  alka ; 
sensitive  dermatoses.  The  sulfonamide  must  dissolv 
in  the  tissue  fluids  in  order  to  come  into  intimat, 
contact  with  and  to  be  asorbed  by  the  bacteria.  Fo 
that  reason  an  aqueous  solution  or  suspension  o 
the  sulfonamide  is  theoretically  the  vehicle  bes 
suited  for  its  local  application. 

In  actual  practice,  however,  lotions  containin' 
the  sulfonamides  tend  to  dry  up  and,  like  powder;  j 
have  an  astringent  action  on  the  lesions  resulting  ii 
interference  with  drainage,  hardening  of  crusts  ami 
exudate,  and  definitely  interfering  with  the  remov2 
of  surface  debris,  the  latter  an  imperative  procedure 
for  successful  local  sulfonamide  therapy. 

The  sulfonamides,  therefore,  have  found  thei 
most  successful  use  in  ointments  and  ointment-typ 
bases.  Different  types  which  have  been  tried  ar 
grouped  as  follows:  11>6’13’17>19 

1.  True  ointments  containing  petrolatum,  miners 
oil,  benzoinated  lard  and  waxes. 

2.  Petrolatum  modified  by  the  addition  of  certaii 
substances  giving  it  the  quality  of  taking  up  wate 
in  a stable  emulsion.  This  is  a so-called  water  in  oi 
emulsion,  i.e.  oil  is  the  external  phase.  These  prepara 
tions  include  such  substances  as  lecithin,  esthers  am 
alcohols  of  cholesterol,  fatty  acid  esthers  of  dietha 
nolamine,  and  cod-liver  oil. 

3.  Oil  in  water  emulsions.  These  are  cream-likj 
preparations  containing  an  emulsifying  agent  (sue! 
as  sodium  lauryl  sulphate),  a wax,  and  glycerine  o 
a fatty  substance  in  water. 

4.  Vanishing  cream  bases.  Essentially  alkaline  sus 
pensions  of  stearic  acid  crystals  to  which  small  pro 
portions  of  glycerine,  lanolin  or  waxes  are  addec 

5.  Aqueous  colloidal  type  bases  consisting  of  som 
mucilaginous  or  gummy  substances  such  as  pectir 
tragacanth,  karaya  gum  or  bentonite  in  water. 

The  sulfonamides  have  been  shown  culturalb 
and  clinically  to  be  active  in  all  the  types  of  oint 
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lent  bases  listed  above.  However,  vanishing  cream 
nd  gummy  colloidal  bases  tend  to  dry  up  rapidly 
laving  a flaky  residue  and  have  much  the  same 
ventual  effect  locally  as  powders  or  lotions.  Fur- 
lermore,  they  sometimes  cause  local  irritation. 

True  ointment  bases  are  not  as  effective,  either 
ixperimentally  or  culturally,  as  water  in  oil  or  oil 
i water  emulsion-type  bases  presumably  because 
lie  sulfonamide  is  not  released  as  readily  as  it  is 
jjrom  emulsion-type  bases  for  mixture  with  the  tissue 

Iuids. 

Examples  of  the  two  types  of  emulsion  bases  are 


sted  below: 

OIL  IN  WATER  GMS. 

x1 1 *Sod.  lauryl  sulphate  i.o 

Stearyl  alcohol  io.o 

Cetyl  alcohol  3.0 

Spermaceti  10.0 

Glycerine  10.0 

Water  61.0 

x';  Oleic  acid  1.4 

Triethanolamine  0.35 

Cetyl  alcohol  1.4 

Beeswax  1.4 

Water  65.0 

WATER  IN  OIL  GMS. 

x Water  1 2 

**6%  esthers  and  alcohols  of  cholesterol 
in  aliphatic  hydrocarbons  in 
petrolatum  88 

xis  Cod  liver  oil  8.75 

Cone,  cod  liver  oil  0.15 

Hydrous  wool  fat  5.00 

Petrolatum  qs 35.00 


: Although  the  sulfonamides  have  been  used  in  oint- 
lent  bases  in  a concentration  as  high  as  30%  it  is 
robable  that  a maximum  effect  can  be  obtained 
ith  a concentration  of  5%.11’12,13’17  Until  further 
ddenee  is  forthcoming  there  appears  to  be  no 
j-ason  for  using  higher  concentrations  of  these 

0 rugs  in  ointment  bases. 

IE  TOXIC  REACTIONS  TO  THE  SULFONAMIDES 

1 I will  make  no  attempt  to  go  into  this  phase  of  the 
5 ibject  extensively  except  to  point  out  certain 

[■attires  not  too  well  emphasized  in  the  literature, 
j,  The  untoward  effect  of  local  sulfonamide  therapy 
is  already  been  mentioned.  This  takes  the  form  of 

IkVhen  sulfathiazole  5%  is  added  = Pragmasol  (S.K.F.) 
lit  Aquaphor— Duke  Laboratories 
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a contact-type  dermatitis  frequently  associated  with 
widespread  vesicular  lesions;  or  it  may  appear  as  an 
apparent  exacerbation  of  the  disease  process  itself. 
This  is  frequently  the  case  in  eczematous  conditions 
primarily  associated  with  allergic  reactivity  to  other 
substances.  In  conditions  of  this  type,  although 
patch  tests  may  be  negative,  oral  administration  of 
the  drug  may  result  in  reactivation  of  the  sensitiza- 
tion reaction.17  I have  seen  several  cases  of  this 
nature. 

The  toxic  effects  of  these  drugs  from  oral  admin- 
istration are  frequent,  dramatic,  often  serious  and 
sometimes  fatal.  You  are,  undoubtedly,  familiar  with 
these  systemic  effects  so  that  I will  deal  only  with 
some  of  the  dermatologic  aspects  of  these  reactions. 
The  dermatologic  manifestations  are  among  the 
most  common.  The  essential  features  of  this  type  of 
reaction  include  a syndrome  consisting  of  chills  and 
fever,  a rash,  and  sometimes  stomatitis  and  con- 
junctivitis.20’21'4 It  is  characterized  by  an  incubation 
period  usually  of  7-10  days  following  the  initial 
administration  of  the  drug.  Rarely  this  may  vary 
from  4-14  days  and  in  very  exceptional  cases  the 
reaction  may  begin  over  a period  of  1-30  days.  Once 
sensitization  has  been  induced,  however,  readminis- 
tration of  the  drug  may  cause,  within  a few  hours 
only,  reappearance  of  the  syndrome. 

The  clinical  features  of  the  process  may  mimic 
any  type  of  toxic  eruption.  The  most  common  types 
are  scarlitiniform  or  morbilliform  toxic  erythemas. 
However,  erythema  multiforme,  erythema  nodosum, 
exfoliative  dermatitis,  urticaria,  purpura,  vesicular, 
pemphigoid,  eczematoid,  pustular  and  furunculoid 
eruptions,  as  well  as  so-called  “fixed”  eruptions,  have 
been  described. 

Stomatitis  and  conjunctivitis  may  occur  with  or 
without  the  generalized  eruption. 

Sensitivity  to  one  of  the  sulfonamides  frequently 
ushers  in  group  sensitivity  so  that  attempts  to  use 
other  members  of  this  family  following  an  initial 
sensitization  reaction  must  be  approached  with  the 
greatest  caution  and  only  when  the  indications  are 
unusually  strong. 

It  has  been  shown  that  ]A,  of  patients  treated  with 
the  sulfonamide  drugs  by  oral  administration  be- 
come sensitized.22  It  is  evident  that  if  these  drugs 
are  used  indiscriminately  in  cases  of  minor  illness 
and  when  the  indications  are  questionable  that  a 
large  segment  of  the  population  will  become  sensi- 
tized. This  means  that  when  a subsequent  serious 
illness  develops  in  which  these  drugs  are  of  great 
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value  the  patient  may  be  denied  the  benefit  of  their 
action. 

Unfortunately,  as  in  other  types  of  drug  erup- 
tions, skin  tests  to  determine  sensitization  are  not 
available.  Apparently  this  is  because  the  patient 
becomes  sensitized  not  to  the  drug  itself  but  rather 
to  some  protein  combination  of  the  drug  or  to  one 
of  its  derivaties22  which,  of  course  is  not  available 
for  skin  testing  purposes. 

One  feature  that  should  be  mentioned  in  regard  to 
sulfonamide  sensitivity  is  the  action  of  light  in  pre- 
cipitating or  determining  the  localization  of  the 
eruption.  The  mechanism  of  this  effect  has  not,  as 
yet,  been  definitely  settled.  Apparently  light  acts 
with  the  sulfonamide  simply  as  a secondary  syner- 
gizing  agent  rather  than  producing  a true  photo- 
alergic  effect.23  Light  has  a similar  action  on  the 
conjunctivitis.  The  eye  of  the  patient  closer  to  the 
window  frequently  shows  the  earlier  and  more  pro- 
nounced inflammation. 

Patients  under  treatment  with  these  drugs  natur- 
ally should  receive  no  ultra-violet  therapy.  No  work 
has,  as  yet,  appeared  detailing  the  proportion  of 
patients  rendered  sensitive  to  these  drugs  following 
local  use.  It  is  known,  however,  that  an  incubation 
period  is  required  for  primary  sensitization  as  a 
result  of  local  therapy  just  as  in  the  case  of  oral 
administration.  As  a rule  contact  sensitization  does 
not  develop  before  the  10th  day.  Since  relatively 
little  is  known  about  this  particular  phenomenon  it 
is  well  to  recommend  that  the  drug  be  used  locally 
no  longer  than  one  week.  Within  that  period  of 
time  it  will  have  done  its  job  if  it  is  going  to  work 
at  all. 

CONTRA-INDICATIONS  TO  SULFONAMIDE  THERAPY 

Because  of  their  sensitizing  potentialities  the 
sulfonamides  should  be  used  only  when  positive 
indications  are  present  as  in  the  case  of  a dermatosis 
in  which  susceptible  bacteria  are  known  or  strongly 
suspected  of  playing  an  etiologic  role. 

Oral  therapy  should  not  be  used  when  local  treat- 
ment will  be  effective. 

In  the  cases  of  extensive  eruptions  where  less 
sensitizing  measures  can  be  administered,  these 
should  be  tried  first.  This  is  especially  true  in  young 
children  and  in  eczematoid  eruptions  where  high 
sensitizing  potentials  are  present. 

DERMATOLOGIC  DISEASES  EFFECTIVELY  TREATED  WITH 
THE  SULFONAMIDES 

Most  of  the  eruptions  susceptible  to  the  action  of 


the  sulfonamides  are  due  to  the  streptococcus  or  the 
staphylococcus  or  a combination  of  the  two.  When 
these  organisms  are  the  primary  causes  of  the  erup- 
tions the  response  to  treatment  is  usually  satisfac- 
tory. In  many  eruptions,  however,  these  bacteria 
play  a secondary  role  and  the  effectiveness  of  sul- 
fonamide therapy  is  usually  only  partial  or  tem- 
porary. However,  the  use  of  the  sulfonamides  here 
is  the  first  step  in  getting  the  condition  under  con- 
trol. Very  frequently,  after  the  secondary  eruption 
has  been  improved  by  the  sulfonamides  a proper 
diagnosis  can  then  be  made  of  the  underlying 
primary  dermatosis. 

At  times  it  is  of  importance  to  have  cultures  of ; 
the  lesions  before  beginning  treatment  and  to  repeat 
these  as  treatment  progresses.  A pure  culture  of 
hemolytic  streptococcus  is  an  indication  for  sulfa- 
nilamide while  a culture  of  hemolytic  staphylo- 
coccus or  a mixed  culture  suggests  the  use  of  sulfa- 
thiazole.  Repeated  cultures  may  show  the  disap- 
pearance of  one  organism  and  the  persistence  of  the 
other.  This  may  occasion  a change  of  drug. 

THE  SUPERFICIAL  PRIMARY  PYOGENIC 
DERMATOSES1 .2,3,4,8,9,10,11 ,1 3 

Impetigo  is  the  classic  example  of  a superficial 
pyogenic  infection  and,  as  such,  it  is  also  the  classic 
example  of  the  dramatic  action  of  the  local  use  of 
the  sulfonamides.  Impetigo  may  be  either  strepto- 
coccic or  staphylococcic  in  etiology  and  good  results 
have  been  reported  both  from  the  use  of  sulfanila- 
mide as  well  as  sulfathiazole.  The  latter,  however,  is 
now  conceded  generally  to  be  the  drug  of  choice. 
It  is  effectively  used  in  a concentration  of  5%  in  an 
oil  in  water  or  a water  in  oil  emulsion  base.  The 
average  treatment  time  using  these  preparations  is 
4-5  days  as  compared  to  12-66  days  when  other 
methods  are  used.  Sulfonamides  by  mouth  are  not 
only  unjustifiably  dangerous  but  also  require  a 
greater  treatment  period. 

Special  varieties  of  primary  impetiginous  infec- 
tions such  as  Bockhart’s  follicular  impetigo,  acute 
sycosis  barbae,  infectious  eczematoid  dermatitis  and 
ecthyma  also  respond  satisfactorily  to  local  treat- 
ment. In  the  majority  of  these  cases  the  disease  is 
brought  under  rapid  control. 

Superficial  dermatoses  in  which  pyogens  play  only 
a partial  or  secondary  role  such  as  many  instances  of 
chronic  eczematoid  dermatitis,  and  many  types  of 
infectious  intertrigoes  and  dyshidrotic  eruptions 
(often  clinically  classified  as  dermatophytosis  and 
dermatophytid),  chronic  coccogenous  sycosis,  and 
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secondarily  impetiginized  contact  dermatitis,  herpes 
and  seborrheic  dermatitis  are  often  greatly  benefited 
by  the  initial  exhibition  of  local  sulfathiazole  treat- 
ment. This  should  be  followed  later  by  an  attack 
on  the  more  basic  etiologic  factors.  It  is  in  this  group 
of  cases  that  repeated  relapses  occur  if  a systemic 
approach  to  the  problem  is  not  adopted  when  the 
acute  impetiginous  phase  is  brought  under  control 
by  the  sulfonamide.  Such  factors  as  fungus  infec- 
tions, heat,  moisture,  friction,  contactants,  occupa- 
tional elements,  hyperhidrosis,  vaso-motor  changes, 
stasis,  general  psychogenic  and  allergic  influences, 
dietetic  abnormalities,  decreased  sugar  tolerance  and 
intercurrent  infections  must  be  sought  out  and  re- 
moved whenever  possible.2  These  are  the  types  of 
cases,  moreover,  where  sensitivity  to  local  sulfona- 
mide treatment  is  most  apt  to  develop. 

In  secondarily  infected  dermatitis  of  this  nature 
frank  purulent  discharge  is  seldom  seen  as  a sign  of 
pyogenic  infection.  Yet  pyogens  can  be  recovered 
repeatedly  and  partial  or  often  dramatic  recovery 
will  follow  the  local  use  of  the  sulfonamides,  indi- 
cating the  important  role  that  bacteria  play  in  these 
eruptions.  It  is  probable  that  most  so-called  derma- 
tophytic  flares  are  in  reality  instances  of  acute  pyo- 
genic activity  superimposed  on  a chronic  ringworm 
infection.11 

Deep  seated  pyogenic  lesions  are  best  treated  by 
oral  therapy.  Such  common  conditions  as  furuncles, 
carbuncles  and  hidradenitis  suppurativa  can  usually 
be  handled  by  well  established  measures  as,  for  in- 
stance, hot  compresses,  x-ray  therapy,  vaccine  or 
staphylococcus  toxoid  injections  and  general  sup- 
portive efforts  including  a low  carbohydrate  diet. 
Here,  unless  the  process  is  unusually  active  or  un- 
manageable, the  sulfonamides  are  of  very  little  value. 

In  contrast  to  the  above  conditions,  sulfanilamide 
by  mouth  is  proving  to  be  the  only  effective  means 
of  dealing  with  chronic  hemolytic  streptococcus 
ulcers  of  the  extremities.24  In  the  treatment  of  a 
somewhat  closely  related  entity,  namely,  the  chronic 
undermining  burrowing  ulcer  of  Meleny,  which  is 
due  to  the  microaerophilic  hemolytic  streptococcus, 
it  is  felt  that  sulfanilamide  is  of  value25  but  that 
local  treatment  with  zinc  peroxide  combined  with 
sulfanilamide  may  be  the  treatment  of  choice.26 
The  group  of  diffuse,  deep-seated,  acute  infections 
of  the  skin  and  subcutis  are  eminently  responsive  to 
sulfanilamide  by  mouth.  These  conditions  include 
erysipelas,27-28’29  cellulitis,  erysipeloid,30-31  and  lym- 
phangitis. 


While  older  methods  of  treatment  such  as  hot 
compresses,  ointments,  roentgen  therapy  and  serums 
might  be  used  in  the  milder  manifestations,  sulfa- 
nilamide is  definitely  indicated  when  the  processes 
are  extensive  and  active. 

Among  the  many  preparations  recommended  for 
the  treatment  of  burns  the  sulfonamides  in  the  form 
of  sprays,  lotions  or  ointments  seem  to  be  gaining 
in  importance.32  Their  strict  indications  in  this  con- 
dition to  date  have  not  been  clarified. 

A number  of  reports  have  appeared  in  which  im- 
provement or  cure  has  been  claimed  for  many  so- 
called  “toxic”  eruptions  by  the  internal  administra- 
tion of  the  sulfonamides.  These  include  erythema 
multiforme,1-4  erythema  nodosum,3-4  dermatitis 
herpetiformis,4  pemphigus,1-4-33  disseminate  lupus 
erythematosus,34-35-36  exfoliative  dermatitis  of  the 
newborn  (Ritter’s  Disease)37  and  pyoderma  gan- 
graenosum.38  Here  again  the  indications  for  the  use 
of  these  drugs  are  not  well  defined.  Much  more  ex- 
perience will  be  needed  before  recommendations 
can  be  made  for  general  use  in  these  conditions. 

SULFONAMIDES  IN  THE  TREATMENT  OF  VENEREAL 
DISEASES 

Gonorrhea,  chancroid  and  lymphogranuloma 
venereum  are  all  responsive  to  sulfonamide  therapy. 
Gonorrhea,  not  generally  included  in  dermato- 
logic practice,  will  not  be  discussed  here  but  the 
effectiveness  of  these  drugs  in  the  control  of  this 
disease  is  now  common  knowledge.  Because  syphilis 
is  not  influenced  by  the  sulfonamides,  treatment 
with  the  latter  has  been  suggested  as  a therapeutic 
test  in  complicated  situations  where  genital  lesions 
might  be  due  to  syphilis  and  another  venereal 
disease.39  This  is  probably  a dangerous  and  unre- 
liable criterion  for  general  use  and  should  not  at  all 
displace  the  usual  clinical  and  laboratory  investiga- 
tions necessary  to  clarify  situations  of  this  type. 

Both  sulfanilamide  and  sulfathiazole  produce  satis- 
factory cures  in  most  cases  of  chancroidal  infec- 
tion.39-40-41 Experimental  studies  indicate  that  the 
Ducrey  bacillus  undergoes  the  same  type  of  depres- 
sion of  “biotropic”  activity  as  do  the  pyogens,  and 
patients  receiving  these  drugs  cannot  be  successfully 
inoculated  with  this  organism.42 

Simple  uncomplicated  chancroidal  ulceration 
without  buboes  can  be  effectively  treated  using  the 
drugs  in  a powdered  form  locally.  When  buboes 
are  present  or  when  phagedenic  lesions  have  devel- 
oped oral  therapy  is  indicated.  In  general,  cure  can 
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be  obtained  without  surgical  intervention  but  aspira- 
tion of  the  buboes  is  indicated  when  fluid  is  present 
and  auxiliary  treatment  in  the  form  of  iodoform 
powder  may,  at  times,  be  necessary  in  phagedenic 
lesions  with  inadequate  response.41 

The  prognosis  of  patients  suffering  of  lympho- 
granuloma venereum  has  been  improved  since  the 
advent  of  the  sulfonamides.  Most  members  of  this 
group  are  active  against  the  disease43  but  again 
sulfanilamide  and  sulfathiazole  have  received  the 
greatest  recognition.  The  majority  of  cases  of  the 
inguinal  type  of  this  disease  can  be  cured  by  using 
relatively  large  doses  of  the  drug  over  a period  of 
1-3  months.44-45 

When  later  complications  develop  such  as  proc- 
titis, rectal  stricture  and  esthiomene,  the  treatment, 
while  not  curative,  is  of  great  value  in  partially  con- 
trolling the  symptoms.  Recently  sulfaguanidine46-47 
because  of  its  relative  lack  of  absorbability  from  the 
gastro-intestinal  tract  and  sulfanilamide  enemas48 
have  been  offered  as  supplementary  treatment  in 
cases  of  proctitis  and  rectal  stricture.  Other  authors 
have  stressed  the  superiority  of  sulfonamide  treat- 
ment combined  with  Frei  antigen  intravenously49-50 
or  Antimony  intramuscularly51’52’53  as  giving  supe- 
rior results  in  the  later  stages  of  this  condition. 

SUMMARY 

The  sulfonamides  both  locally  and  orally  are  im- 
portant additions  to  the  dermatotherapeutic  arma- 
mentarium. Their  chief  use  is  confined  to  dermatoses 
in  which  pyogens  are  etiologically  important  and 
also  to  the  venereal  diseases  gonorrhea,  lympho- 
granuloma venereum  and  chancroid. 

Their  use  is  not  without  danger  and  a thorough 
knowledge  of  their  mode  of  action,  indications  and 
toxic  effects  is  desirable. 

They  have  not,  by  any  means,  completely  dis- 
placed other  and  older  methods  of  treatment  but 
must  be  considered  as  important  supplementary  or 
adjunctive  procedures  in  the  total  handling  of  the 
patient’s  problem. 
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There  arc  more  individuals  of  advanced  age 
living  today  than  at  any  previous  time.  In  1S50, 
life  expectancy  in  this  country  was  about  39 
years  for  white  males  and  40  years  for  white  fe- 
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males.1  In  1931,  it  was  59  years  for  white  males 
and  62  years  for  white  females.  This  increase  was 
due  primarily  to  the  decrease  in  infant  mortality. 
Other  factors  prolonging  life  are  the  advances  in 
preventive  medicine,  dietetics  and  medical  and 
surgical  treatment.  Concomitant  with  this  trend  has 
been  the  decrease  in  the  birth  rate.  Both  factors 
are  producing  a shift  in  the  age  composition  of  the 
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population  toward  the  higher  ages.  In  1850,  2.6  per- 
cent of  the  population  were  over  65  years  and  in 
1930  the  number  had  increased  to  5.4  per  cent. 
Today  persons  over  65  constitute  6.8  per  cent  of 
the  population over  eight  million  individuals.2 

In  the  past,  the  aged  patient  frequently  has  been 
denied  the  benefits  of  surgical  procedures  merely 
because  of  his  age.  However,  the  increasing  demand 
of  the  elderly  for  surgical  relief  has  resulted  re- 
cently in  more  and  more  operations  being  per- 
formed. The  advances  are  recorded  by  Brooks,3 
Baily,4  Quigley,5-6  Adorton,7  Rankin,8  and 
others.9’10-11  These  authors  believe  there  is  little 
evidence  to  support  the  popular  belief  that  advanced 
age  is  a contraindication  to  surgery.  The  success 
of  surgery  for  the  aged  has  followed  the  utilization 
of  more  precise  methods  of  diagnosis,  more  careful 
management  of  patients  before  and  after  operation, 
and  improved  operative  and  anesthetic  technics. 

Aging  is  the  normal  appearance  and  progression 
of  the  structural  and  functional  changes  of  involu- 
tion. Its  time  of  onset  varies  with  individuals.  Its 
rate  of  progress  is  influenced  by  heredity,  disease, 
environment,  habit  and  personal  abuse.  In  this  re- 
port, 60  years  of  age  is  chosen,  quite  arbitrarily,  as 
the  time  when  old  age  has  set  in  because  then  defi- 
nite anatomic  and  physiological  alterations  are 
demonstrable  in  all  individuals.12 

'This  study  is  a record  of  the  results  of  280 
anesthesias  administered  to  patients  aged  60  years 
or  over  at  Welfare  Hospital  for  Chronic  Diseases 
in  New  York  City  for  the  years  1939-41.  All  the 
anesthetic  procedures  analyzed  in  this  study  were 
completed  by  residents  in  a teaching  department 
of  anesthesia.  For  convenience,  the  surgical  proce- 
dures are  classified  into  the  following  categories: 
superficial  operations  on  the  neck,  chest  wall,  ab- 
dominal wall  and  perineum;  intra-abdominal  opera- 
tions through  incisions  of  the  upper  and  lower 
abdomen  and  urological  operations. 

Figure  1 shows  the  distribution  of  patients  as  to 
age  and  sex.  There  were  170  males  and  1 10  females. 

Each  patient  is  classified  as  to  his  physical  state, 
which  is  expressed  as  the  evaluation  of  his  preopera- 
tive condition  made  from  the  known  systemic  dis- 
turbances present.  Seven  categories  are  used  as 
originally  defined  bv  the  Committee  on  Records  and 
Statistics  of  the  American  Society  of  Anesthetists, 
Inc.  They  are: 

1.  Individuals  with  no  pathological  condition 


present  or  in  whom  it  is  localized,  not  causing  sys- 
temic disturbances. 

2.  Individuals  with  moderate  but  definite  sys- 
temic disturbance  caused  either  by  the  condition 
that  is  to  be  treated  by  surgical  intervention  or 
that  is  caused  bv  other  existing  pathological  states. 

3.  Individuals  with  severe  systemic  disturbance 
from  any  cause  or  causes. 

4.  Individuals  with  extreme  systemic  disturb- 
ances which  are  a threat  to  life  regardless  of  the 
type  of  treatment. 

5.  Individuals  operated  upon  as  emergencies  that 
would  otherwise  be  graded  as  number  1 or  2. 

6.  Individuals  operated  upon  as  emergencies 
that  would  otherwise  be  graded  as  number  3 or  4. 

7.  Adoribund  individuals. 

Figure  2 shows  the  incidence  of  physical  state. 
Two  hundred  twenty  four  or  87  per  cent  of  the 
patients  had  moderate  to  severe  systemic  disturb- 
ances caused  mainly  by  pathological  conditions 
other  than  those  requiring  surgical  intervention. 
Only  four  individuals  had  none.  The  remaining  had 
disturbances  that  were  a threat  to  life  or  were  mori- 
bund. 

Figure  3 groups  the  cases  according  to  the  dura- 
tion of  anesthesia.  Fifty-six  or  20  per  cent  of  the 
anesthesias  lasted  less  than  one-half  hour;  14  per 
cent  over  two  hours. 

Inhalation  anesthetic  methods  were  used  in  70 
per  cent  of  the  cases  and  regional  methods  in  the 
remaining.  Table  1.  Cyclopropane  was  used  in  73 
per  cent  of  the  inhalation  anesthesias  and  ether  in 
16.8  per  cent.  Vinethene,  nitrous  oxide,  and  sodium 
pentothal  were  used  twenty  times. 

Cyclopropane  was  administered  by  the  to  and 
fro  carbon  dioxide  absorption  technic.  It  was  the 
agent  of  choice  for  inhalation  anesthesia,  especially 
when  lengthy  operative  procedures  were  antici- 
pated or  when  patients  were  severely  ill.  When 
cyclopropane  w-as  contraindicated,  ether  was  used. 
Ether  anesthesia  was  induced  with  nitrous  oxide- 
oxygen  mixtures  using  the  semi-closed  method  and 
maintained  by  the  absorption  technic.  Other  inhala- 
tion or  intravenous  anesthetic  agents  were  used  only 
when  there  was  a special  indication. 

Seventy-one  per  cent  of  the  regional  anesthesias 
were  spinal  and  39  per  cent  either  procaine  infil- 
tration or  nerve  block.  Spinal  anesthesia  was  used 
for  urological  procedures  done  by  transurethral 
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approach  and  for  some  operations  on  the  lower 
extremities.  Nerve  blocking  was  employed  for 
operations  about  the  anus  and  on  the  upper  or 
lower  extremity. 


Figure  i 

Age  and  sex  incidence  of  cases. 


Incidence  of  physical  status. 


Figure  3 

Distribution  of  cases  as  to  duration  of  anesthesia. 


Table  i 

Distribution  of  Cases  for  Anesthetic  Agents 


AGENT 

NUMBER 

% OF  TOTAL 

Cyclopropane  

'43 

49 

Ethyl  Ether  

33 

12 

Vinyl  Ether  

IO 

3 

Nitrous  Oxide  

6 

2 

Sodium  Pentotlval  

4 

I 

Procaine  (Spinal)  

60 

21 

Procaine  (Regional)  

24 

9 

The  postoperative  period  is  considered  to  begin 
at  the  cessation  of  operation  and  to  extend  to  the 
time  of  restoration  of  uncomplicated  convalescence. 
If,  during  this  period  signs  or  symptoms  occur 
which  were  not  present  before  operation,  that  con- 
valescence is  considered  morbid.  The  mortality 
figures  include  those  dying  from  any  cause  during 
this  period. 

Twenty-eight  operations  were  performed  through 
incisions  in  the  upper  adbomen  involving  in  most 
instances  the  gall  bladder  and  bile  ducts,  less  often 
the  stomach  and  occasionally  other  organs.  Fifteen 
cases  developed  mild  to  severe  complications  in  the 
post-operative  period.  Six  died.  Table  2. 

Three  of  the  four  patients  with  respiratory  com- 
plications were  anesthetized  with  ether.  The  patient 
who  died  from  myocardial  failure  had  evidence  of 
heart  disease  preoperatively.  The  other  deaths  may 
be  attributed  to  imponderable  factors  such  as  less- 
ened resistance  to  infection  or  decreased  healing 
power  of  wounds. 

Nineteen  operative  procedures  were  performed 
through  incisions  in  the  lower  abdomen.  Eight  of 
the  patients  died  and  eight  others  developed  minor 
or  major  complications  from  which  they  recov- 
ered. Table  3. 

Four  of  the  patients  who  died  had  intestinal  ob- 
struction of  a severe  grade  which  is  followed  fre- 
quently by  a high  mortality.  Two  patients  died 
from  uremia  and  one  in  shock.  One  death,  aspira- 
tion pneumonia,  is  attributed  to  anesthesia. 

Fifty-two  urological  procedures  were  performed, 
twenty-six  of  these  through  the  urethra  or  peri- 
neum. Thirteen  developed  postoperative  complica- 
tions. Two  died.  Table  4. 

One  death  was  due  to  profuse  hemorrhage  and 
shock,  another  from  uremia  which  was  present 
before  operation.  There  were  three  pulmonary 
complications,  none  fatal,  two  of  these  patients 
were  anesthetized  with  spinal  and  the  third  with 
ether. 
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Table  2 

Complications  and  Deaths  28  Upper  Abdominal  Operations 


Respiratory 

Lobar  pneumonia  ... 
Broncho  pneumonia 
Bronchitis  

Circulatory 

Myocardial  failure  .. 

Coronary  Occlusion 

Shock  

Urinary 

Incontinence  

Miscellaneous 

Nausea— Emesis  

Evisceration  


Peritonitis  

Liver  Abscess  

Hepatic  InsufF 

Wound  Infection 


preoperative 


NUMBER 

SYMPTOMS 

COURSE 

REMARKS 

, 

0 

Recovered 

po  II 

ether 

...  2 

0 

Recovered 

po  V-VI 

ether  2 

0 

Recovered 

cyclopropane 

I 

Died 

po  XL 

cyclopropane 

0 

Recovered 

cyclopropane 

I 

Recovered 

po  IV 

procaine- 

infiltration 

0 

Recovered 

ether 

...  3 

0 

Recovered 

...  3 

I 

1-2  days 

...  3 

0 

One  recovered 

cyclopropane 

One  died 

po  3 hrs. 

procaine-spinal 

One  died 

po  XII 

procaine-spinal 

0 

Died 

po  XII 

cyclopropane 

0 

Died 

po  IV 

cyclopropane 

0 

Died 

po  II 

procaine-spinal 

0 

Recovered 

Table  3 

Complications  and  Deaths  19  Lower  Abdominal  Operations 


Respiratory 

Lobar  pneumonia  

Broncho  pneumonia  .... 

Aspiration— pneumonia 

Circulatory 

Myocardial  failure  

Shock  

Genito-Urinary 

Uremia  

Miscellaneous 

Peritonitis  

Distension  

Emesis  


NO.  PREOPERATIVE 


CASES 

SYMPTOMS 

COURSE 

REMARKS 

2 

O 

Recovered 

po 

II 

cyclopropane 

O 

Died 

po 

VIII  Ether  Intest.  Obst. 

2 

O 

Recovered 

po 

IV 

cyclopropane 

O 

Recovered 

I 

O 

Died 

po 

I 

nitrous  oxide-ether 

2 

+ 

Died 

po 

II 

cyclopropane— shock 

T 

Died 

po 

I 

cyclopropane— shock 

I 

0 

Died 

po 

I 

cyclopropane 

2 

0 

Died 

po 

XIV 

cyclopropane 

a 

Died 

po 

XXI 

cyclopropane 

I 

+ 

Died 

po 

I 

prociane— spinal 

2 

+ 

Recovered 

Cyclopropane 

+ 

Recovered 

Cyclopropane 

I 

0 

Recovered 

Cyclopropane 

One  hundred  and  eighty-one  operations  were 
performed  on  the  superficial  structures  of  the  body. 
Two-thirds  were  on  the  extremities.  The  morbidity 
and  mortality  were  in  proportion.  Table  5. 


hour  patients  died  of  respiratory  complications, 
two  of  whom  had  serious  diseases  of  the  lunys  be- 
fore operation.  One  died  of  aspiration  pneumonia 
and  the  other  of  bronchopneumonia.  One  patient 
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Table  4 

Showing  Complications  and  Deaths  52  Urological  Operations 
no.  preoperative 


CASES 

SYMPTOMS 

COURSE 

REMARKS 

Respiratory 

Coryza  

0 

Recovered 

Procaine-caudal 

Broncho  pneumonia  

2 

0 

Recovered 

po 

IV 

procaine— spinal 

0 

Recovered 

po 

II 

ether 

Atelectasis  

0 

Recovered 

po 

I 

procaine— spinal 

Circulatory 

Shock  

1 

0 

Died 

po 

V 

ether— nephrectomy 
hemorrhage  and  shock 

Urinary 

1 Legs 


Edema  >Feet  

1 -f- 

Recovered 

Nephrosis— cyclopropane 

J Face 

Uremia  

1 + 

Died 

po  X Bladder  tumor 
procaine— spinal 

Miscellaneous 

Wound  Infection  

4 0 

Recovered 

Nephrectomy 

Fmesis  

2 O 

Recovered 

1-4  days 

Psychosis  

Recovered 

Recovered 

Suprapubic  prostatectomy 
Cyclopropane 
Transurethral  prostatect. 
spinal — procaine 

Table  5 

Complications  and 

Deaths  18  i Superficial  Operations 

no. 

preoperative 

COURSE 

REMARKS 

cases 

SYMPTOMS 

Respiratory 

Broncho  pneumonia  

2 

O 

Died 

po  XXVII  Ether 

+ 

Died 

po  XXXI 

Cyclopropane 
lung  abscess 

Aspiration— pneumonia  ... 

I 

O 

Died 

po  III 

Cyclopropane 

Tuberculosis— pneumonia 

I 

+ 

Died 

po  XXIV 

Cyclopropane 

Atelectasis  

I 

O 

Recovered 

Cyclopropane 

Circulatory 

Coronary  occlusion  

2 

O 

Died 

po  II 

Cyclopropane 

+ 

Died 

po  X 

Cyclopropane 

Myocardial  failure  

1 

+ 

Died 

po  XIV 

Spinal— procaine 

+ 

Died 

po  II 

Cyclopropane 

4- 

Died 

po  II 

Ether 

Shock  

2 

4- 

Died 

po  II 

Spinal— Procaine 

0 

Died 

po  II 

Cyclopropane 

Pulmonary  edema  

I 

0 

Died 

po  II 

Cyclopropane 

Miscellaneous 

Uremia  

1 

+ 

Died 

po  IX 

Cyclopropane 

Septicemia  

2 

0 

Died 

po  XXII 

Cyclopropane 

0 

Died 

po  XI 

Cyclopropane 

Cerebral  Embolus  

1 

0 

Died 

po  IV 

Nupercaine— spinal 

Diabetic  coma  

r 

4- 

Recovered 

Cyclopropane 

Minor  complications  

35 

0 

All  recovered 

Various  Agents 
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Table  6 

Distribution  of  Complications  and  Deaths  for  Operations  and  Systems 


RESPIRATORY  CIRCULATORY  GENITO-URINARY  MISC.  TOTAL 

REGION  CASES  COMPL.  DEATHS  COMPL.  DEATHS  COMPL.  DEATHS  COMPL.  DEATHS  COMPL.  DEATHS 

Upper  Abd 28  4 04  1 3 o 4 5 15  6 

Lower  Abd 19  420  31231  88 

Urological  52  4 o o 1 1 1 8 o 13  2 

Superficial  181  2 4 1 8 8 1 26  3 37  16 

Total  280  14  6 5 13  13  4 41  9 73  32 

Percentage  Incidence  5 2.1  1.9  4.6  4.6  14  14  3.2  26  11 


Table  7 

The  Incidence  of  Types  of  Anesthesias  and  Their  Durations  Arranged  According  to  Age  Groups  of  Patients 

(Mortality  of  Each  Group  in  Parenthesis) 


GENERAL  ANESTHESIA  REGIONAL  ANESTHESIA 


AGE 

LESS  THAN 
60" 

61"— 

120" 

1 2 1 " — 
1 80" 

OVER 

l80" 

LESS  THAN 
60" 

6 

1 

I 

20" 

1 21"— 
180" 

OVER 

180" 

TOTAL 

60-64 

26 

(3) 

23 

(3) 

4 

(1) 

3 

(0) 

7 

(1) 

5 

(0) 

O 

(0) 

0 

(0) 

68 

(8) 

65-69 

23 

(2) 

18 

(3) 

6 

(2) 

5 

(1) 

18 

(0 

9 

(2) 

2 

(0) 

0 

(0) 

81 

(11) 

70-74 

27 

(0) 

>5 

(1) 

6 

(1) 

0 

(0) 

I 2 

(0) 

8 

(1) 

3 

(0) 

0 

(0) 

7i 

(3) 

75-79 

I 2 

(3) 

9 

(1) 

6 

(1) 

I 

(0) 

8 

(0) 

4 

(0) 

0 

(0) 

0 

(0) 

40 

(5) 

80-84 

I 

(1) 

2 

(1) 

5 

(1) 

0 

(0) 

3 

(0) 

I 

(1) 

O 

(0) 

0 

(0) 

I 2 

(4) 

85-89 

I 

(0) 

2 

(0) 

0 

(0) 

I 

(0) 

0 

(0) 

2 

(1) 

0 

(0) 

0 

(0) 

6 

(1) 

90  or  over 

I 

(0) 

O 

(0) 

0 

(0) 

0 

(0) 

0 

(0) 

I 

(0) 

0 

(0) 

0 

(0) 

2 

(0) 

Total 

9* 

(9) 

69 

(9) 

27 

(6) 

10 

(1) 

48 

(2) 

30 

(5) 

5 

(0) 

O 

(0) 

280 

(32> 

Deaths  % 

10 

13 

22 

10 

4 

1 3 

0 

0 

I I 

developed  atelectasis,  another  bronchitis  but  both 
recovered.  Nine  patients  developed  complications 
of  the  cardiovascular  system  and  eight  died.  Of  the 
eight  who  died  five  had  signs  or  symptoms  of  cardiac 
origin  preoperatively.  One  patient  died  of  uremia 
but  her  renal  function  was  low  before  surgery  was 
performed. 

The  intra-abdominal  procedures  were  followed 
either  by  a complication  or  death  in  almost  every 
instance  whereas,  in  all  others,  the  incidence  of 
both  was  only  about  one  in  three.  Table  6.  Al- 
though 57  per  cent  of  complications  occurred  in 
organs  other  than  those  of  respiration,  circulation 
or  excretion,  only  12  per  cent  of  deaths  fell  into 
the  miscellaneous  group.  When  abnormalities  de- 
velop in  the  vital  organs  of  respiration,  circulation 
or  excretion,  they  are  more  often  fatal. 

Of  the  thirty-two  patients  who  died  all  had 
definite  systemic  disturbances;  four  were  moderate, 
thirteen  severe  and  nine  extreme.  Six  were  mori- 
bund. Table  7. 


Age  was  a minor  factor  in  the  selection  of  the 
anesthetic  method  as  each  was  scattered  through 
the  age  groups  in  about  the  same  proportion.  Re- 
gional methods  were  used  in  most  urological  opera- 
tions, and  in  some  operations  on  the  extremities,  but 
not  at  all  in  abdominal  sections.  Inhalation  anes- 
thetic methods  were  used  for  the  longer  procedures 
and  poorer  risk  patients.  The  proportion  of  deaths 
was  greater  the  longer  the  period  of  anesthesia 
and  operation,  and  the  older  the  patient.  Thirty- 
two  patients  died;  fourteen  were  male  and  eighteen 
female.  Average  of  male  deaths  was  68.5  years; 
female  66.0. 

In  the  total  of  280  operations,  there  were  forty- 
five  complications  which  were  a serious  threat  to 
life  or  which  produced  death.  Figure  4 shows  their 
distribution  as  to  system  and  anesthetic  agent. 

The  percentage  incidence  of  serious  complica- 
tions was  approximately  the  same  following  the 
use  of  each  agent  or  method  except  with  ether 
where  it  was  three  times  as  great. 

D 
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Figure  4 

Incidence  serious  complications— total  cases. 
RESULTS 

Two  hundred  and  eighty  anesthesias  were  admin- 
istered to  individuals  60  years  of  age  and  over,  most 
of  whom  were  less  than  80.  All  the  patients  were 
hospitalized  for  chronic  illness  of  varying  degrees 
of  severity,  which,  in  many  instances,  was  indepen- 
dent of  the  cause  for  surgical  intervention.  All  but 
38  had  moderate  to  severe  systemic  disturbances. 

Morphine  sulfate  8 mgm.  with  scopolamine 
hydrobromide  0.3  mgm.  were  given  hypodermic- 
ally to  most  of  the  patients  60  to  90  minutes  before 
operation  and  resulted  in  adequate  sedation  in  54 
percent  of  the  times  used  and  in  symptoms  of  over- 
dosage in  20  per  cent.  This  dosage  was  insufficient 
in  18  per  cent.  No  observations  of  effect  were  made 
in  8 per  cent.  Larger  dosages  often  produced  exces- 
sive depression.  Sodium  pentobarbital  o.  1 gm.  with 
scopolamine  0.4  mgm.  produced  satisfactory  seda- 
tion for  regional  anesthesia. 

The  inhalation  agents  were  used  in  over  60  per 
cent  of  cases  and  were  found  to  be  advantageous 
especially  for  the  longer  operations,  intra-abdominal 
manipulations,  and  severely  ill  patients.  Cyclopro- 
pane, unless  contraindicated,  was  considered  the 
safest  agent  and  was  used  for  the  graver  risks. 

The  incidence  of  serious  complications  and  death 
was  highest  in  abdominal  sections.  Involvement  of 
the  organs  of  circulation,  respiration,  or  excretion 
presaged  a high  mortality.  The  gross  mortality  rate 
was  1 1 per  cent. 

DISCUSSION 

Although  the  number  of  cases  presented  is  small 
and  the  conclusions  drawn  from  the  analysis  of 
them  are  not  statistically  significant,  they  corro- 
borate the  impression  gained  from  clinical  experi- 
ence with  these  patients. 


Age  alone  is  not  a sound  criterion  on  which  to 
base  the  anesthetic  management  of  elderly  patients. 
An  accurate  preoperative  evaluation  of  the  physio- 
logical and  pathological  status  must  be  gained,  with 
special  attention  directed  to  the  organs  of  circula- 
tion, respiration  and  excretions. 

Preoperative  treatment  to  raise  the  vital  functions 
to  their  highest  possible  efficiency  is  a most  im- 
portant phase  in  the  surgical  care  of  the  aged.  Even 
when  urgency  for  operation  exists,  a short  delay 
for  the  most  necessary  preoperative  treatment  is 
justified.  It  has  been  found  that  the  aged  patients 
tolerates  sedative  drugs  preoperatively  in  single 
doses  only  slightly  less  than  the  average  adult  dose. 
However,  during  the  postoperative  period,  when 
resistance  to  depressing  drugs  is  not  so  great,  very 
small  doses  repeated  as  needed  is  recommended. 

The  anesthetic  method  and  drug  selected  are  those 
known  to  disturb  the  malfunctioning  organs  the 
least.  During  the  operative  procedure,  the  anes- 
thetist must  be  on  the  alert  to  detect  and  treat  the 
earliest  signs  of  untoward  reaction.  In  the  aged, 
shock  is  more  insidious  in  onset,  its  recognition  is 
more  difficult,  and  recovery  less  rapid. 

CONCLUSIONS 

1.  The  anesthetic  problem  met  in  the  aged  are 
not  those  of  age  itself  but  of  the  complicating 
diseases. 

2.  Single  doses  of  sedative  drugs  used  preopera- 
tively are  well  borne,  but  repeated  doses  preoper- 
atively or  postoperatively  are  not  tolerated. 

3.  Results  with  inhalation  anesthesia  are  not  sur- 
passed by  those  with  local,  regional  or  other  anes- 
thetic procedures. 

4.  Cyclopropane  has  been  found  to  be  the  most 
convenient,  widely  useful  and  probably  the  safest 
agent. 

5.  The  carbon  dioxide  absorption  technic  is  pre- 
ferred. 

6.  Complications  occurring  in  the  organs  of  cir- 
culation, respiration  or  excretion  are  more  often 

fatal. 

7.  The  poorest  results  follow  abdominal  section. 

The  author  is  grateful  to  Professor  E.  A.  Rovenstine  for 
assistance  in  conducting  this  study. 
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ASPIRATION  BIOPSY,  A TECHNIQUE  FOR  CANCER  DIAGNOSIS 
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A ny  procedure  which  will  aid  in  establishing  a 
diagnosis  with  a minimum  of  risk,  discomfort 
and  expense  to  the  patient  and  which  can  be  carried 
out  by  simple  instruments  in  the  physician’s  office 
is  worthy  of  consideration.  Such  a procedure  is 
aspiration  biopsy. 

Biopsy  Technique 

The  necessary  equipment  consists  of: 

A 10  centimeter  18  gauge  bevel  edge  needle  with 
obturator 

A 20  cubic  centimeter  record  syringe  which  fits  the 
above  needle  tightly 

A 5 cubic  centimeter  syringe  and  hypodermic  needle 
A bistoury 
Novocain  1% 

Formalin  10% 

Glass  slides 

The  skin  overlying  the  tumor  to  be  aspirated  is 
painted  with  tincture  of  iodine  and  then  infiltrated 


with  novocain.  A small  nick  is  made  with  the  bis- 
toury and  the  18  gauge  needle  with  obturator  in 
place  is  thrust  through  the  skin  opening  and  sub- 
cutaneous tissues  until  it  enters  the  tumor  mass.  A 
distinct  change  in  resistance  can  be  felt  at  this  point. 

I he  needle  is  advanced  another  centimeter  or  more 
to  be  sure  it  is  well  within  the  tumor  and  then  the 
obturator,  which  has  prevented  the  introduction  of 
any  tissue  extraneous  to  the  tumor,  is  removed. 

The  record  syringe  is  now  fitted  tightly  to  the 
needle  and  the  plunger  withdrawn,  thus  creating 
negative  pressure  in  the  syringe.  Maintaining  the 
vacuum  the  needle  is  withdrawn  a short  distance  and 
then  advanced  again  once  or  twice  in  slightly  differ- 
ent directions  always  keeping  the  needle  within  the 
tumor  mass. 

I he  needle  is  then  withdrawn  entirely  always 
maintaining  a negative  pressure  in  the  syringe.  Small 
fragments  of  tissue  will  be  found  within  the  lumen 
of  the  needle,  on  the  end  of  the  plunger  and  on  the 
wall  of  the  barrel  of  the  syringe.  With  a little  expe- 
rience one  is  able  to  tell  which  are  pieces  of  fat  and 
which  are  fragments  of  tumor  tissue. 
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The  latter  are  carefully  removed  from  the  syringe 
and  placed  on  a glass  slide  after  the  contents  of  the 
needle  have  been  expressed  on  another  slide.  These 
slides  are  then  pressed  together  firmly  and  separated 
by  a single  sweeping  motion  as  in  making  a blood 
smear.  Too  much  pressure  may  produce  maceration 
of  the  tissue.  If  the  two  slides  with  the  crushed  tissue 
between  them  are  held  to  the  light  before  com- 

Ipleting  the  spread,  the  tumor  tissue  will  appear  as 
pearly  grey  areas  whereas  fat,  which  is  lighter  in 
color,  has  a greasy  appearance.  In  addition,  tumor 
tissue  produces  a gritty  feel  between  the  slides  which 
fat  does  not  give.  By  employing  these  criteria  one 
may  be  reasonably  certain  that  he  has  obtained  a 
specimen  of  the  tissue  he  is  after  and  not  merely  fat 
or  other  extraneous  material. 

Finally  the  slides  are  stained  by  the  method  de- 
i scribed  by  Martin  and  Ellis,1  which  takes  about  ten 
minutes,  and  are  then  ready  to  be  read. 

If  clots  or  large  fragments  of  tissue  are  obtained 
these  are  gathered  together  on  a small  piece  of  blot- 
ting paper  which  is  then  carefully  placed  in  formalin 
to  harden.  It  can  then  be  imbedded  in  paraffin,  sec- 
tioned by  the  microtome  and  stained  in  the  same 
manner  as  excisional  biopsy  material. 

Interpretation  of  Smears 
To  interpret  the  smear  requires  experience.  The 
criteria  are  different  from  those  generally  employed 
in  interpreting  excisional  biopsies.2  In  the  smear  the 
stroma  for  the  most  part  is  absent  and  normal  cell 
arrangement  is  in  great  part  destroyed.  Frequently 
only  cells  have  been  loosened  by  the  needle  and 
appear  in  the  smear.  At  times  fragments  of  inter- 
cellular matrix  and  other  substances  such  as  mucin 
and  colloid  are  seen.  Mucin,  in  which  small  spindle 
cells  are  embedded,  may  be  found  in  mixed  tumors 
of  the  parotid  whereas  colloid  may  be  obtained  in 
addition  to  the  cells  in  cases  of  colloid  breast  can- 
cer. Detritus  is  often  found  in  chronic  cystic 
mastitis. 

In  order  to  interpret  the  smear  it  is  of  paramount 
importance  to  know  the  structure  from  which  the 
biopsy  was  taken  because  a diagnosis  cannot  be  made 
in  every  instance  solely  on  the  cytology.  Thus  if 
clusters  or  sheets  of  squamous  cells  are  found  in  the 
aspirated  material  from  a lymph  node  the  cells  may 
not  appear  malignant  but  the  fact  that  they  are 
found  in  a lymph  node  is  prima  facie  evidence  of 
metastatic  malignancy. 

The  cytology  of  course  is  the  most  important 
criterion  for  arriving  at  a diagnosis.  One  must  not 
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expect  to  see  tissue  or  organ  structure  except  in  rare 
instances.  The  cells  will  appear  much  larger  than 
those  of  similar  type  in  microtome  section  because 
in  the  quick  staining  method  for  the  smears  there  is 
no  fixation  of  the  cells. 

This  is  quite  characteristic  of  breast  carcinoma  in 
aspirated  preparations.  The  cells,  in  addition  to  their 
large  appearance  are  irregular  in  outline,  hyper- 
chromatic  and  vary  considerably  in  size.  They  tend 
to  occur  in  loose  groups  but  occasionally  an  alveolar 
arrangement  is  seen.  In  fibroadenoma  on  the  other 
hand,  the  cells  may  be  as  large  as  those  found  in 
cancer  but  the  former  cells  maintain  a regularity  of 
size  and  outline  and  a coherence  that  is  absent  in  the 
latter. 

Similarly  carcinoma  of  the  prostate  may  be  dif- 
ferentiated from  benign  adenoma  by  the  irregular- 
ity of  the  cells  and  their  lack  of  coherence  in  the 
former. 

In  a like  manner  malignant  tumors  of  other 
structures  may  be  recognized  in  smears  by  a study 
of  the  cytology  based  on  experience. 

Practical  Application 

This  method  may  be  used  on  any  tumor  which 
can  be  safely  aspirated.  In  the  next  paragraphs  its 
more  important  applications  will  be  discussed. 

HEAD  AND  NECK 

While  most  lesions  of  the  mouth  and  throat  are 
amenable  to  excisional  biopsy  some,  such  as  antral 
or  orbital  lesions,  are  not.  In  these  cases  aspiration 
biopsy  will  serve  to  differentiate  between  carcinoma 
and  other  conditions.  Occasionally  carcinoma  of  the 
thyroid  is  difficult  to  diagnose  clinically  and  in  this 
event  aspiration  biopsy  is  of  value.  Flowever,  this 
method  attains  its  greatest  usefulness  in  the  neck  in 
the  diagnosis  of  metastatic  lymph  nodes.  The  method 
is  not  accurate  in  the  lymphomas;  Hodgkin’s  disease, 
lymphosarcoma,  Brill-Symmers’  disease  or  leukemia 
where  the  lymph  node  structure  is  essential  to  estab- 
lish a diagnosis.  1’his  is  readily  understandable  when 
it  is  recalled  how  difficult  it  sometimes  is  to  make  a 
diagnosis  from  sections  prepared  from  excised  nodes. 

In  lip,  intra-oral,  pharyngeal  or  laryngeal  neo- 
plasms neck  nodes  are  a frequent  finding.  It  is  of 
extreme  importance  to  know  whether  these  are 
inflammatory  or  metastatic.  Upon  this  depends  the 
prognosis  and  the  conduct  of  the  therapy.  If  the 
node  is  positive  the  decision  must  be  made  whether 
to  radiate,  implant  radon  seeds  or  do  a neck  dissec- 
tion for  the  removal  of  the  nodes.  To  be  sure  a node 
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may  he  removed  surgically  for  examination  but  this 
is  a hospital  procedure  in  most  instances.  If  the  node 
is  positive  for  cancer  there  is  always  the  danger  of 
further  dissemination  of  the  neoplasm  by  the  rupture 
of  a necrotic  node  or  by  the  trauma  of  the  surgical 
procedure.  It  is  true  that  this  objection  may  be  raised 
against  aspiration  biopsy  but  surely  a needle  punc- 
ture is  less  likely  to  produce  the  degree  and  extent 
of  trauma  that  a surgical  procedure  would  cause. 

On  the  other  hand  if  the  excised  node  is  inflamma- 
tory the  surgical  procdure  must  of  necessity  be 
repeated  with  the  appearance  of  successive  nodes.  It 
is  readily  seen  that  aspiration  biopsy  is  a safer,  more 
expeditious  and  practical  procedure  under  these 
circumstances. 

In  tumors  of  the  parotid  it  is  important  to  differ- 
entiate between  mixed  tumor  and  carcinoma  which 
may  be  difficult  clinically.  This  is  essential  because 
the  mixed  tumor  which  is  encapsulated,  may  be  ex- 
cised while  carcinoma,  which  is  infiltrative,  may 
best  be  treated  by  radiation.  Aspiration  biopsy  will 
differentiate  the  two. 

LUNG 

In  carcinoma  of  the  lung  the  diagnosis  can  readily 
be  established  in  many  cases  by  biopsy  through  the 
bronchoscope  if  the  lesion  has  penetrated  the  middle 
or  lower  lobe  bronchus  or  the  proximal  extremity 
of  the  upper  lobe  bronchus.  In  all  other  locations  it 
is  inaccessible  to  this  approach.  After  a varying  lapse 
of  time  the  lesion  may  grow  into  the  bronchus  and 
a subsequent  bronchoscopy  disclose  it.  However, 
early  diagnosis  of  cancer  is  important  in  the  lung  as 
elsewhere.  With  the  early  lesion  the  feasibility  of 
lobectomy  or  pneumonectomy  is  greatest.  When  a 
suspected  carcinoma  is  deemed  inoperable  it  is  of 
the  utmost  importance  to  be  certain  of  the  diagnosis 
before  subjecting  the  patient  to  massive  doses  of 
x-ray  with  resultant  lung  fibrosis. 

Aspiration  biopsy  is  the  method  of  choice  under 
these  conditions.  The  lesion  may  be  accurately  local- 
ized by  stereograms  and  the  needle  inserted.  If  this 
method  proves  unsuccessful  the  needle  may  be 
guided  directly  into  the  tumor  with  the  patient 
under  the  fluroscope.3  Coughing  or  expectoration  of 
blood  may  ensue  if  a bronchus  or  blood  vessel  is 
punctured  but  these  subside  without  giving  rise  to 
untoward  consequences. 

BREAST 

Carcinoma  of  the  breast  can  usually  be  diaynosed 
by  the  characteristic  changes  caused  in  the  organ  by 


the  neoplasm.  In  a considerable  number  of  cases 
however  it  is  impossible  to  differentiate  clinically 
carcinoma  from  benign  lesion.  The  usual  procedure 
under  these  circumstances  is  to  remove  the  tumor 
have  a frozen  section  made  and  then  proceed  with 
a radical  mastectomy  if  the  report  on  the  section  is 
carcinoma. 

There  are  several  disadvantages  to  this  method. 
For  one  thing  the  patient  and  her  family  must  suffer  j 
the  mental  anguish  which  the  uncertainty  entails 
from  the  day  of  examination  until  the  day  of  opera- 
tion. By  aspiration  biopsy  the  answer  is  known  in 
half  an  hour  and  the  element  of  uncertainty  re- 
moved. 

At  operation  time  is  consumed  in  removing  the 
tumor,  securing  hemostasis,  sending  the  tumor  for 
examination  and  waiting  for  the  report.  This  may 
add  twenty  to  thirty  minutes  to  a procedure  which 
is  protracted  at  best,  exposing  the  patient  to  a pro- 
longed anesthesia,  and  increasing  the  danger  of 
shock.  This  may  be  a vital  factor  in  an  elderly  or 
debilitated  woman.  It  is  needless  to  mention  that  the 
hazard  of  dissemination  of  the  carcinoma  is  increased 
by  the  manipulation  of  the  tumor  and  the  opening 
of  numerous  blood  and  lymph  channels. 

Furthermore  the  large  incision  which  may  be 
necessary  in  order  to  excise  the  tumor  may  inter- 
fere with  the  proper  formation  of  skin  flaps  so  that 
the  subsequent  closure  is  difficult,  giving  rise  to 
devitalized  flaps  from  tension  or  in  some  instances 
necessitating  skin  grafts.  If  there  is  axillary  disease, 
in  which  case  post-operative  radiation  therapy  is 
indicated,  these  factors  will  necessitate  a delay  in  the 
application  of  the  radiation  which  may  be  of  serious 
consequence. 

All  of  this  may  be  avoided  if  a diagnosis  has  been 
established  by  a preliminary  aspiration  biopsy. 

PROSTATE 

Aspiration  biopsy  of  the  prostate  may  be  prac- 
ticed through  the  perineum  and  a diagnosis  of  car- 
cinoma may  readily  be  made  in  this  manner.4  This 
method  is  valuable  in  cases  which  are  clinically 
obscure  because  the  cancer  is  very  early  and  rectal 
examination  is  inconclusive.  It  is  also  a valuable 
diagnostic  procedure  in  those  cases  which  are  to  be 
treated  by  prostatic  radon  implants  through  a supra- 
pubic systotomy.  The  diagnosis  is  established  so  that 
the  radon  seeds  may  be  implanted  without  delay 
and  the  danger  of  dissemination  from  an  incisional 
biopsy  through  a preliminary  cystotomy  is  averted. 
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ORIGINS  OF  RED  CROSS  — FULTON 
LIVER 

The  importance  of  knowing  whether  the  nodule 
I!  or  mass  felt  in  the  liver  is  carcinoma  is  obvious.  A 
j positive  diagnosis  may  forestall  a needless  or  useless 
operative  procedure.  Aspiration  biopsy  should  be 
! done  through  the  abdominal  wall  rather  than  be- 
j tween  the  ribs  because  the  respiratory  movements  of 
' the  ribs  may  disturb  the  needle  causing  a tear  in  the 
liver  and  hemorrhage.5  Although  there  are  many 
reports  of  successful  biopsies,  aspiration  of  the  liver 
carries  a certain  element  of  risk  which  would  limit 
its  use  to  selected  cases. 

BONES 

Bone  tumors  frequently  offer  considerable  diffi- 
culty in  making  a diagnosis.  The  x-ray  often  does 
i not  supply  sufficient  information  to  differentiate 
between  such  lesions  as  benign  giant  cell  tumor  and 
central  osteogenic  sarcoma  or  between  plasma  cell 
myeloma,  metastatic  carcinoma  and  osteogenic  sar- 
coma. It  is  of  vital  importance  to  have  a correct 
diagnosis  as  the  type  of  therapy  is  dependent  upon 
it. 

Giant  cell  tumor  is  best  treated  by  surgery  alone, 
metastatic  carcinoma  and  plasma  cell  myeloma  by 
x-ray  therapy  alone  whereas  osteogenic  sarcoma  is 
best  treated  by  preliminary  radiation  followed  by 
amputation  where  possible. 

Excisional  biopsy  is  a dangerous  procedure  in 
malignant  bone  tumors  because  of  the  danger  of 
infection  or  the  subsequent  fungation  of  the  tumor 
through  the  wound.  However  the  importance  of 
making  a diagnosis  to  avoid  unnecessary  radiation 


or  an  unnecessary  operation  is  clear.  Aspiration 
biopsy  offers  a method  that  is  relatively  safe  and 
accurate  in  competent  hands.6 

Summary  and  Conclusion 
Aspiration  biopsy  affords  a simple,  safe  method 
for  establishing  the  diagnosis  of  tumors  in  various 
parts  of  the  body  which  are  accessible  to  the  as- 
pirating needle.  Since  the  type  of  therapy  depends 
upon  an  accurate  diagnosis  and  since  excisional 
biopsy  is  frequently  dangerous  or  impracticable  the 
value  of  the  method  is  readily  appreciated.  Danger 
from  trauma  due  to  the  procedure  is  negligible  ex- 
cept in  the  case  of  abdominal  organs,  e.g.  the  liver. 
The  theoretical  danger  of  dissemination  of  the  can- 
cer is  far  outweighed 
tion  obtained  as  regards  prognosis  and  therapy. 
Furthermore  this  danger  can  be  minimized,  as  in  the 
case  of  breast  tumors  by  performing  the  aspiration 
shortly  before  the  patient  goes  to  surgery. 


by  the  value  of  the  informa- 
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I.  Introduction 

Tn  a recent  letter  from  a distinguished  Allied  his- 
torian  of  military  medicine,  apprehension  is  ex- 
pressed lest  the  medical  services  of  the  present  con- 


flict become  too  intimately  involved  in  the  strategy 
of  war.  Since  current  military  operations  depend 
increasingly  upon  swift  moving  machines  that  often 
overtax  the  physiological  limitations  of  the  human 
being,  the  physician  and  physiologist  are  now  being 
called  upon  for  advice  on  what  may  be  termed 
“physiological  strategy.”  Success  in  our  offensive 
warfare  has  therefore  come  to  depend  more  and 
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more  upon  our  ability  to  protect  the  men  who  oper- 
ate the  battle  wagons,  be  they  tanks,  submarines, 
corvettes  or  dive  bombers.  Thus,  in  the  offensive 
spheres  of  military  activity,  medicine  has  in  fact 
become  more  involved  in  the  immediate  strategy  of 
war  than  ever  before. 

I would  like,  however,  to  submit  as  a thesis  that 
this  in  no  way  affects  the  neutral  position  of  the 
physician  responsible  for  care  of  the  wounded;  but 
as  a corollary  of  this,  one  must  add  that  the  physi- 
cian who  cares  for  the  sick  and  wounded  in  this  war 
must  observe  more  scrupulously  than  in  former  con- 
flicts the  conditions  upon  which  his  neutral  classi- 
fication rests. 

Discussion  will  therefore  center  about  two  main 
themes,  both  of  which  have  important  historical 
backgrounds.1  Classical  military  medicine  (involving 
sanitation,  treatment  of  the  sick  and  wounded) 
which  is  partly  humanitarian,  partly  strategic.  All 
governments  recognize  that  the  primary  aim  of  mili- 
tary medicine  is  to  keep  the  largest  possible  number 
of  “effectives”  at  battle  stations.2  Offensive  military 
medicine,  on  the  other  hand,  involves  the  recruit- 
ment and  organization  of  the  nation’s  talent  in  the 
field  of  the  medical  sciences  with  a view  to  increas- 
ing the  protection  of  its  forces  as  well  as  the  effi- 
ciency of  their  performance  in  battle.  This  likewise 
has  always  been  recognized  as  a legitimate  sector 
of  military  medicine,  but  it  has  become  of  much 
larger  strategic  importance  in  this  war,  primarily 
through  the  growth  of  tank  medicine  and  aviation 
medicine  in  all  their  vast  ramifications.  The  appear- 
ance of  physiological  strategy  has  become  tacitly 
recognized  by  Axis  and  United  Nations  alike,  and  I 
believe  that  those  who  pursue  this  field  in  no  way 
compromise  the  neutral  position  of  their  colleagues 
who  are  tending  the  sick  and  wounded. 

II.  The  Neutral  Position  of  the  Military 
Physician 

The  story  of  the  first  Geneva  Convention  and  the 
circumstances  that  led  to  it  are  perhaps  familiar,  but 
it  has  seemed  worth  while  to  tell  the  story  once 
again  since  it  will  bring  home  vividly  to  those  who 
are  not  familiar  with  it  the  responsibility  which  all 
must  bear  who  are  about  to  become  physicians  in 
the  armed  forces. 

The  story  turns  upon  the  career  of  an  eccentric 
Swiss  banker,  Jean  Henri  Dunant,2’4  who,  in  the 
year  1859  while  on  a business  trip  in  Italy,  blundered 
onto  the  bloody  battlefield  of  Solferino  (June  24, 


1859)  where  a major  clash  was  occurring  between 
the  Austrians  and  the  French  and  Italian  Armies  led 
by  the  Emperor  Napoleon  III.  The  casualties  of 
dead  and  wounded  in  1 2 hours  of  fighting  amounted 
to  42,000,  and  neither  army  had  medical  services 
equipped  to  handle  casualties  on  such  a scale.  Each 
side  had  ambulances  and  litter  carriers,  but  there 
was  no  first-aid  in  the  sense  that  we  now  understand 
it,  and  no  casualty  clearing  stations.  Similarly  there 
was  no  international  flag  or  other  agreement  to  pro- 
tect medical  personnel.  The  Italians  had  captured 
quite  a detachment  of  Austrian  doctors,  but  then- 
services  could  not  be  used  for  treatment  of  wounded 
on  either  side. 

What  Dunant  beheld  at  Solferino  drove  every 
thought  of  business  from  his  mind— from  that  day 
he  forgot  his  bank  and  business  connections— as  a 
prophet  of  old  who  had  received  a revelation. 
Napoleon  III  had  won,  but  the  town  itself  was  a 
shambles  and  more  than  six  thousand  gravely  injured 
men  lay  on  the  field  with  only  two  doctors  to  at- 
tend them.  Most  of  the  wounded  remained  two  to 
three  days  without  water  or  shelter,  let  alone  first- 
aid.  Churches  were  commandeered  as  improvised 
hospitals,  and  Dunant  managed  to  obtain  permission 
to  visit  them.  He  was  especially  horrified  to  discover 
that  wounded  Austrian  soldiers,  when  their  identity 
became  established,  were  thrown  out  of  the  churches 
to  die  in  the  street.  It  is  related  that  at  the  Chiesa 
Maggiore  he  saw  several  Austrian  wounded  about  to 
be  ejected  and  he  exclaimed  to  those  perpetrating 
the  deed,  So?w  fratelli—we  are  all  brothers.  The 
soldiers  hesitated,  and  finally  put  the  wretched 
Austrians  back  on  their  improvised  straw  beds;  it  is 
said  that  the  new  watchword  “Sono  fratelli”  spread 
through  the  town  like  wildfire.  Townsfolk  presently 
became  organized,  housewives  tore  up  sheets  to 
make  bandages,  and  boys  appeared  with  soup  and 
buckets  of  water.  Dunant  developed  an  emergency 
service  and  sent  carts  off  to  Brescia  for  food  and 
other  supplies.  Among  the  supplies  brought  back 
was  the  new  drug  chloroform. 

For  Dunant,  Solferino  was  a spiritual  experience 
that  transformed  his  entire  life.  Through  his  friend, 
Adarshal  AdacAdahon,  he  managed  on  the  evening  of 
June  27,  three  days  after  the  battle,  to  reach  the  ear 
of  Napoleon  III,  who  on  July  1 issued  the  following 
order  to  his  army: 

“All  doctors  or  surgeons  of  the  Austrian  Army 
taken  prisoners  while  attending  the  wounded  will 
be  set  at  liberty  unconditionally  upon  their  applica- 
tion.” 
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From  that  time  on,  Napoleon  III  became  actively 
interested  in  Dunant,  and  openly  declared  himself 
in  favor  of  recognizing  neutrality  of  ambulance 
services  and  medical  staff. 

Following  his  contact  with  the  Emperor,  Dunant, 
the  shy  Swiss  banker,  began  to  correspond  with 
virtually  every  ruler  of  Europe.  Elis  efforts  were 
indefatigable,  and  although  opposition  was  aroused 
on  the  part  of  certain  military  commanders,  he  re- 
ceived the  support  of  many  of  the  most  influential, 
including  Marshal  MacMahon  himself.  During  the 
three  years  that  elapsed  between  1859  and  1862, 
Dunant  wrote  a masterly  book  entitled  Un  souvenir 
de  Solferino,  which  he  issued  privately  in  Geneva 
in  1862.  Intended  for  his  family  and  a few  friends 
it  gives  a vivid  description  of  the  carnage  at  Sol- 
ferino and  the  improvisation  of  medical  services; 
and  he  lays  particular  stress  on  the  bestial  treatment 
of  the  Austrian  prisoners  of  war.  The  book  itself 
had  been  born  of  an  inner  compulsion:  “the  recol- 
lections had  to  be  written,”  he  says,  “I  cannot  ex- 
press it  in  any  other  way,  the  deep  pain  filled  shock 
of  Solferino  must  be  transmitted  in  this  account, 
which  would  truthfully  record  what  my  own  eyes 
have  seen.  Others  must  share  it  so  that  the  humani- 
tarian idea,  which  was  filling  me  with  enthusiasm, 
might  bear  fruit  and  develop  its  own  strength.” 
Dunant  was  not  content  with  the  mere  recounting 
of  the  gruesome  scene,  “Is  it  not  possible  to  found 
relief  societies  in  all  countries  in  peace  time  with  a 
view  to  having  the  wounded,  without  distinction  of 
nationality,  cared  for  in  war  time  by  volunteers 
who  are  well  prepared  for  such  work?  . . . 

Societies  of  this  sort,  if  they  were  once  permanently 
established,  would  be  completely  ready  at  the 
moment  war  was  declared.  In  every  country  they 
must  include  the  most  respected  and  distinguished 
men  as  members  of  their  leading  committees.  They 
would  issue  an  appeal  to  everyone  who,  impelled 
by  a feeling  of  true  humanity,  might  be  willing  to 
devote  himself  in  war  time  to  this  welfare  work.  It 
would  consist  in  giving  first-aid  and  care  on  the 
battlefields  as  soon  as  war  broke  out,  in  cordial 
agreement  with  the  military  authorities  and  under 
their  direction,  and  in  the  rear,  the  care  for  the 
wounded  in  the  hospitals  until  their  recovery.  . . . 

“A  congress  must  be  held,  to  lay  down  an  inter- 
national stipulated  and  sacred  principle  which,  once 
accepted  and  ratified,  can  serve  as  the  basis  for  the 
Leagues  for  relief  of  the  wounded  in  different  coun- 
tries of  Europe.” 


The  Geneva  Convention  of  1863 

Dunant’s  book  was  translated  into  almost  every 
European  language  and  on  February  9 of  1863,  the 
Genevan  Societe  d'Utilite  Publique  appointed  a 
committee  of  five  members  who  were  to  look  into 
the  question  whether  “the  addition  to  belligerent 
armies  of  a voluntary  ambulance  corps”  might  be 
brought  about.  The  committee3  which  first  met  on 
February  17,  was  made  up  of  General  Dufour,  Com- 
mander-in-Chief  of  the  Army  of  the  Swiss  Con- 
federation (chairman),  M.  Moynier,  vice-chairman, 
M.  Dunant,  Flonorary  Secretary,  and  two  Genevan 
doctors,  MM.  Theodor  Maunoir  and  Louis  Appia. 
The  Committee  persuaded  the  Swiss  government  to 
invite  an  international  assembly  to  Geneva  in  Octo- 
ber 1863.  Dunant  corresponded  with  the  heads  of 
governments  and  the  group  finally  convened  on 
October  26  with  delegates  from  Austria,  France, 
Great  Britain,  Russia,  Prussia,  Baden,  Saxony, 
Bavaria,  Spain,  Hannover,  Hesse-Darmstadt,  Italy, 
Holland,  Sweden,  Norway,  Switzerland  and  Wur- 
temburg.  In  addition  Denmark,  Mecklenburg- 
Schwerin  and  Portugal,  though  not  sending  dele- 
gates, notified  the  conference  that  they  would  ac- 
cept its  conclusions.  Ten  articles  were  adopted  as 
follows: 

Article  1.  There  exist  in  each  country  a Committee  whose 
object  is  to  cooperate  in  time  of  war,  if  required,  by  all 
means  in  its  power  in  the  sanitary  service  of  the  armies. 
This  committee  is  organized  in  the  manner  which  appears 
to  it  the  most  useful  and  suitable. 

Article  2.  Unlimited  subcommittees  may  be  formed,  under 
its  direction,  to  assist  this  committee. 

Article  3.  Each  Committee  must  be  recognized  by  the 
government  of  its  own  country  in  order  to  be  recognized 
and  its  offers  of  help  accepted. 

Article  4.  In  time  of  peace  the  object  of  the  Committee 
and  subcommittees  shall  be  the  means  of  becoming  truly 
efficient  in  time  of  war,  especially  in  preparing  materials 
of  all  kinds,  and  in  instructing  voluntary  nurses. 

Article  5.  In  time  of  war  the  Committees  of  belligerent 
nations  furnish  help  in  the  measure  of  their  resources,  to 
their  respective  armies;  and  in  particular  organize  and  put 
on  an  active  basis  the  voluntarv  nurses,  and  arrange  sites  for 
the  establishment  of  hospitals,  with  the  sanction  of  the  mili- 
tary authority-  They  may  solicit  the  assistance  of  Committees 
belonging  to  neutral  nations. 

Article  6.  On  appeal,  or  with  the  sanction  of  military 
authority,  the  Committees  may  send  voluntarv  nurses  to  the 
field  of  battle.  These  are  put  under  the  direction  of  military 
chiefs. 

Article  7.  Voluntary  nurses  on  active  duty  in  time  of  war 
must  be  provided  with  everything  necessary  for  their  main- 
tenance by  their  respective  Committees. 
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Article  8.  They  wear,  in  all  countries,  as  a distinctive 
badge,  a white  brassard  with  a Red  Cross. 

Article  9.  The  Committees  and  subcommittees  may  assem- 
ble in  International  Congresses,  to  interchange  their  experi- 
ences and  to  act  in  concert  on  measures  to  be  taken  in  the 
interest  of  the  work. 

Article  10.  All  communications  between  committees  of 
diverse  nations,  for  the  time,  are  conducted  through  the 
Committee  of  Geneva. 

The  Convention  adjourned  October  29  and  while 
its  recommendations  had  aroused  great  interest,  it 
was  recognized  that  the  articles  were  not  binding 
and  that  an  official  convention  must  be  called  which 
would  have  full  diplomatic  authority  to  commit 
constituent  signatory  nations  to  a formal  interna- 
tional agreement.  This  formal  conference  came  to- 
gether August  8,  1864. 

United  States  Sanitary  Commission9 

Meanwhile  the  United  States  Government  had 
become  embroiled  in  the  Civil  War,  and  it  was  faced 
at  once  with  problems  similar  to  those  encountered 
at  Solferino.  The  British  and  American  public  during 
the  years  of  the  Crimean  War  (1854-56)  had  be- 
come horrified  by  the  gruesome  tales  concerning 
the  unsanitary  condition  of  the  troops  and  the  virtu- 
ally complete  absence  of  organization  for  handling 
the  wounded.  Garrison  (1922,  p.  17 1)  has  com- 
mented that  “of  all  recorded  wars  the  Crimean  had 
perhaps  the  greatest  teaching  value  for  military 
medicine.”  The  siege  of  Sevastopol  developed  un- 
expectedly at  a time  when  supply  and  sanitation 
services  in  the  British  Army  were  particularly  in- 
adequate. Physicians  on  the  scene  were  powerless 
because  they  were  without  necessary  supplies.  They 
had  given  little  thought  to  communicable  disease 
with  a result  that  the  death  rate  among  the  troops 
reached  the  staggering  figure  of  nearly  fifty  per 
cent,  being  due  principally  to  typhus,  dysentery, 
cholera  and  scurvy.  If  this  death  toll  had  been  main- 
tained, in  ten  months  every  man  in  the  British  Army 
would  have  been  destroyed.  T he  story  of  Florence 
Nightingale’s  arrival  at  Scutari  at  the  end  of  1854 
with  38  nurses  and  her  gradual  success  in  cleaning 
up  the  military  hospitals  is  probably  familiar  to  all 
of  you.  In  February  1855,  forty-two  per  cent  of  the 
cases  in  military  hospitals  died— and  by  June  only 
two  per  cent. 

At  the  outbreak  of  the  Civil  War,  the  American 
public,  especially  in  New  England  and  New  York, 
was  aware  of  what  had  happened  in  the  Crimea  and 
also  of  what  Florence  Nightingale  had  achieved  with 


her  group  of  civilian  nurses.  President  Lincoln  had 
called  for  volunteers  for  the  Union  armies  on  April 
15,  1861,  and  on  that  very  day,  the  women  of 
Bridgeport,  Connecticut,  organized  a society  for 
affording  relief  and  comfort  to  the  men  of  the 
Northern  Armies.  Charlestown  and  Lowell,  Massa- 
chusetts, formed  similar  societies  a few  days  later. 
The  Red  Cross  had  not  yet  come  into  existence,  but 
its  progenitor  lay  in  the  United  States  Sanitary  Com- 
mission which  came  formally  into  existence  in  June 
of  1861.  It  originated  through  the  activity  of  the 
Reverend  FI.  W.  Bellows  of  New  York,  who,  at  a 
meeting  on  April  29,  1861,  attempted  to  devise 
means  of  contributing  to  the  comfort  and  welfare  of 
the  soldiers.  The  proposal  met  with  widespread 
enthusiasm  and  a committee  was  named  with  Dr. 
Bellows  as  chairman  to  draw  up  plans.  The  military 
physicians  on  the  whole  were  lukewarm,  but 
civilians  whose  boys  had  joined  up  insisted  on  action, 
and  local  societies  sprang  up  in  almost  every  town 
of  the  North.  The  main  Committee  arrived  at  Wash- 
ington on  May  16  and  attempted  to  have  a hearing. 
Unfortunately  the  old  Surgeon-General,  Thomas 
Lawson,  aged  72,  had  died  the  day  before,  and  no 
one  was  in  authority  and  no  one  was  willing  to  ac- 
cept responsibility.  Clement  A.  Finley  was  soon 
appointed  to  succeed  Surgeon-General  Lawson,  as 
head  of  the  Afedical  Department  but  he  declined  to 
listen  to  the  Committee,  as  had  other  influential  men 
in  the  War  Department  including  Secretary  of  War 
Stanton.  The  proposal  of  having  an  ambulance  serv- 
ice was  looked  upon  as  weakening  to  the  morale. 
The  Committee  persisted  and  eventually  won  the 
support  of  the  President.  The  Surgeon-General  was 
later  (1862)  removed  from  his  office  and  was  shortly 
thereafter  replaced  by  a former  Assistant  Surgeon, 
William  A.  FFammond,  then  a man  of  only  thirty- 
four  years,  whose  career  as  Surgeon-General  proved 
one  of  the  most  conspicuously  successful  in  the 
annals  of  the  Medical  Department,  albeit  he  was 
courtmarshalled  in  1864,  owing  to  a clash  with  the 
Secretary  of  War.  Fie  was  later  reinstated. 

On  June  9 Adr.  Lincoln  issued  an  executive  order 
establishing  “The  Commission  of  Inquiry  and  Ad- 
vice in  Respect  of  the  Sanitary  Interests  of  the 
United  States  Forces,”  to  be  known  as  the  Sanitary 
Commission.  Its  members  were  FFenry  W.  Bellows 
(chairman),  Professors  A.  D.  Bache,  Jeffries  Wy- 
man, Wolcott  Gibbs,  Adessrs.  W.  FF.  Van  Buren, 
Samuel  G.  FFowe,  R.  C.  Wood,  G.  W.  Cullum  and 
Alexander  E.  Shiras.  Jeffries  Wyman,  for  some 
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reason,  withdrew  membership,  and  later  Dr.  Elisha 
Harris,  Cornelius  R.  Agnew,  J.  S.  Newberry  and 
George  T.  Strong  were  added  to  the  Commission. 

The  Commission  in  an  incredibly  short  time  or- 
ganized the  emergency  medical  services  of  the 
Northern  Armies  and  placed  them  quickly  on  a war 
time  basis.  They  carried  supplies  and  on  August  2, 

1862,  at  the  great  battle  of  Antietam  “the  bloodiest 
day  in  American  history,”  the  ambulance  organiza- 
tion operated  so  successfuly  that  every  one  of  the 
ten  thousand  wounded  soldiers  of  the  Federal  Army 
received  treatment  at  field  hospitals  within  twenty- 
four  hours.* 

Following  the  battle  of  Antietam  there  was  fur- 
ther development  of  the  ambulance  service  by  Jona- 
than Fetterman  (see  Garrison,  p.  174),  and  the 
Sanitary  Commission  began  to  build  up  state  and 
local  societies  throughout  the  North.  They  were 
active  in  preparing  large  stores  of  medical  supplies, 
also  supplies  of  special  food  such  as  wers  required 
for  the  prevention  of  scurvy  which  broke  out  during 
the  Vicksburg  campaign. 

From  the  international  standpoint,  the  larger  ac- 
complishments of  the  U.  S.  Sanitary  Commission 
lay  in  its  bringing  about  an  official  proclamation 
concerning  the  neutrality  of  medical  personnel  and 
chaplains. 

It  first  appears  in  Paragraph  4,  General  Order 
No.  60,  June  6,  1862,  for  the  Union  Armies;  and 
Paragraphs  2 and  3,  General  Order  No.  45,  June  26, 
1862  for  the  Confederate  Army.  A later  general 
order,  No.  100,  May  24,  1863,  states  “the  enemy’s 
chaplains,  officers  of  the  medical  staff",  apothecaries, 
hospital  nurses,  surgeons,  if  they  fall  into  the  hands 
of  the  American  Army  are  not  to  be  treated  as 
prisoners  of  war  unless  the  Commander  has  reason 
to  retain  them.”  Of  equal  importance  was  the  adop- 
tion by  the  LTnion  Army  in  February  1863  of 
specific  markings  for  hospital  and  medical  personnel; 
Greek  crosses,  Maltese  crosses,  etc.,  were  used,  and 
finally  a RED  CROSS. 

The  Geneva  Diplomatic  Convention  oe  1864s 

Following  the  preliminary  gathering  at  Geneva  in 

1863,  M.  Dunant  and  his  associates  had  been  in- 
tensely active  and  on  June  6,  the  Federal  Council  of 
Switzerland  sent  invitations  to  twenty-five  sovereign 
states  to  send  representatives  to  the  forthcoming 
diplomatic  conference  at  Geneva.  France,  Great 
Britain,  Prussia,  Baden,  Belgium,  Denmark,  Spain, 
Hesse-Darmstadt,  Italy,  Holland,  Portugal,  Saxony, 


Sweden,  Norway  and  Wurtemburg  all  responded 
favorably  and  sent  official  delegates.  Our  federal 
government  was  lukewarm,  partly  because  of  the 
Civil  War,  partly  because  of  the  dogged  isolationism 
that  had  persistently  dominated  the  policies  of  our 
government  prior  to  December  7,  1941.  We  eventu- 
ally sent  Messrs.  George  C.  Fogg,  U.  S.  Minister  to 
Switzerland,  and  Charles  F.  P.  Bowles,  European 
Agent  of  the  U.  S.  Sanitary  Commission,  as  dele- 
gates without  diplomatic  authority  and  they  at- 
tended for  the  sole  purpose  “of  giving  and  receiving 
such  suggestions  as  might  be  likely  to  promote  the 
humane  end  which  had  prompted  the  meeting.”  Mr. 
Fincoln  was  heartily  in  sympathy  with  the  Conven- 
tion, but  the  State  Department  sent  the  following 
official  declaration  over  Mr.  Seward’s  signature: 
“Our  government,  while  always  ready  to  forward 
all  humanitarian  actions,  has  a well  understood 
policy  of  holding  itself  aloof  of  all  European  con- 
gresses or  compacts  of  a political  nature.  . . . 

Nevertheless  the  United  States  Government  stands 
ready  to  meet  with  any  one  or  with  all  the  powers 
individually  for  the  accomplishment  of  the  grand 
object  of  the  Geneva  Congress.”  [!]  Although 
Bowles  had  no  authority  and  could  not  sign  the 
Geneva  Pact  the  record  of  the  U.  S.  Sanitary  Com- 
mission which  he  laid  before  the  Convention  so 
impressed  the  body  that  official  adoption  became 
assured.  Bowles  gave  a full  account  of  the  meeting, 
and  of  the  final  banquet  for  the  delegates  given  by 
the  federated  council  in  Geneva: 

“The  center  of  the  table  was  a large  piece  of  con- 
fection representing  a fortress  with  its  garrison  and 
sanitary  workers  distinguished  by  the  Red  Cross 
brassard,  pursuing  their  vocations.  The  tower  was 
surmounted  by  small  flags  of  the  Swiss  Republic 
and  Canton  of  Geneva,  crowned  by  a central  flag 
with  the  Red  Cross  on  a white  field,  the  emblem  of 
our  neutrality  just  adopted  by  the  Congress.  After 
the  first  toast  this  flag  was  taken  from  its  place  bv 
the  President,  who,  turning  to  me  as  the  representa- 
tive of  the  United  States  Sanitary  Commission,  pre- 
sented it  as  a token  of  appreciation  of  our  labors  for 
the  good  of  all  humanity.” 

General  Davis  in  his  history  of  the  Red  Cross 
points  out  that  without  the  evidence  submitted  at 
Geneva  by  the  United  States’  delegates  concerning 
the  conspicuous  success  of  the  Sanitary  Commission, 
“It  is  probable  the  Geneva  Convention  of  1864 
would  have  been  a failure.  It  was  the  precedent  and 
the  success  of  the  U.  S.  Sanitary  Commission  that 
gave  to  M.  Dunant,  most  favorable  support;  without 
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this  record  of  an  accomplished  result,  his  efforts 
might  and  probably  would  have  been  unavailing.” 
The  ten  articles  of  the  Congress  had  been  adopted 
on  October  22.  Our  government  felt  unable  to  act 

O 

on  the  treaty  owing  to  the  Civil  War.  After  the 
close  of  the  war  in  1866,  and  again  in  1867,  the  State 
Department  was  asked  to  ratify  the  articles  of  the 
Convention,  but  the  request  was  ignored.  Further 
attempts  were  made  without  success,  and  it  remained 
for  the  high  minded  Clara  Barton  to  bring  this 
Geneva  Treaty  before  the  American  public.  She 
looked  upon  it  as  her  mission  in  life  for  her  spirit 
was  like  that  of  Dunant,  who  by  now  had  come  to 
be  termed  the  founder  of  the  Red  Cross  movement. 
Miss  Barton  began  her  agitation  in  1873  and  s^ie 
spent  four  years  laying  the  ground  work,  finally 
presenting  the  Treaty  to  President  Hayes  who 
promptly  shelved  it.  Miss  Barton,  undaunted,  con- 
tinued her  campaign  and  organized  the  American 
National  Committee  of  the  Society  of  the  Red 
Cross.  The  Secretary  of  State,  however,  informed 
her  “we  had  no  wars  and  are  not  likely  to  have  any.” 
Miss  Barton  awaited  the  next  election  and  once 
again  laid  her  groundwork  at  the  White  House;  this 
time  she  had  a most  cordial  reception  from  President 
Garfield  who  promised  to  recommend  favorable 
action  in  his  first  annual  message  to  the  Congress. 
But,  unfortunately,  Garfield  was  assassinated;  Miss 
Barton,  again  undaunted,  began  to  work  on  the 
Vice-president,  now  President  Arthur.  The  Geneva 
Treaty  of  1864  was  signed  by  him  May  1,  1882.6 
Miss  Barton’s  Committee  had  become  incorporated 
as  the  American  Association  of  the  Red  Cross  and 
Miss  Barton  herself  was  the  first  American  chair- 
man. Shortly  thereafter  Miss  Barton  wrote: 

“While  the  news  of  the  accession  of  the  Govern- 
ment of  the  United  States  to  the  Treaty  of  Geneva, 
lit  bon-fires  that  night  in  the  Streets  of  Switzerland, 
France,  Germany  and  Spain,  a little  four-line  para- 
graph in  the  Evening  Star  of  Washington  alone 
announced  to  the  people  of  America  that  an  inter- 
national treaty  had  been  added  to  their  rolls.” 

Such  is  the  twTo-fold  story  of  the  origin  of  the 
Red  Cross  and  the  neutrality  of  military  hospitals 
and  medical  personnel  in  war.  The  Geneva  Treaty 
was  to  some  extent  modified  in  the  Hague  Conven- 
tions of  1899  and  1904,  and  considerably  extended 
at  the  next  Geneva  convention  of  1906,  at  which 
time  the  Navies  of  the  world  came  under  a similar 
international  agreement.  The  final  Geneva  conven- 
tion of  1929  under  which  terms  medical  personnel 


are  used  and  exchanged  in  the  present  war,  and  1 
under  which  all  prisoners  of  war  are  treated  on  a 
common  basis,  implemented  the  original  Geneva 
Treaty  with  wider  authority  adapting  it  to  fast  I 
moving  conditions  of  modern  air  and  land  combat,  j 1 
On  February  4,  1942,  the  following  telegram  was  1 
received  from  the  American  Legation  in  Switzer- 
land: 

“Japanese  government  has  informed  me  first  Japan  i 
is  strictly  observing  Geneva  Red  Cross  convention 
as  a signatory  state,  second  although  not  bound  bv 
the  convention  relative  treatment  prisoners  of  war 
Japan  will  apply  mutis  mutandis  provisions  of  that 
convention  to  American  prisoners  of  war  in  its 
powers.” 

* * * * 

But  I have  not  quite  finished  the  story.  M.  Dunant 
had  been  inspired  by  the  horrors  of  Solferino  and 
through  his  energy  an  international  treaty  was 
created  of  far  reaching  implications;  only  in  this 
present  war  have  we  come  fully  to  appreciate  its 
ramifications  and  vast  significance. 

Sono  fratelli—we  are  all  brothers!  In  1867  a finan- 
cial crisis  occurred  in  France  and  M.  Dunant  found 
himself  bankrupt  and  heavily  in  debt,  and  he  was 
presently  wandering  the  streets  of  Paris  unknown 
and  forgotten.  He  wrote  to  a friend  “I  too  belonged 
to  those  who  on  the  streets  gnaw  at  a roll  which 
they  have  hidden  in  their  pocket,  darken  their 
clothes  with  ink  and  whiten  their  collar  with  chalk 
and  fill  out  a shabby  formless  hat  with  papers.  Water 
soaks  through  their  shoes.  In  the  soup  kitchens 
where  they  eat  they  get  nothing  more  on  credit, 
night  after  night  1 have  had  to  spend  under  the  open 
sky  because  I could  not  pay  the  rent  of  my  room  in 
the  humblest  quarter  of  Paris.”  By  1875  Dunant  had 
disappeared  completely  and  the  world  thought  him  : 
dead.  One  day  an  old  man  appeared  in  the  Swiss 
mountain  village  of  Heiden,  he  had  a long  white 
beard  and  children  of  the  village  followed  him  be- 
cause he  had  a compulsion  to  pick  up  pebbles  as  he 
wandered  along  the  road.  The  local  schoolmaster 
took  him  in  and  managed  to  secure  from  his  rela- 
tives a small  allowance  of  one  hundred  francs  a 
month,  but  he  was  bitter  and  disillusioned;  he  would 
see  no  one.  A German  journalist  heard  of  his  where- 
abouts in  1898,  and  wrote  a sensational  article  just 
at  the  time  that  Japan  had  made  her  first  attack  on 
China.  Russia  and  Japan  were  also  looking  menac- 
ingly at  one  another.  All  the  world  was  shocked  to 
learn  that  the  founder  of  the  Red  Cross  was  living 
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in  penury.  Letters  and  telegrams  began  to  arrive, 
and  substantial  gifts  of  money;  but  Dunant  was  un- 
moved even  when  he  received  in  1901  the  Peace 
Prize  from  the  Nobel  Committee.  He  turned  it  over 
to  charity.  His  eightieth  birthday  brought  forth  fur- 
ther celebrations  but  he  took  no  part  in  them. 
Finally  he  died  in  the  village  of  Heiden  October  30, 
1910,  saying  “I  wish  to  be  carried  to  my  grave  like 
a dog,  with  none  of  your  ceremonials  which  I 
despise.” 

* * # # 

Those  who  have  expressed  fears  that  medicine  has 
come  too  closely  linked  with  the  strategy  of  war  and 
that  this  may  of  itself  invalidate  the  neutral  position 
of  medical  personnel  proclaimed  by  the  U.  S.  Sani- 
tary Commission  and  the  Geneva  Convention,  over- 
look the  fact  that  men  in  all  branches  of  modern 
science,  including  the  medical  sciences,  have  become 
intimately  knit  in  offensive  strategy.  The  physicists, 
chemists,  the  agriculturalists,  geologists,  and  par- 
ticularly the  astronomers,  are  devoting  themselves 
to  the  instrumentalities  of  offensive  strategy.  Physi- 
ologists likewise  are  playing  a larger  part  in  this 
war  than  in  any  previous  conflict  for,  as  pointed  out 
in  the  beginning,  the  machines  of  war  have  so  seri- 
ously overtaxed  the  physiological  limitations  of 
combat  personnel.  These  things  are  inevitable  in 
modern  war  and  they  in  no  way  prejudice  the 
neutral  position  of  those  who  care  for  the  sick  and 
wounded. 
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PROGRAM 
151st  ANNUAL  MEETING 
THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 
MAY  25,  26,  27,  1943 


MAY  25 

ANNUAL  MEETING  HOUSE  OE  DELEGATES 
New  Haven  Medical  Association,  364  Whitney  Avenue, 
New  Haven 
10:00  a.  m.  Registration 

10:  30  a.  m.  House  of  Delegates  Executive  Session 
The  President,  Roy  L.  Leak,  presiding 


1:00  P.  M. 

Luncheon 

Members  of  the  House  of  Delegates  and  Officers  and 
Committee  Chairmen  will  be  guests  of  the  Society 

2:00  p.  m.  House  of  Delegates  reconvenes 

Round  Table  Discussion  of  Prepaid  Medical 
Service,  Jaynes  R.  Miller,  presiding 

Louis  H.  Pink,  Esq.,  President  of  the  Asso- 
ciate Hospital  Service  of  New  York;  for- 
merly Commissioner  of  Insurance  of  the 
State  of  New  York 

Lester  H.  Perry,  Executive  Director  of  the 
Pennsylvania  Prepaid  Medical  Service  Plan 
Matthew  A.  Reynolds,  Esq.,  Counsel  and 
member  of  the  Board  of  Directors  of  the 
Connecticut  Plan  for  Hospital  Care 
John  C.  Blackall,  Esq.,  Commissioner  of 
Insurance,  State  of  Connecticut 
James  C.  McCann , President  of  the  Massa- 
chusetts Medical  Service 

4:30  p.  m.  House  of  Delegates  Executive  Session 


MAY  26 

15 1ST  ANNUAL  MEETING  OF  THE  SOCIETY 
New  Haven  Lawn  Club 


GENERAL  SESSION 
The  President,  Roy  L.  Leak,  presiding 
9:30  A.M.  Registration 

10:00  a.  m.  Address  of  Welcome 

Louis  H.  Nahum , New  Haven 

10:15  a.  m.  Rheumatic  Fever  and  Rheumatic  Heart  Disease 
T.  Duckett  Jones,  Assistant  Professor  of 
Adedicine,  Harvard  Adedical  School 


11:00  a.m.  Adedicine  in  War-Time  Industry 

George  H.  Gehrmann,  Adedical  Director, 
E.  I.  Dupont  de  Nemours  and  Company, 
Wilmington,  Delaware 


11:45  a.m.  Prepaid  Adedical  Service  Plans 

James  C.  McCann,  President,  Adassachusetts 
Adedical  Service,  Worcester,  Adassachusetts 

1 :oo  p.  m. 

Luncheon 

The  Contribution  of  the  Medical  Profession  in  the 
Present  War  Effort 

James  E.  Paullin,  President-Elect  of  the  American 
Adedical  Association,  Atlanta,  Georgia 

SECTION  AdEETINGS 
May  26 
3:00  P.  M. 

Hiczekiah  Beardsley  Pediatric  Club 

Practical  Applications  of  Air  Sterilization 

Joseph  Stokes , Jr.,  Professor  of  Pediatrics,  Universitv 
of  Pennsylvania  Medical  School 

Industrial  Health 

Occupational  Disease  and  the  General  Practitioner 

George  H . Gehrmann , Adedical  Director,  E.  I.  Du- 
pont de  Nemours  and  Company,  Wilmington, 
Delaware 

Neurology  and  Psychiatry 

The  Dynamic  Use  of  Psychiatric  Principles  in  the 
Present  Emergency 

Marion  Kenworthy,  Professor  of  Psychiatry,  New 
York  School  of  Social  Work,  Columbia  University 

Obstetrics  and  Gynecology 
Sterility 

Walter  W.  Williams,  Geneticist,  Springfield  Hos- 
pital, Springfield,  Adassachusetts 

Physical  Therapy 

Arthritic  and  Rheumatic  Conditions  Amenable  to  Physi- 
cal Therapy 

John  D.  Currence,  Supervisor  of  Physical  Therapy, 
Municipal  Hospitals,  New  York  City 

Connecticut  Hospital  Association 
Program  not  yet  completed 

American  Association  of  AdEDicAL  Social  Workers 
Program  not  yet  completed 

Connecticut  Occupational  Therapy  Society 

War-Time  Facts  in  the  Care  of  the  Tuberculous 

Holland  Hudson,  Director,  Rehabilitation  Service, 
National  Tuberculosis  Association,  and  Treasurer 
of  the  American  Occupational  Therapy  Association 
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MAY  26  (Cont.) 

Society  of  Medical  Record  Librarians 

Developments  in  American  Association  of  Medical 
Record  Librarians 

Florence  Fitzgerald , President-Elect  of  National 
Association,  New  Britain  General  Hospital 
Educational  Program  for  Medical  Record  Librarians 
Olive  G.  Johnson,  New  Haven  Hospital 
Progress  of  State  Cancer  Research  Division 

Matthew  H.  Griswold,  Director  of  Cancer  Research 
Division,  Connecticut  State  Department  of  Health 
Eleanor  J.  MacDonald,  Research  Statistician 

Women’s  Medical  Society 

Guest  Speaker,  Alice  Hamilton,  Hadlymc 


12:10  p.  m.  Navy  Medical  Corps  in  War-Time 

Commander  Bartholomew  W.  Hogan,  MC, 
USN,  former  Chief  Medical  Officer  United 
States  Aircraft  Carrier  Wasp 

1:15  P.  M. 

President’s  Luncheon 

James  R.  Miller,  Chairman  of  the  Council,  presiding 
Address  of  retiring  President,  Roy  L.  Leak 
Introduction  of  the  President,  George  M.  Smith, 
and  the  President-Elect 

SECTION  iMEETINGS 
May  27 
3:00  P.  M. 


ANNUAL  DINNER 
Ball  Room,  New  Haven  Lawn  Club 
7:00  P.  M. 

The  President,  Roy  L.  Leak,  presiding 
Speakers 

His  Excellency,  Raymond  E.  Baldwin,  Governor  of 
Connecticut 

John  Al.  Fratt,  Executive  Administrator  of  the  National 
Physicians’  Committee 

(Members  of  organizations  meeting  with  the  Society  are 
invited  to  attend 

MAY  27 

New  Haven  Lawn  Club 
GENERAL  SESSION 

Berkley  M.  Farmelee,  Chairman  of  Program  Committee, 
presiding 


Anesthesia 

The  section  will  not  meet  in  1943 
Dermatology  and  Sypitilology 
Program  not  yet  completed 

Eye,  Ear,  Nose  and  Throat 

Deafness  in  the  War  and  in  the  War  Industries 

M.  H.  Lurie,  Professor  of  Otology,  Massachusetts 
General  Hospital,  Boston,  Massachusetts 
Comments  on  Ophthalmic  Surgery  (Illustrated  with 
Kodachrome  movies) 

Ramon  Castroviejo , Member  of  the  faculty  of 
Columbia  University  and  of  the  Institute  of  Oph- 
thalmology, Columbia  Medical  Center,  New  York 
City 

Orthopedic  Surgery 

Orthopedic  Regulations  for  Induction 

Major  Allston  L.  Fogg,  MC,  AUS,  Medical  Direc- 
tor, Armed  Forces  Hartford  Induction  Station,  F'irst 
Service  Command,  Hartford,  Connecticut 

Proctology 

The  Section  will  not  meet  in  1943 


9:  30  a.  m.  Medical  Education  in  War-Time 

Willard  C.  Rappeleye,  Dean  of  College  of 
Physicians  and  Surgeons,  Columbia  Uni- 
versity 

10:10  a.  m.  Public  Medical  Care  for  Indigents 

H.  Jackson  Davis,  Medical  Director,  Depart- 
ment of  Public  Welfare,  State  of  New  York 


10:50  a.  m.  The  Surgical  Treatment  of  Hypertensive 
Disease 

Reginald  H.  Smithwick,  Instructor  in  Sur- 
gery, Harvard  Medical  School 

11:30  a.  m.  Medical  Services  to  the  Air  Forces— U.  S.  A. 

Brigadier  General  D.  N.  W.  Grant,  MC, 
Flic  Air  Surgeon,  United  States  Army 


Radiology 

Roentgenological  Aspects  of  Atypical  Pneumonias  and 
Related  Conditions 

Felix  G.  Fleischner,  Radiologist,  Beth  Israel  Hos- 
pital, Boston,  Massachusetts 

Connecticut  Association  of  Medical  Examiners 

Special  Evidentiary  Objectives  of  Medico-Legal 
Autopsies 

Alan  R.  Moritz,  Department  of  Legal  Medicine, 
Harvard  (Medical  School,  Boston,  Massachusetts 

General  AIedicine 

Surgical  Treatment  of  the  Hand  in  the  General  Prac- 
titioner’s Office  (Illustrated  with  lantern  slides) 

Clay  Ray  Murray,  Associate  Professor  of  Surgery, 
College  of  Physicians  & Surgeons,  New  York 
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EDITORIALS 


This  Concerns  You 

The  importance  of  the  coming  Annual  Meeting 
of  this  Society  to  every  physician  in  Connecticut 
can  hardly  be  overemphasized.  The  program  shows 
the  result  of  an  entirely  different  planning  than 
hitherto  has  been  our  custom.  The  reasons  for  this 
change  in  policy  on  the  part  of  our  Program  Com- 
mittee are  apparent  to  those  who  realize  the  signifi- 
cance of  the  changes  in  the  character  of  medical 
practice  that  are  now  going  on  in  many  parts  of  this 
country.  A plan  for  Prepayment  Medical  Insurance 
is  in  actual  operation  in  two  sister  states,  New  York 
and  Massachusetts.  Our  own  Society  has  an  actively 
working  committee  which  has  studied  this  question 
for  three  years  and  is  now  ready  to  present  certain 
recommendations  for  our  serious  consideration.  It 
may  be  stated,  however,  that  no  definite  action  will 
be  taken  without  an  understanding  and  full  discus- 
sion of  the  subject,  such  as  will  be  presented  at  this 
meeting. 

In  addition  to  Dr.  James  C.  McCann,  who  will 
speak  on  this  subject,  there  will  be  a Round  Table 


Discussion  for  the  afternoon  of  May  25  following 
the  meeting  of  the  House  of  Delegates.  This 
promises  to  be  a most  informative  and  significant 
session  and  has  been  specifically  arranged  to  acquaint 
our  members  with  the  intimate  details  of,  and  the 
experience  with,  this  type  of  medical  insurance. 

A review  of  the  entire  program  shows  that  the 
clinical  side  of  the  meeting  has  not  been  neglected. 
The  addresses  of  Drs.  Smithwick,  Jones,  Rappleve, 
and  Gehrmann  will  be  of  decided  interest  and  the 
excellence  of  programs  for  the  various  sections  is 
assured.  Dr.  James  E.  Paullin,  President  Elect  of  the 
American  Medical  Association  and  Governor  Ray- 
mond E.  Baldwin  will  be  guests  of  the  Society  on 
this  occasion.  This,  then,  is  a consequential  meeting 
of  our  Society  and  the  importance  of  a full  attend- 
ance of  our  members  is  evident.  It  is  certain  that 
physicians  who  do  not  acquaint  themselves  with 
many  of  the  changes  which  would  be  incident  to  the 
adoption  of  a prepayment  medical  insurance  plan 
will  hardly  be  in  a position  to  criticize  anv  action 
on  the  part  of  those  who  do. 
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On  the  Threshold  of  Another  Year  of  War 

Dr.  Henry  E.  Sigerist  brings  to  our  readers  in  this 
issue  his  discerning  observations  on  the  social 
changes  which  the  war  is  drawing  into  sharper 
focus.  In  addition  to  his  extensive  researches  in  the 
field  of  medical  history,  Dr.  Sigerist  has  long  been 
known  as  a thoughtful  writer  on  the  social  aspects 
of  medicine.  Students  in  this  field  have  not  always 
agreed  with  Dr.  Sigerist’s  views,  but  none  have 
denied  his  fitness  as  a distinguished  scholar  to  speak 
with  authority.  His  career  as  Director  of  the  Insti- 
tute of  Medical  History  at  Johns  Hopkins  has  been 
a notable  one  and,  even  in  these  strenuous  and  dis- 
turbing times,  his  courses  in  the  history  of  medicine 
are  reported  to  be  more  popular  than  ever. 

Medical  Care  of  the  Soldier’s  Wife  and 
Children 

This  question  of  who  shall  meet  the  cost  has 
arisen  with  the  mounting  problem  of  obstetrical  and 
pediatric  need  among  the  wives  and  children  of 
enlisted  men.  Defense  areas  such  as  are  found  in 
Connecticut  have  realized  an  increasing  birth  rate 
of  considerable  size.  Areas  in  the  South,  suddenly 
grown  congested  with  camps  and  other  military 
installations,  have  found  themselves  without  ade- 
quate provision  for  the  care  of  soldiers’  families. 
This  all  adds  up  to  a sizeable  burden  which  must 
be  assumed  by  the  medical  profession  in  hours  of 
toil  and  paid  for  by  the  various  States  or  by  the 
federal  government  at  Washington  in  dollars  and 
cents. 

Obstetric  and  pediatric  medical  and  hospital  care 
programs  for  the  wives  and  children  of  men  in  the 
military  service  nave  been  approved  by  the  Chil- 
dren’s Bureau  of  the  United  States  Department  of 
Labor  in  28  Stares,  including  all  the  New  England 
States  except  Massachusetts.  In  Connecticut  the 
program  is  available  on  a statewide  basis.  Medical 
care  is  provided  by  physicians  who  are  graduates  of 
schools  of  medicine  approved  by  the  Council  on 
Education  of  the  American  Medical  Association  and 
hospitalization  is  provided  at  hospitals  meeting 
standards  established  by  the  State  agencies. 

Rhode  Island  has  adopted  a program  varying 
somewhat  from  that  approved  in  the  other  States 
in  that  hospitalization  is  provided  in  approved  hos- 
pitals and  pediatric  and  obstetrical  care  is  given  by 
members  of  the  staff  without  compensation.  It  is  the 
policy  of  the  Children’s  Bureau  to  permit  fees  for 


private  obstetrical  and  pediatric  care  only  in  those 
communities  where  clinic  and  ward  services  are  not 
available,  but  Rhode  Island  physicians  have  agreed 
not  to  request  fees  even  where  such  services  are  not 
available.  It  is  felt  that  in  that  State  staff  members 
of  approved  hospitals  have  automatically  provided 
medical  care  to  ward  patients  without  compensation 
so  that  it  is  a simple  matter  to  render  medical  service 
to  wives  and  children  of  enlisted  men  as  a patriotic 
service. 

The  Connecticut  State  Department  of  Health  in 
February  of  this  year  published  figures  representing 
the  estimated  cost  of  medical  care  for  wives  and 
infants  and  for  children  between  one  and  sixteen 
years  of  men  in  military  service,  exclusive  of  com- 
missioned officers.  Based  on  an  anticipated  9,000 
deliveries  during  the  first  three  months  of  1943,  in 
96%  of  which  the  father  is  between  2 1 and  45  years 
and  in  5%  of  which  the  infants  born  are  babies  of 
men  in  military  service,  it  is  estimated  that  Connecti- 
cut will  have  432  babies  of  men  in  service.  Of  these 
about  2%  are  estimated  to  be  commissioned  officers, 
leaving  423  births  in  families  of  enlisted  men.  It  is 
further  calculated  that  254  of  these  will  occur  in 
areas  served  by  prenatal  clinics  and  169  where  there 
is  no  such  service. 

In  the  areas  not  served  by  prenatal  clinics  the  cost 
of  delivery  per  case  will  be  $70  for  hospital  fee  plus 
$25  medical  fee,  $10  prenatal  care  and  $15  dental  or 
nursing  care,  a total  of  $120  per  case.  Where  pre- 
natal clinic  service  is  available  the  cost  will  be  $85 
per  case,  as  no  medical  fee  will  be  paid  for  prenatal 
and  delivery  care.  The  group  served  by  prenatal 
clinics  will  thus  cost  $>21,590  and  the  other  group 
$20,280,  making  a total  cost  for  three  months  of 
$41,870.  Add  to  this  the  infant  care  involved  and 
the  total  cost  would  be  $45,887  for  three  months 
and  for  one  year,  $183,548.  It  has  been  further  esti- 
mated that  if  medical  nursing,  dental  and  hospital 
care  are  provided  for  children  up  to  sixteen  years 
it  will  add  to  the  previous  estimate  $132,856. 

These  are  figures  compelling  attention.  Thus  far 
the  State  Department  of  Health  has  received  $5,000 
from  the  Children’s  Bureau.  Obstetrical  and  pedi- 
atric care  was  authorized  beginning  January  21, 
1943.  The  original  sum  has  been  exhausted  and  at 
this  time  (March  15)  no  Federal  funds  are  available. 
There  is  not  the  crying  need  for  this  service  to 
enlisted  men’s  wives  and  children  in  this  State  that 
there  is  in  other  States  with  more  congested  military 
areas  or  with  less  adequate  provision  for  such  care 
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already  in  operation.  Indeed,  the  wife  of  an  enlisted 
man  securing  prenatal  and  delivery  care  in  Con- 
necticut may  feel  fortunate  that  her  lot  has  been 
cast  in  a State  so  well  prepared  to  give  her  and  her 
infant  the  best  of  facilities  for  adequate  care. 

Hartford  Hearing  Aid  Consultation  Service 

The  following  was  written  for  the  Journal  by  a 
prominent  otologist  in  a neighboring  State , himself 
a staunch  supporter  and  firm  believer  in  this  service. 

He  said,  I will  tell  you  a Tale.  There  was  a Fool- 
ish Man  and  a Wise  Man,  and  an  Expert  Adviser. 
The  Foolish  Man  complained  because  the  Wife 
mumbled  her  words  and  the  Lecturer  would  not  talk 
clearly.  He  said,  “other  people  are  to  blame;  my 
hearing  is  good.”  Nor  would  he  consult  an  Otolo- 
gist. One  morning  he  noticed  an  advertisement  in 
the  Hartford  newspaper  that  described  his  difficulty. 
“May  be  something  in  that,”  he  said.  “I  will  try  one 
of  these  gadgets  that  guarantees  relief.”  He  went 
to  the  address  given.  The  agent  applied  the  instru- 
ment, then  spoke  loudly  and  clearly,  and  every  word 
could  be  heard  without  effort.  “Very  simple,”  said 
the  Foolish  Man.  “I  will  buy  it.”  Fie  tried  it  first  at 
home.  The  children  seemed  to  make  a terrible  racket 
and  drown  out  what  the  Wife  was  saying.  He  went 
to  the  theatre  that  night.  “Every  actor  talked  very 
low.  I managed  as  well  without  the  thing.  Told  you 
I could  hear  all  right.”  Thus  spoke  the  Foolish  Adan. 
The  discarded  instrument  is  collecting  dust  on  the 
shelf. 

The  Wise  Man  said  to  his  Wife,  “my  hearing  is 
not  as  acute  as  it  used  to  be.  I am  less  efficient.  It  is 
not  fair  to  make  my  friends  speak  louder,  if  there 
is  something  I can  do  about  it.  I will  consult  an 
expert.”  He  went  to  the  Doctor  who  tested  him 
carefully  and  discovered  several  minor  troubles  that 
needed  correcting.  The  hearing  improved.  The 
Doctor  was  not  satisfied,  and  said,  “I  have  made  an 
appointment  for  you  with  the  Expert  Adviser  at 
the  Hartford  League  for  the  Hard  of  Hearing.  Go 
there  and  discover  how  that  fine  group  of  people 
have  studied  and  solved  their  problems.”  The  Wise 
Man  went  to  the  attractive  rooms  at  252  Asylum 
Street  and  was  cordially  welcomed.  He  met  the 
Expert  Adviser  who  was  a social  service  worker 
specially  trained  in  this  work  in  New  York.  She 
tested  his  hearing  with  a modern  audiometer.  She 
had  him  try  several  different  kinds  of  hearing  aids 
that  had  been  approved  by  the  American  Medical 
Association,  generously  loaned  to  the  League  and 


kept  in  first  class  condition  by  the  different  local 
agents  in  Hartford.  One  seemed  too  loud  for  him, 
one  too  faint,  one  made  the  voice  or  music  sound 
strange  and  unnatural,  and  one  did  not  fit  comfort- 
ably into  his  pocket.  But  two  instruments  were  clear 
and  distinct,  just  like  a well  modulated  radio.  There 
was  a little  lever  or  wheel  that  could  control  at  will 
the  amplitude  of  sound.  It  was  a wondrous  little 
devise,  with  three  or  four  midget  vacuum  tubes 
tucked  snugly  into  a small  flat  container.  The  Ex- 
pert Adviser  told  him  how  to  reach  the  Agents 
selling  the  two  instruments  he  liked;  she  promised 
to  report  to  the  Doctor  the  details  of  the  test.  There 
had  been  no  high  pressure  salesmanship.  In  that  short 
hour  he  had  tried  all  the  best  types  of  instruments 
available;  he  had  learned  from  an  impartial  expert 
what  to  seek  and  expect.  The  fee  for  maintaining 
this  valuable  service  was  only  three  dollars.  He  was 
so  enthusiastic  about  the  League  that  he  became  an 
annual  contributor.  “For  supporting  members  the 
cost  is  one  dollar,”  she  said. 

1 he  Wise  Man  went  to  the  two  Agents.  They 
showed  him  different  styles,  and  made  minor  techni- 
cal adjustments  to  make  the  performance  still 
clearer.  He  was  encouraged  to  take  it  home  for  a 
limited  trial  period,  the  rental  for  this  being  in- 
cluded in  the  regular  price  if  he  kept  the  instrument. 
Finally,  the  Wise  Man  made  his  careful  selection. 
The  Doctor  helped  him  get  a fitted  ear  piece.  He 
wore  it  with  pride,  using  it  whenever  he  could  not 
quite  hear  without  it. 

What  is  the  moral  of  this  proverb?  The  Foolish 
Man  still  complains;  his  long  suffering  Wife  is  hoarse 
from  shouting.  The  Wise  Man  is  more  efficient  and 
much  happier;  his  Wife  made  a special  trip  to  thank 
the  Expert  Adviser  at  the  Hartford  League  for  the 
Hard  of  Hearing. 

So  endeth  this  Tale. 

Major  James  Crane 

Everyone  who  attended  last  year’s  Clinical  Con- 
gress remembers  the  tall  young  Captain  of  the  Air 
Medical  Service  with  gold  wings  on  his  tunic,  who 
told  a modest  story,  tinged  with  humor,  about  his 
more  than  a year  with  the  Air  Forces— a year  that 
took  him  around  the  world— into  China  with  Lt.- 
Gen.  Brett,  and  as  the  first  Flight  Surgeon  to  the 
Ferry  Command;  into  Burma,  Singapore,  Java,  and 
Australia.  Then  he  was  lost  for  a time  with  Field 
Adarshal  1 Sir  Archibald  Wavell  flying  over  a fap  base 
at  Bangkok  on  Christmas  day,  1941.  This  was  Dr. 
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James  Crane  of  Stamford,  and  like  his  father,  Ralph 
Crane,  a member  of  this  Society. 

When  he  was  here  last  September,  Captain  Crane 
was  piloting  a desk  in  the  Air  Surgeon’s  office  in 
Washington  and  recovering  from  malaria.  He  was 
not  happy  at  a desk,  and  now  comes  a copyrighted 
wireless  dispatch  to  the  Herald  Tribune  by  Joseph 
Driscoll  from  an  advance  South  Pacific  base. 

Jim  Crane  is  becoming  a somewhat  fabulous 
figure  in  the  South  Pacific;  he’s  a Major  now  and 
was  in  command  of  the  Air  Ambulance  unit  flying 
the  wounded  out  of  Guadalcanal.  In  Major  Crane’s 
detachment,  flying  ambulance  nurses  were  used  for 
the  first  time.  The  Tribune's  story  says,  “All  of  the 
nurses  are  young,  mostly  in  their  early  twenties,  and 
some  are  pretty.  Most  of  them  had  served  as  hostesses 
on  the  air  transport  lines  at  home  and  all  were 
graduated  from  a special  course  at  Bowman  Field, 
Louisville. 

Asked  if  there  was  any  psychological  aspect  to 
employing  woman  nurses  on  planes,  Major  Crane  is 
said  to  have  replied,  “You’re  damn  right.  If  I were 
sick,  it  would  mean  a heluva  lot  to  have  a pretty 
nurse  take  care  of  me  rather  than  a man.”  Many 
wounded  and  sick  that  were  flown  out  of  Guadal- 
canal went  on  to  speedy  recovery  because  of  their 
prompt  removal  to  hospitals  and  adequate  medical 
care. 

The  flying  ambulances  are  Douglas  transports. 
They  fly  cargoes  into  the  islands  and  take  out 
patients.  Stretchers  are  fixed  to  the  side  walls  in 
triple  decks.  The  ships  have  a commercial  capacity 
of  2 1 passengers  and  carry  up  to  36  patients.  Evacua- 
tion of  wounded  by  plane  is  not  new,  but  its  devel- 
opment as  a method  for  the  large  scale  removal  of 
sick  and  wounded  is  extending  rapidly,  and  direct- 
ing it  over  thousands  of  miles  of  the  Pacific  is  A4ajor 
James  E.  Crane. 

Legal  Right  of  Hospitals  to  Exclude 
Physicians 

The  question  whether  public  voluntary  hospitals 
can  legally  bar  licensed  physicians  from  practice 
within  the  hospital  has  been  discussed  frequently. 
Up  to  the  present  time  the  matter  does  not  appear 
to  have  been  clarified  bv  a court  of  proper  jurisdic- 
tion but  a recent  decision  in  Kentucky— Hughes  v. 
Good  Samaritan  Hospital,  158  S.  W.  (2d)  159  Ivy., 
1942— quoted  in  the  Federation  Bulletin  (Volume 
29  number  1)  of  the  Federation  of  State  Medical 
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Examining  Boards  of  the  United  States,  throws 
significant  light  upon  the  controversy. 

The  plaintiff,  Hughes,  had  been  engaged  in  the 
practice  of  medicine  for  many  years  and  had,  appar- 
ently been  utilizing  the  facilities  of  the  defendant 
hospital.  In  1939  he  was  notified  by  the  superin- 
tendent of  the  hospital  that  in  order  for  the  hos- 
pital to  remain  on  the  accredited  list  of  the  American 
College  of  Surgeons  it  would  be  necessary  for  him  to 
obtain  the  endorsement  of  the  proper  board  of 
officers  of  that  organization.  T he  underlying  reason 
for  this  notification  was  that  the  plaintiff,  who  was 
described  as  a general  practitioner,  had  performed 
certain  operations  which,  under  the  rules,  could  be 
performed  only  by  specialists  and  that  a continua- 
tion of  this  practice  would  result  in  removal  of  the 
hospital  from  the  accredited  list.  The  plaintiff  filed 
suit  to  restrain  the  defendant  hospital  from  inter- 
fering with  his  practice  and  obtained  a temporary 
restraining  order.  Subsequently  the  trial  court  dis- 
solved the  temporary  injunction  and  denied  a per- 
manent one  and  the  plaintiff  appealed  to  the  Court 
of  Appeals  of  Kentucky. 

One  issued  raised  in  the  case  was  whether  the  de- 
fendant hospital  was  a public  or  quasi-public  institu- 
tion. The  court  held  that  it  was  neither,  citing  with 
approval  the  case  of  Van  Campen  v.  Olean  General 
Hospital,  210  App.  Div.  204,  205  N.  Y.  S.  554.  In  this 
case  it  was  said: 

“There  are  many  public  institutions  in  this  State,  devoted 
to  the  care  of  afflicted  and  unfortunate  people.  They  may 
be  conducted  directly  by  the  State,  or  they  might  be  made 
by  statute  corporate  bodies  . . . Corporations  organized 
by  permission  of  the  Legislature  undertake  to  perform  sim- 
ilar duties  . . . These  are  private  corporations.  That  they 
are  engaged  in  charitable  work  for  the  benefit  of  the  public, 
and  thereby  affected  with  a public  interest,  does  not  make 
them  public  corporations  . . . The  fact  that  they  may 
receive  a donation  from  the  government  to  enable  them  to 
carry  on  their  work,  or  funds  from  a city  or  county  to 
care  for  sick,  disabled  indigent  persons,  . . . does  not 
affect  their  character  as  private  institutions.” 

The  second  issue  raised  in  the  Kentucky  case  was 
whether  or  not  the  plaintiff  had  a vested  right  to  use 
the  operating  room  of  the  defendant  hospital  in  his 
private  practice.  Quoting  from  another  case  60 
A.  L.  R.  657,  the  court  said:  “Although  there  are 
comparatively  few  cases  on  the  subject  under  anno- 
tation it  seems  to  be  the  practically  unanimous 
opinion  that  private  hospitals  have  the  right  to  ex- 
clude physicians  from  the  use  of  the  hospital,  such 
exclusion  resting  within  the  sound  discretion  of  the 
managing  authorities.”  The  high  standing  of  the 
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plaintiff  physician,  the  court  pointed  out,  was  not  at 
all  questioned  in  this  case.  He  had,  the  record 
showed,  been  successful.  The  court  said,  however, 
that  it  had  only  one  question  before  it.  That  ques- 
tion was  the  vested  right  of  the  plaintiff  to  operate 
in  the  rooms  of  the  defendant  hospital  when  the 
hospital  for  no  manifested  arbitrary  or  capricious 
reason,  but  in  the  exercise  of  a reasonable  discretion 
to  maintain  its  institution  on  an  accredited  basis, 
decided  otherwise.  In  the  opinion  of  the  court,  the 
plaintiff  failed  to  demonstrate  that  he  had  such  a 
vested  right,  either  by  contract,  inherently  or  as 
vouchsafed  by  any  constitutional  provision.  Accord- 
ingly the  judgment  of  the  lower  court  dissolving  the 
temporary  restraining  order  and  denying  the  per- 
manent injunction  was  affirmed. 

Cancer  Control 

April  is  Cancer  Control  month,  when  a special 
effort  is  made  throughout  the  United  States  to  bring 
before  the  public  the  facts  about  Cancer.  This  is 
being  done  in  Connecticut,  and  though  it  may  ap- 
pear to  some  that  the  organization  here  has  gone 
into  hibernation  for  the  duration,  we  can  only  state 
with  justice  that  the  Tumor  Committee  of  the  State 
Medical  Society  is  still  going  strong,  although  it 
has  of  necessity  curtailed  efforts  of  expansion  in  the 
face  of  increasing  wartime  demands. 

Work  on  statistics  in  the  Division  of  Cancer  Re- 
search of  the  State  Department  of  Health,  however, 
is  progressing  continuously  and  statistics  on  some 
20,000  cases  of  cancer  in  Connecticut  will  soon  be 
available.  Furthermore,  it  is  hoped  that  the  State 
Legislature  will  pass  again  this  year  a bill  granting 
funds  to  the  21  Tumor  Clinics  with  which  to  im- 
prove their  diagnostic  and  treatment  facilities  and 
pay  the  expenses  of  the  medically  indigent. 

It  may  seem  that  an  important  auxilliary  of  the 
Tumor  Committee,  the  Women’s  Field  Army  of  the 
American  Society  for  the  Control  of  Cancer— the 
feeble,  newborn  cries  of  which  were  heard  just  a 
year  before  Pearl  Harbor— has  died  a death  due  to 
strangulation  by  more  glamorous  Red  Cross  uni- 


forms and  Civilian  Defense  insignia.  Fortunately 
this  is  not  so.  The  group  of  volunteers  is  faced  with 
almost  unsurmountable  difficulties— the  demands  of 
apparently  more  important  war  work,  the  difficulty 
of  transportation,  and,  last  but  not  least,  the  scarcity 
of  domestic  help.  But  although  it  is  a constant 
struggle  against  odds  to  keep  this  work  alive,  it  has 
been  done  through  the  loyalty  and  faithfulness  of 
the  women  who  undertook  it  in  the  beginning  and 
the  continued  support  of  the  medical  profession. 

Earlier  treatment  is  the  key  to  the  cancer  prob- 
lem as  it  stands  today.  We  trust  that  physicians  will 
soon  experience  the  results  of  the  educational  pro- 
gram to  promote  periodic  physical  examinations  and 
earlier  visits  to  the  doctor’s  office. 

John  Hall  Bates 

Recent  word  has  been  received  that  Dr.  John  H. 
Bates  is  reported  missing  in  action  when  a destroyer 
on  which  he  was  serving  was  lost  on  February  1, 
1943.  Dr.  Bates  was  a native  of  Warren,  Connecti- 
cut, and  graduated  from  Hamilton  College  in  1936. 
He  received  his  medical  degree  at  Yale  in  June  1941, 
and  served  as  Interne  at  the  Royal  Victoria  Hos- 
pital in  Montreal.  He  was  licensed  to  practice  in 
Connecticut  in  July  1942.  Commissioned  a Lieuten- 
ant U.  S.  N.  R.,  he  reported  for  active  duty  about 
July  15,  1942.  An  exceptional  student  with  a most 
winning  personality,  John  Bates  would  have  been  a 
distinct  adornment  to  the  ranks  of  the  physicians 
of  Connecticut.  Flis  loss  is  keenly  felt  by  his  class- 
mates and  the  members  of  the  faculty  of  the  Yale 
School  of  Medicine. 


Tuberculosis  Deaths  in  Poland 

In  Warsaw,  Poland,  in  the  first  eight  months  of 
1941,  9,000  people  died  of  tuberculosis,  compared 
with  3,000  in  1938.  Children  are  malformed  and 
ghostlike,  suffering  from  anemia  and  softening  of 
the  bones.  In  the  first  half  of  1941,  there  were  8,000 
births  and  21,800  deaths. 


FQBY1CT0RY 
BUY 


IF  YOU  HAVE  NO  PRIORITY  for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention— a bandage  scissor,  or  an  x-ray 
machine— call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,” 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 

(SEE  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 


CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 


PRELIMINARY  REPORT  OF  THE  COMMITEE  ON  PREPAID  MEDICAL 
SERVICE  TO  THE  COUNCIL  OF  THE  STATE  MEDICAL  SOCIETY 

The  preliminary  report  now  submitted  is  for  the  purpose  of  placing  before  the  Council  a brief  review 
of  the  activities  of  the  Committee  since  its  last  progress  report  was  made  and  a general  statement  of  the 
conclusions  reached  by  the  Committee  and  proposals  that  may  be  submitted  to  the  House  of  Delegates 
and  membership  of  the  Society. 

This  Committee  has  been  in  existence  a long  time  and  it  may  appear  that  its  deliberations  have  been 
dilatory  and  its  accomplishments  uncertain.  As  the  time  has  passed  since  the  Committee  was  appointed, 
steady  progress  has  been  made  in  the  study  and  exploration  of  the  complicated  subject  of  prepaid  medical 
service.  The  Committee’s  activities  have  been  interrupted  occasionally  and,  as  might  be  expected,  its 
members  have  been  distracted  from  the  Committee’s  objectives  by  personal  affairs.  However,  it  may  now 
be  said  that  the  passage  of  time  has  in  itself  contributed  to  the  results  of  the  Committee’s  work  by  allow- 
ing experience  in  connection  with  prepaid  medical  service  plans  to  accumulate  and  to  give  this  Com- 


mittee the  fine  opportunity  to  judge  and  be  guided 
plans  operated  by  other  medical  societies. 

It  is  not  possible  in  a report,  brief  as  this  one 
should  be,  to  set  down  any  considerable  part  of  the 
technical  details  that  enter  into  the  complex  subject 
under  discussion.  Insurance  of  any  kind  against  the 
expenses  incurred  by  sickness  is  admitted  to  be  one 
of  the  most  complicated  and  unpredictable  hazards 
for  which  insurance  may  be  provided  and  no  at- 
tempt will  be  made  now  to  discuss  or  elaborate 
technical  consideration  of  prepayment  plans  for 
providing  medical  service.  There  are,  however,  a 
number  of  broad  basic  considerations  that  must  be 
accepted  by  a medical  society  before  it  can  properly 
embark  upon  the  organization  of  an  enterprise  to 
provide  the  services  of  physicians  on  a prepayment 
or  insurance  basis. 

The  first  of  these  considerations  is  the  purpose 
that  moves  a medical  society  to  enter  the  field  at  all. 
That  motive,  concisely  stated,  must  be  a willingness 
on  the  part  of  the  medical  society  concerned  to 
make  a contribution  to  the  social  welfare  of  people 
in  its  community  by  the  development  and  adminis- 
tration of  a device  whereby  the  cost  of  medical  care 
can  be  shared  by  a large  number  of  persons  on  a 
prepayment  basis,  with  the  objective  of  making 
better  medical  care  available  to  those  who  require 
it  at  a cost  that  they  can  afford  to  pay. 

The  second  motive,  and  one  frequently  men- 
tioned, is,  it  is  to  be  hoped,  that  if  the  voluntary 


by  the  experience,  mistakes  and  accomplishments  of 

plans  established  by  the  medical  profession,  such  as 
is  herein  contemplated,  are  successful  and  answer  a 
need,  the  reasons  for  public  medical  service  plans 
or  compulsory  health  insurance  will,  in  part  at  least, 
be  eliminated. 

The  third  and  least  important  motive  is  that  such 
a device  will  make  it  possible  for  physicians  to  re- 
ceive prompt  payment  for  their  services  from  a large 
group  of  people  who  now  find  it  difficult  or  im- 
possible to  meet  the  increasing  cost  of  illness.  In 
return  for  this  advantage  of  prompt  and  sure  pay- 
ment physicians,  in  order  to  make  the  plan  success- 
ful, must  be  willing  to  accept  fees  from  persons 
insured  in  the  plan,  somewhat  below  the  value  of 
the  charges  ordinarily  made. 

The  type  of  coverage  to  be  provided  is  of  the 
utmost  importance  because  on  its  choice  the  success 
or  failure  of  the  plan  will  most  probably  depend.  In 
general  there  are  two  type  of  contracts:  (a)  The 
all-inclusive  contract  which  covers  illness  of  any 
type  and  severity  no  matter  where  it  may  be  treated, 
in  hospital,  at  home  or  in  the  physician’s  office,  and 
(b)  the  contract  that  provides  professional  service 
only  when  the  patient  is  hospitalized.  The  all-inclu- 
sive contract  desirable  as  it  undoubtedly  is,  offers 
so  many  hazards  and  opportunities  for  exploitation 
that  the  premium  to  be  paid  by  the  subscriber  must 
necessarily  be  so  high  that  its  sale  is  limited.  Most 
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of  the  prepaid  medical  service  plans  now  in  opera- 
tion, some  of  which  have  started  with  all-inclusive 
contracts,  have,  by  experience,  been  moved  to  the 
adoption  of  the  second  type  of  plan  which  provides 
surgical  and  medical  care  only  when  the  patient  is 
hospitalized.  There  are  distinct  advantages  to  this 
second  type  of  contract  for  the  large  group  of  self 
supporting,  self  respecting  middle  class  people.  Such 
a contract  can  be  written  with  reasonable  soundness 
for  a comparatively  low  premium  and  provides  a 
means  by  which  persons  may  insure  themselves 
against  the  high  cost  of  what  has  come  to  be  called 
“catastrophic  illness.” 

The  Committee  wishes  to  propose  to  the  House 
of  Delegates  and  to  the  membership  of  The  Con- 
necticut State  Medical  Society  a prepaid  medical 
service  plan  that  will  embody  these  features: 

1.  The  plan  will  provide  surgical  and  obstetrical 
services  to  the  subscribers  w hen  the  nature  and 
severity  of  their  illness  requires  treatment  in  a hos- 
pital. The  inclusion  of  medical  services  for  hos- 
pitalized patients  has  not  yet  been  conclusively  con- 
sidered. 

2.  The  plan  will  be  provided  by  a corporation 
organized  under  Chapter  192c  of  the  1939  Supple- 
ment to  the  General  Statutes  of  Connecticut.  This 
corporation  will  have  a working  agreement  with 
the  Connecticut  Plan  for  Hospital  Care  under  which 
the  Connecticut  Plan  for  Hospital  Care  will  sell  the 
contracts  provided  by  the  Plan  for  Surgical  Care 
and  will  carry  on  a large  part  of  the  administrative 
and  statistical  work  that  the  Plan  for  Surgical  Care 
will  require. 

3.  Contracts  under  the  plan  will  be  sold  only  to 
groups  of  employed  persons  in  a manner  similar  to 
the  method  under  which  contracts  with  the  Con- 
necticut Plan  for  Hospital  Care  are  distributed  and 
probably  contracts  with  the  Surgical  Care  Corpora- 
tion will  be  sold  only  to  present  or  future  sub- 
scribers to  the  Plan  for  Hospital  Care. 

4.  Under  the  plan  physicians  will  be  paid  in  ac- 
cordance with  an  established  fee  table.  But,  because 
until  some  months  of  experience  can  be  had  in  re- 
spect to  losses,  that  fee  table  will  not  be  guaranteed 
in  full  by  the  Surgical  Care  Corporation  and  physi- 
cians who  participate  in  the  Plan  must  agree  to 
accept  that  portion  of  the  established  fee  table  which 
is  determined  to  be  fair,  safe  and  equitable  as  full 
payment  for  professional  services  rendered  to  sub- 
scribers in  the  Plan.  This  is  known  as  the  “unit” 
system  of  payment.  In  order  for  the  plan  to  succeed 


it  will  be  necessary  for  a substantial  proportion  of 
the  physicians  within  the  locality  to  be  served  by 
the  Plan,  to  accept  this  provision  for  payment. 

5.  The  law  under  which  this  corporation  would 
be  organized  requires  that  a sum  of  not  less  than 
$5,000  be  paid  into  the  corporation  at  the  time  of  its 
organization.  It  is  estimated  that  an  additional  sum 
of  $5,000  will  be  required  to  pay  for  the  preliminary 
organization  and  promotion,  and  to  get  the  corpora- 
tion launched  in  business.  This  will  necessitate  the 
corporation  having  at  its  disposal  a sum  of  $10,000 
to  be  derived  either  from  funds  of  the  State  Medi- 
cal Society  or  to  be  subscribed,  or  loaned,  by  inter- 
ested individuals. 

If  agreeable  to  the  Council  the  Committee  pro- 
poses to  set  forth  the  details  of  its  plans  embodying 
the  principles  and  factors  outlined  herein,  in  an 
extensive  report  to  be  placed  before  the  House  of 
Delegates  at  its  annual  meeting  in  May  of  1943.  The 
Committee  further  proposes  that  permission  be 
granted  to  have  a round  table  discussion  of  the 
subject  of  prepaid  medical  service  in  which  the 
participants  will  be  recognized  experts  in  the  field, 
during  the  afternoon  of  the  annual  meeting  of  the 
House  of  Delegates  on  May  25.  The  final  report  of 
this  Committee  and  action  thereon  will  not  be 
brought  before  the  House  of  Delegates  until  after 
this  round  table  discussion  has  been  completed  so 
that  the  members  of  the  House  of  Delegates  may 
have,  through  the  information  gathered  during  the 
round  table  discussion,  a background  for  their 
decision  concerning  the  Committee’s  report.  At  the 
meeting  of  the  House  of  Delegates  the  Committee 
will  ask  the  members  of  the  House  to  consider  the 
report  that  it  will  submit  without  taking  action  as 
to  whether  the  Society  should  go  ahead  with  the 
proposals  of  the  Committee  but  will  ask  permission 
from  the  House  of  Delegates  to  lay  the  proposal 
before  the  County  Associations  at  special  meetings 
during  the  summer  or  at  the  semi-annual  meetings 
in  October  and  final  action  will  be  postponed  until 
full  discussion  is  had  by  the  members  of  the  County 
Associations  with  an  opportunity  to  instruct  their 
delegates  as  to  their  decision  in  the  matter. 

Oliver  L.  String-field,  Chairman 
Samuel  C.  Harvey 
James  R.  Miller 
Thomas  P.  Murdock 
J.  Harold  Root 
Benedict  V.  Whipple 
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Council  Meeting 

The  monthly  Council  meeting  was  held  on 
March  3. 

OSTEOPATHIC  LEGISLATION 

The  amendments  to  the  Osteopathic  Practice  Act 
now  pending  before  the  General  Assembly  were 
discussed.  The  Council  voted  that  the  Society  should 
oppose  the  measure. 

PREPAID  MEDICAL  SERVICE 

The  preliminary  report  of  the  Society’s  Com- 
mittee on  Prepaid  Medical  Service,  which  is  pub- 
lished herewith,  was  presented  to  the  Council  and 
approved  and  it  was  voted  to  approve  the  proposals 
made  in  the  report. 

PROCUREMENT  AND  ASSIGNMENT  SERVICE 

The  operation  of  the  Procurement  and  Assign- 
ment Service  was  discussed  at  length  and  report  of 
progress  to  date  was  presented  by  the  Secretary. 
No  changes  in  policy  were  proposed  for  the  present. 

The  annual  audit  and  financial  statement  of  the 
Society  submitted  by  Seward  and  Monde,  auditors, 
was  presented  by  the  Treasurer,  Dr.  Campbell. 
Financial  operations  of  the  Society  for  1942  were 
satisfactory  and  the  entire  statement  will  be  pub- 
lished in  the  annual  meeting  number  of  the  Journal. 

Narcotic  Licenses  for  Physicians  Entering 
the  Military  Service 

The  office  of  the  Secretary  has  been  advised  by 
the  Internal  Revenue  Department: 

“Physicians  in  the  armed  services  have  no  need 
for  narcotic  registration.  Upon  entering  the  service 
registration  should  be  discontinued  by  notifying  the 
collector  of  internal  revenue  and  surrendering  the 
narcotic  tax  stamp  and  all  unused  order  forms  for 
cancellation.  The  duplicates  of  used  order  forms 
should  be  removed  from  the  book  and  kept  by  the 
physician  with  his  records,  the  book  and  all  unused 
forms  being  sent  in. 

“ 1 he  collector  should  also  be  furnished  with  an 
inventory  of  all  narcotic  drugs  on  hand.  These  may 


be  sold  pursuant  to  an  official  order  form  to  some 
other  properly  registered  person,  provided  the  con- 
sent of  the  collector  is  obtained,  or  they  may  be 
surrendered  for  proper  disposition,  to  the  Narcotics 
District  Supervisor  for  the  particular  area.” 

A Bachelor  of  Medicine  Degree  for  Nurses 

Hugh  Cabot  has  again  been  heard  from.  This 
time,  writing  in  the  February  issue  of  Modern  Hos- 
pital, Dr.  Cabot  advocates  that  the  degree  of 
Bachelor  of  Aledicine  be  made  available  to  nurses, 
suggesting  “that  they  did  not  have  the  elaborate 
scientific  training  of  the  physician,  but,  at  the  same 
time,”  making  “it  abundantly  clear  that  they  were 
involved  in  the  practice  of  medicine  and  were  essen- 
tial cogs  to  anything  approaching  complete  medical 
care  in  step  with  modern  science.” 

Dr.  Cabot  expresses  the  belief  “that  women  are 
better  suited  than  men  to  studying  environment, 
giving  appropriate  advice,  and  feeling  their  way 
along  deftly  in  complicated  and  varying  conditions 
of  employment,”  things  which  were  formerly  done 
by  the  general  practitioner  in  a world  far  less  com- 
plicated than  the  present  one. 

Not  a bad  suggestion  and  surprisingly  conserva- 
tive! 

The  New  Element  Tantalum 

Lieut,  (j.g.)  Robert  H.  Purdenz  reports  in  a 
recent  issue  of  the  Journal  of  the  American  Medical 
Association  that  according  to  experimental  studies 
the  new  chemical  element  tantalum  is  a satisfactory 
material  for  the  repair  of  defects  of  the  skull.  This 
element  is  a bluish  white  metal  resembling  steel  in 
its  physical  properties  and  glass  in  its  chemical 
characteristics.  It  has  an  atomic  weight  about  three 
times  that  of  iron.  Because  of  its  non  corrosiveness, 
inertness  in  tissue,  non  absorbability,  absence  of 
toxic  ingredients  and  malleability,  the  use  of  this 
metal  should  be  considered  in  the  repair  of  many  of 
the  cranial  defects  which  will  inevitably  occur  as  a 
result  of  craniocerebral  injury  in  the  present  war, 
and  particularly  in  those  repairs  in  which  a satis- 
factory cosmetic  result  is  of  utmost  importance. 
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BOOKS  — BOOKS  — BOOKS  The  next  time  you  have  a few 

minutes  to  spare,  why  not  stop  in  and  look  over  our  miniature  library.  Cur- 
rent editions  of  medical,  x-ray,  and  physical  therapy  publications  on  hand  for 
your  inspection.  For  a few  suggestions,  see  bottom  of  inside  front  cover. 
Professional  Equipment  Company,  36  Howe  St.,  New  Haven,  Connecticut. 
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COUNTY  ASSOCIATION  MEETINGS 


FAIRFIELD 

Tuesday,  April  13,  4:00  p.  m. 

Stratfteld  Hotel,  Bridgeport. 

Speaker:  Professor  William  W.  Peter— “An 

American  Physician  in  China.” 

HARTFORD 

Tuesday  April  6,  4:30  p.  m. 

Hunt  Memorial  Building,  Hartford. 

Speaker:  Brigadier  General  Eugen  G.  Reinartz, 
AUS,  Commanding  Officer,  School  of  Aviation 
Medicine,  Randolph  Field,  Texas.  (See  special 
notice.) 

LITCHFIELD 

Tuesday,  April  27 

Place  and  speaker  to  be  announced. 

MIDDLESEX 

Thursday,  April  8,  4:00  p.  m. 

Rose  Garden,  Middletown. 

Speakers:  Francis  G.  Blake,  Dean  of  Yale  Univer- 
sity School  of  Medicine— “The  Atypical  Pneu- 
monias.” 

Lieutenant  Wilfred  W.  Forbes,  MC,  USN— 
“Navy  Doctor  in  Combat  Service.” 

NEW  HAVEN 

Thursday,  April  22,  3:45  p.  m. 

New  Haven  Country  Club. 

Speaker  to  be  announced. 

NEW  LONDON 

Thursday,  April  1 

Place  and  speaker  to  be  announced. 

TOLLAND 

Tuesday,  April  20 

Place  and  speaker  to  be  announced. 


WINDHAM 

Thursday,  April  15,  12:30  p.  m. 

Nathan  Hale  Hotel,  Willimantic. 

Speaker:  Professor  Andre  Schenker,  University 
of  Connecticut— “Winning  the  War  and  the 
Peace.” 


Brigadier-General  Eugen  G.  Reinartz,  AUS,  Com- 
manding Officer  of  the  School  of  Aviation  Medicine, 
Randolph  Field,  Texas,  will  be  the  guest  speaker  at 
a meeting  of  the  Hartford  County  Medical  Associa- 
tion on  Tuesday,  April  6,  in  the  Hunt  Memorial 
Building,  38  Prospect  Street,  Hartford.  General 
Reinartz,  who  is  a pioneer  in  the  study  of  the  neuro- 
psychiatric  aspects  of  flying,  is  the  only  psychiatrist 
in  the  country  to  be  elevated  to  the  rank  of  Gen- 
eral in  the  LT.  S.  Army.  He  is  in  charge  of  all  medical 
activities  at  Randolpli  Field,  and  has  the  longest  con- 
tinuous record  of  medical  service  of  any  medical 
officer  in  the  United  States  Army  Air  Force. 
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THE  CONNECTICUT  HOSPITAL  ASSOCIATION 

Anna  M.  Griffin,  Preside nt  I.  S.  Geeter,  m.d.,  Vice-President 

William  B.  Sweeney,  Secretary  Helen  Nivison,  Treasurer 


Funds  for  Largest  Voluntary  Hospital 
Mounting  Rapidly 

Contributions  to  the  new  building  fund  for  Hart- 
ford Hospital  have  been  spectacular  during  recent 
months.  A small  folder  being  issued  to  members  of 
the  committee  headed  by  James  B.  Slimmon,  vice- 
president  of  Aetna  Life  Insurance  Company,  re- 
counts several  dozen  subscriptions  of  particular 
significance. 

The  current  campaign  is  for  the  unprecedented 
objective  of  five  million  dollars.  Its  purpose  is  to 
complete  financing  a program  which,  virtually, 
projects  the  replacement  of  the  present  hospital. 
Statistics  show  that,  on  the  basis  of  the  number  of 
patients  admitted,  Hartford  Hospital  is  the  largest 
voluntary  hospital  in  the  United  States. 

Need  for  the  expansion  of  hospitals  in  Hartford 
has  been  recognized  for  several  years.  It  is  noted  that 
Hartford  Hospital  was  operating  at  81  per  cent  of 
theoretical  capacity  as  far  back  as  1938.  By  1941  this 
utilization  was  at  an  average  of  96  per  cent.  During 
the  last  year  and  the  early  months  of  the  current 
year  utilization  was  well  beyond  the  saturation 
point. 

The  building  is  from  the  board  of  Collidge, 
Shepley,  Bullfinch  and  Abbott,  Boston.  The  first 
floor  will  house  business  and  administrative  offices, 
accident  department,  out  patient  clinic,  social  serv- 
ice room  and  a staff  suite.  1 he  second  floor  will 
accommodate  three  dining  rooms,  physiotherapy 
department,  isolation  department,  six  four-bed 
wards,  three  eight-bed  wards,  three  nurseries,  isola- 
tion nursery,  maternity  wing,  three  dining  rooms, 
sterile  supply  department  and  pharmacy.  Bacteri- 
ology,  chemistry  and  pathologv  laboratories  will 
be  on  the  third  floor,  together  with  an  x-ray  service 
suite,  fluoroscopic  rooms,  nurseries,  lecture  room, 
library,  basal  metabolism  room  and  maternity  wing. 
The  fourth  floor  will  be  given  over  to  private  rooms, 
the  pediatrics  department  and  a maternity  wing. 
Sixteen-bed  wards  and  private  rooms  will  occupy 
the  fifth  floor,  which  will  also  house  a delivery  suite, 


maternity  wing  and  premature  nurseries.  Hydro- 
therapy rooms  will  occupy  the  seventh  floor.  The 
cystoscopic  suite  will  be  on  the  eighth  floor  which 
will  also  contain  the  urology  department.  Remaining 
floors,  except  the  fifteenth  which  will  house  the 
operative  department  in  all  essentials,  will  contain 
the  hospital’s  remaining  complement  of  private 
rooms. 

Typical  of  large  gifts  up  to  this  time  are  one  of 
$200,000  by  the  United  Aircraft  Corporation;  one 
of  $185,250  by  the  Colt  Patent  Firearms  Manufac- 
turing  Company;  one  of  $179,400  by  Afrs.  Louise  E. 
Terry,  in  memory  of  her  husband,  Edward  Clinton 
Terry,  steam  turbine  inventor;  a gift  of  $130,000 
by  the  Aetna  Affiliated  Companies;  a gift  of  $106,000 
by  the  Niles-Bement-Pond  Company;  and  one  of 
$100,000  by  George  J.  Mead,  former  vice-president 
of  the  United  Aircraft  Company. 

Bridgeport  Raises  Almost  $1,000,000 

The  United  Hospital  Building  Fund  at  Bridge- 
port which  concluded  a fund  raising  program  in 
February,  promises  to  be  outstanding  for  some  time 
among  projects  of  its  kind.  An  objective  of  $750,000 
to  improve  and  enlarge  the  city’s  two  voluntary 
hospitals,  Bridgeport  and  St.  Vincent’s,  was  sur- 
passed by  nearly  a quarter  of  a million  dollars,  in 
what  Bridgeport  leaders  declared  was  the  greatest 
campaign  in  the  city’s  history  on  the  basis  of  scope 
of  activity  and  the  amount  obtained. 

Begun  July  of  last  year,  the  campaign  came  to  an 
end  with  a final  report  dinner  at  Bridgeport’s  Algon- 
quin Club,  the  night  of  Tuesday,  February  23.  The 
grand  total  was  reported  as  $986,050. 

Two  very  active  committees,  one  in  charge  of 
individual  memorial  gifts,  the  other  on  memorial 
gifts  from  corporations,  piled  up  pledges  totalling 
$838,000  based  on  incomplete  returns.  This  was  in 
spite  of  the  preoccupation  of  business  men  and 
industrialists  of  the  community,  due  to  the  strained 
capacity  at  which  Bridgeport’s  many  war  material 
and  munitions  plants  are  operating. 
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Federal  grants  will  assist  a building  program 
which  will  exceed  two  million  dollars  in  overall  cost. 
Grants  of  $1,200,000  are  promised. 

Two-thirds  through  the  campaign  it  became 
obvious  that  the  originally  estimated  costs  of  im- 
proving and  enlarging  both  hospitals  would  have  to 
be  revised  upward  by  $240,000  due  to  increases  in 
the  costs  of  labor  and  building  materials.  This  was 
the  result  of  price  differentials  created  by  changes 
in  general  business  conditions  after  the  first  estimates 
were  made. 

Accordingly,  this  additional  amount  was  desig- 
nated as  a “contingency  fund,”  in  the  hope  that  the 
army  of  volunteer  workers  might  surpass  the  ob- 
jective by  enough  to  absorb  the  extra  expense.  As 
it  has  turned  out,  the  effort  probably  at  this  printing 
has  accomplished  the  whole  object. 

St.  Vincents’  Hospital  was  dedicated  June  28, 
1905.  Bridgeport  Hospital  received  its  first  patient 
November  12,  1884.  Both  hospitals  soon  after  their 
establishment  found  it  necessary  to  increase  their 
capacity. 

Bridgeport  Hospital,  in  1909,  completed  a new 
wing  and  admitted  1,460  patients  in  that  year.  An 
addition  to  the  new  wing  of  St.  Vincent’s  Hospital 
was  built  in  1913.  Within  five  years  Bridgeport  Hos- 
pital was  caring  for  6,000  patients  annually  and  St. 
Vincent’s  Hospital  was  admitting  almost  4,400. 

The  bed  capacity  of  both  voluntary  hospitals  in 
Bridgeport  at  present  is  612,  exclusive  of  infants. 
Capacity  will  be  increased  to  approximately  1,000. 
Accommodations  for  nurses  at  both  hospitals  will  be 
increased  proportionately.  Other  improvements  and 
new  equipment  also  will  be  added. 


The  1941  Birth  Record 

Connecticut  showed  an  increase  of  13.2  per  cent 
of  number  of  live  births  in  1941,  being  surpassed 
only  by  District  of  Columbia  and  Maryland. 
Throughout  the  United  States  physicians  attended 
91  per  cent  of  the  births,  but  215,722  (9  per  cent), 
according  to  The  Child , were  attended  only  by  mid- 
wives and  other  non  medical  persons. 


More  than  three  of  every  five  live  births  in  the 
United  States  in  1941  occurred  in  hospitals,  com- 
pared with  56  per  cent  in  1940.  This  figure  is  con- 
stantly  rising  and  bids  fair  to  show  another  jump  in 
1942.  There  were  12  states  in  which  more  than  four- 
fifths  of  all  births  occurred  in  hospitals  and  rela- 
tively few  births  were  not  attended  by  physicians. 
The  proportion  of  births  that  took  place  with  no 
medical  attention  was  25  per  cent  or  higher  in  7 
states  and  was  nearly  50  per  cent  in  Mississippi. 


Treatment  of  Gout 

Colchicine  is  believed  by  us  to  be  indispensable  in 
the  treatment  of  gout.  Patients  with  gout  should 
never  allow  themselves  to  be  without  a vial  of 
colchicine. 

In  acute  gouty  arthritis  it  is  almost  specific  for 
alleviation  of  pain.  It  is  ineffective  in  non  gouty 
types  of  acute  arthritis.  The  action  of  colchicine  in 
intercritical  periods  is  less  specific  than  during  acute 
attacks  but,  nevertheless,  is  beneficial  to  most 
patients.  The  majority  of  those  afflicted  should  take 
some  colchicine  from  time  to  time.  Those  who  ex- 
perience not  more  than  1 attack  a year  will  need  a 
few  colchicine  tablets  (1/120  gr.  each)  only  at  times 
when  mild  aches  and  pains  in  the  joints  appear.  All 
other  patients  should  consume  some  colchicine 
regularly.  This  habit  may  vary  from  not  more  than 
1 or  2 tablets  a week  to  a daily  ration  of  1 or  more. 
In  a few  instances  of  severe  gouty  arthritis  we  have 
recommended  2 or  3 pills  each  day  of  the  year. 
Several  patients  have  followed  this  schedule  for  as 
long  as  5 years  and  no  untoward  effects  from  the 
prolonged  ingestion  have  been  noted.  Tolerance  to 
the  drug  does  not  develop  and  if  an  acute  attack 
supervenes,  a full  course  of  colchicine  seems  as 
effective  as  in  patients  who  take  the  drug  less  fre- 
quently. 

Alkaline  waters  and  alkaline  powders  have  some 
merit  in  the  treatment  of  intercritical  gout.  The 
desirability  of  a large  fluid  exchange  has  been 
described. 

Talbott:  Bull.  N.  Y.  Acad.  Med.,  May  18,  1942 


PROFESSIONAL  HEADACHES:  Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 


(SEE  PAGE  2) 
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New  Haven  Induction  Center 

The  second  Army  Induction  Center  for  the  State 
was  opened  in  New  Haven  on  March  i . The  Center 
is  located  in  the  Orange  Street  Armory  and  will 
serve  the  induction  depot  for  the  towns  of  Green- 
which,  Stamford,  South  Norwalk,  Norwalk,  Fair- 
field,  Bridgeport,  Stratford,  Milford,  Wallingford, 
Bethel,  Naugatuck,  Derby,  Seymour,  Ansonia,  New 
Haven,  Hamden,  East  Haven,  West  Haven,  and 
Branford. 

The  civilian  medical  personnel  for  the  Center  was 
organized  by  Dr.  Arthur  Bliss  Dayton  of  New 
Haven  and  the  staff  is  as  follows: 


Panel  of  Internists 
Arthur  Bliss  Dayton,  Chairman 


Arthur  B.  Dayton 
Theodore  Evans 
B.  R.  Harris 
H.  M.  Marvin 
Orville  F.  Rogers 
Wilder  Tileston 
Harold  S.  Arnold 
L.  E.  Celentano 
William  Cohen 
S.  J.  Goldberg,  Jr. 
Barnett  Greenhouse 
Matthew  Griswold 


M.  M.  Hillman 
Harry  E.  Klebanoff 
Samuel  D.  Kushlan 
Percy  A.  Leddy 
Joseph  I.  Linde 
Frank  Mongillo 
Eugene  P.  Sisson 
Otto  Willner 
Mario  Conte 
Charles  S.  Culotta 
James  D.  McGaughey 
Andrew  Vollero 


Panel  of  Surgeons  and  Orthopedists 
Ralph  W.  Nichols,  Chairman 
Ralph  W.  Nichols  J.  D.  Russo 

W.  C.  Duffv  C.  S.  Smith 

L.  C.  Foster  P.  W.  Vestal 

J.  A.  Gettings  I.  S.  Aldennan 

M.  Lear  L.  A.  Geraci 

Wm.  Mendelsohn  S.  B.  Rentsch 

J.  C.  Mendillo  P.  J.  Serafin 

T.  J.  Sullivan 


Ear,  Nose  and  Throat  Panel 
Charles  T.  Flynn,  Chairman 
Charles  T.  Flynn  William  L.  Sheahan 

Frederick  N.  Sperry  Paul  B.  MacCready 

Zelly  A.  Bonoff 


Panel  of  Ophthalmologists 
Eugene  M.  Blake,  Chairman 


Eugene  M.  Blake 
J.  F.  Cobey 
David  Freeman 
Herman  C.  Little 
William  H.  Ryder 


William  Sheehan 
L.  C.  Whiting 
A.  M.  Yudkin 
G.  F.  Carelii 
Wm.  H.  J.  O’Brien 


X-ray  Panel 


C.  F.  Batclli 
Frank  DiStasio 
Kirby  Howlct 
Robert  Lowman 
Hugli  Wilson 


Joseph  1.  Linde,  Chairman 

Louis  Wheatley 
George  Goldman 
Arnold  Rilancc 
Fred  Waring 
Charles  Pctrillo 
Philip  Dinan 


Panel  of  Dentists 
Stanley  F.  Armstrong,  Chairman 
Stanley  E.  Armstrong  James  P.  Pigott 

Louis  R.  Gans  Francis  M.  Schneider 

Henry  W.  Zernitz 


Captain  Raymond  T.  Flint  is  the  commanding 
officer  in  charge  of  the  Center;  the  medical  officer 
is  Charles  C.  Verstandig,  and  staff  officers  are  First 
Lieutenant  Isadore  Ginsburg  and  Second  Lieuten- 
ants Patrick  J.  O’Brien  and  P.  J.  Donnelly.  Navy 
induction  will  be  in  charge  of  Lieutenant  Robert 
W.  Nespor,  MC-USNR,  and  Ensign  John  F.  Clark, 
USNR. 


Military  Deaths  in  1942 

The  Metropolitan  Life  Insurance  Company,  in  its 
January  1943  Statistical  Bulletin,  reviews  the  mili- 
tary death  toll  in  the  various  countries.  Last  year’s 
losses  are  the  greatest  so  far  in  the  current  World 
War  and  are  estimated  at  about  2,000,000  soldiers 
and  sailors.  Among  American  fighting  men  the 
military  losses  for  1942  probably  were  at  least  1 1,000 
and  possibly  as  many  as  15,000.  This  uncertainty  of 
figures  is  due  to  the  lack  of  information  to  be  ob- 
tained from  the  Japanese  relative  to  the  outcome  of 
our  men  listed  as  missing.  Our  1942  losses  exceed 
all  of  those  suffered  by  us  in  the  first  1 5 or  16  months 
of  the  first  World  War,  but  by  the  end  of  last  year 
we  had  three  times  as  many  men  serving  overseas  as 
on  the  corresponding  date  of  World  War  I. 

The  Japanese  losses  for  1942,  including  China, 
have  been  at  least  100,000  and  possibly  over  125,000. 
Two  operations  alone— the  engagements  in  the 
Macassar  Straits  in  January  and  in  the  Solomons  in 
November— cost  Japan  an  estimated  40,000  to  70,000 
troops  by  drowning.  In  China,  Japan’s  estimated 
losses  are  nearly  40,000. 

German  losses  are  believed  to  have  reached  be- 
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tween  500,000  and  750,000  during  the  year  1942.  In 
addition  to  the  Russian  losses  which  increased  rapid- 
ly as  the  year  progressed,  Germany  lost  40,000  to 
50,000  soldiers  and  sailors  killed  in  North  Africa, 
over  western  Europe,  in  the  Atlantic,  and  in  occu- 
pied countries. 

Russia  apparently  suffered  the  heaviest  toll  of  all 
the  belligerents  last  year.  A conservative  estimate 
places  their  military  deaths  at  750,000  to  900,000. 
This  places  them  on  a scale  at  least  equal  to  those 
sustained  in  any  year  of  World  War  I. 

Rumania  has  suffered  heaviest  of  the  Axis  satel- 
lites, probably  losing  50,000  soldiers  last  year.  Italy 
lost  not  more  than  30,000  to  40,000  soldiers  and 
sailors  in  1942.  Great  Britain  and  the  countries  of 
the  Empire  suffered  relatively  few  military  deaths 
last  year,  probably  not  more  than  30,000.  The 
Chinese  have  probably  lost  100,000,  Yugoslavia 
many  thousands,  Free  and  Vichy  French  together 
not  more  than  1,000  to  2,000,  and  the  Dutch  a 
moderate  number.  Hungary  has  lost  rather  heavily, 
Bulgaria  and  Finland,  on  the  other  hand,  relatively 
few. 

Pennsylvania  Psychiatrist  Talks  on  Shell 
Shock 

According  to  Edward  A.  Strecker,  professor  and 
head  of  the  department  of  psychiatry  at  the  Uni- 
versity of  Pennsylvania  in  Philadelphia  and  presi- 
dent-elect of  the  American  Psychiatric  Association, 
the  most  common  mental  casualty  in  modern  war- 
fare is  the  “shell  shock”  of  the  newspapers,  or  war 
conversation  hysteria. 

Dr.  Strecker  spoke  recently  at  the  Neuro-Psychi- 
atric Institute  in  Hartford.  In  World  War  I he  held 
the  rank  of  Major  in  the  Medical  Corps  of  the 
United  States  Army  and  was  division  neuro-psy- 
chiatrist for  the  28th  Division.  His  lecture  on 
“Military  Neuro-Psychiatric  Disabilities  and  Their 
Treatment”  on  March  4 was  the  eighth  in  a series 
of  twelve  lectures  on  psychiatry  and  neurology 
sponsored  by  the  Institute  in  its  ninth  annual  series. 

“War  conversion  hysteria  or  shell  shock  is  an 
abnormal  solution  of  a strong  emotional  conflict 
which  takes  place  in  the  soldier  between  his  ego- 
instinct  (the  instinct  of  self  preservation)  which  is 
strongly  moved  by  such  emotions  as  fear,  horror 
and  revulsion,  and  the  opposing  claims  of  soldierly 
ideals  and  disciplinary  reactions.”  In  other  words, 
when  the  conflict  within  the  soldier,  which  is  com- 


mon among  all  of  today’s  active  combatants,  be- 
comes too  strong,  the  soldier  responds  by  a state  of 
shell  shock. 

Dr.  Strecker  outlined  methods  of  treating  war 
conversion  hysteria  and  pointed  out  that  many  of 
these  mental  casualties  could  be  prevented  through 
greater  care  in  the  selection  of  fighting  men  and 
through  more  thorough  conditioning  for  battle 
among  those  who  are  selected. 

“In  these  days  every  physician  in  or  out  of  the 
armed  services  will  have  to  practice  psychiatry,” 
Dr.  Strecker  continued,  in  stressing  the  tremendous 
effect  which  mental  casualties  have  upon  the  morale 
of  soldiers.  Statistically  and  economically,  the  effects 
are  also  tremendous,  he  said. 

“Psychiatry  in  the  armed  services,  particularly 
under  combat  conditions  will  have  to  be  ‘rough  and 
ready’  but  skillful,”  he  concluded.  “This  is  the  acid 
test  of  psychiatry  today.” 

Transportation  of  Plasma  in  Emergencies 

The  Medical  Division  of  the  Office  of  Civilian 
Defense  in  a recent  bulletin  announces  that  James 
M.  Landis,  U.  S.  Director  of  Civilian  Defense,  has 
arranged  for  the  Civil  Air  Patrol  to  fly  blood  plasma 
supplies  into  stricken  areas  in  the  event  of  emergen- 
cies. In  instances  where  it  becomes  necessary  to 
supplement  local  stocks  of  plasma  for  the  treatment 
of  casualties  caused  by  bombing,  fire,  tornado  or 
other  disaster  and  where  other  methods  of  trans- 
portation are  not  available  or  are  inadequate,  the 
Regional  Officer  of  Civilian  Defense  is  instructed 
to  contact  the  appropriate  Wing  Commander  of  the 
Civil  Air  Patrol  and  request  emergency  transporta- 
tion for  the  plasma.  Wing  Commanders  have  been 
authorized  to  accept  such  requests  only  from  the 
Regional  Medical  Officers.  These  arrangements 
apply  for  all  states  except  those  located  within  the 
jurisdiction  of  the  Western  Defense  Command. 

New  Bulletin  On  Sanitation 

Adaintenance  of  sewer  service  in  bombed  areas  has 
been  one  of  the  major  difficulties  confronting 
municipal  authorities  in  cities  under  enemy  attack. 
To  assist  American  municipal  officials  and  defense 
councils  in  planning  for  emergencies  and  for  the 
restoration  of  normal  service  following  damage 
resulting  from  enemy  action,  the  sanitary  engineer- 
ing section  of  the  Adedical  Division  of  the  Office 
of  Civilian  Defense  has  issued  its  second  sanitary 
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engineering  bulletin,  “Municipal  Sanitation  under 
War  Conditions.” 

Sanitation  problems  constituting  grave  dangers 
to  public  health  may  result  from  direct  damage  to 
sewers  or  from  failure  of  the  water  supply  making 
water  carriage  facilities  inoperable,  the  bulletin 
points  out.  To  meet  these  problems,  two  measures 
are  necessary:  (1)  strengthening  of  the  municipal 
department  responsible  for  sewer  service  in  both 
personnel  and  material,  and  (2)  cooperative  plan- 
ning with  the  local  defense  council  and  other 
municipal  departments  so  that  they  may  be  inte- 
grated to  function  in  an  emergency. 

The  bulletin  emphasizes  the  importance  of  accur- 
ate and  complete  information  on  the  sewerage 
system,  such  as  maps  and  records  of  all  critical  points 
at  which  a broken  line  would  create  a serious  drain- 
age problem  and  interrupt  service  over  a consider- 
able area.  Inventories  of  material,  personnel  and 
equipment  that  could  be  used  in  the  event  of  neces- 
sity are  of  value  not  only  to  the  sewer  department, 
but  also  to  other  municipal  departments,  public 
utilities  or  neighboring  communities.  Such  inven- 
tories should  even  include  the  resources  of  local 
dealers  or  manufacturers  of  building  material,  ex- 
plosives, pipe  and  equipment  that  could  be  used  in 
reconstruction  of  sewers,  the  OCD  sanitary  en- 
gineers advise.  Another  point  stressed  is  that  essen- 
tial equipment,  personnel  and  material  should  be 
distributed  throughout  a city  to  avoid  loss  of  equip- 
ment through  a chance  bomb  hit  and  to  lessen  the 
possibility  of  being  blocked  from  movement  by 
obstructed  streets. 

It  is  urged  that  municipal  departments  work 
closely  with  defense  councils  in  order  that  emer- 
gency functions  may  be  carried  out  with  a minimum 
of  difficulty.  For  example,  it  is  pointed  out  that  in 
order  to  function,  persons  and  vehicles  must  be 
identified  by  the  proper  Civilian  Defense  insignia. 
Telephone  service  must  be  integrated  with  that  of 
the  Control  Center  or  it  may  not  be  available  in  an 
emergency. 

War  Medicine:  Vol.  3,  No.  2 

Soviet  physiologists  now  possess  methods  which 
infallibly  secure  maximum  adaptation  of  the  human 
eye  to  darkness  within  five  or  six  minutes  after 
passing  from  light  to  darkness,  Krikor  Kekcheyev, 
Nikolai  Derzhavin  and  Sergei  Pilipchuk  of  Moscow, 
U.  S.  S.  R.,  declare  in  the  February  issue  of  War 
Medicine.  In  their  article,  which  was  sent  to  this 


country  by  cable,  the  three  scientists  inform  their 
readers  that  this  achievement  is  attained  by  merely 
applying  a principle  drawn  from  science  of  the 
interaction  of  afferent  systems  of  the  organism. 

In  the  same  issue  two  simple  tests  to  help  detect 
malingering  when  it  involves  muscular  weakness  or 
the  complaint  of  pain  are  described.  J.  L.  Fetterman 
of  Cleveland  tells  how  valuable  information  regard- 
ing the  sincerity  of  symptoms  can  be  obtained  by 
means  of  a dynamometer  test  or  a “tuning  fork 
pressure  test.” 

Iwo  more  articles  on  neuropsychiatry  appear  in 
this  issue  of  War  Medicine , one  on  “Psychiatry  in 
the  Navy”  by  Captain  Forrest  M.  Harrison,  ATC, 
U.S.N.,  the  other  on  “The  Psychoneuroses  in  Mili- 
tary Psychiatry”  by  Major  J.  A.  Brussel,  M.C., 
A.U.S.  and  Second  Lieutenant  H.  R.  Wolpert,  Adj. 
GenTs  Dept.,  A.U.S.  In  the  first  of  these  two  articles 
the  author  reviews  some  of  the  essential  psychiatric 
problems  encountered  in  the  Navy  and  indicates 
what  the  Navy  is  trying  to  accomplish  in  the  field 
of  psychiatry.  The  other  article  is  a review  of  the 
case  records  of  282  psychoneurotic  patients  admitted 
to  the  station  hospital  at  Fort  Dix  during  the  past 
twenty  months,  published  in  an  effort  to  produce 
a guide  for  those  persons  who  originally  select  the 
soldier  for  military  service. 

The  remaining  three  articles  in  this  issue  com- 
prise one  on  “Peptic  Ulcer  at  Fort  George  G. 
Afeade,”  another  on  “An  Effective  Military 'Venereal 
Disease  Control  Program,”  and  a third  entitled, 
“Absorption  and  Excretion  of  Sulfonamide  Com- 
pounds Suspended  in  Oil.”  The  current  literature 
abstracts  are  timely.  Five  book  reviews  are  added, 
one  of  the  bound  volume  of  the  Salmon  Memorial 
Lectures  at  the  New  York  Academy  of  Adedicine, 
delivered  last  fall  by  R.  D.  Gillespie,  m.o.,  a promi- 
nent British  psychiatrist. 

Brigadier-General  Reinartz  Will  Be  the 
Guest  Speaker  at  the  Hartford  County 
Medical  Association  Meeting  on  April 
6 in  Hunt  Memorial  Building, 
Hartford 

Brigadier-General  Eugen  G.  Reinartz,  AUS,  Com- 
manding Officer  of  the  School  of  Aviation  Medicine 
at  Randolph  Field,  Texas,  will  be  the  guest  speaker 
at  a meeting  of  the  Hartford  County  Adedical  Asso- 
ciation on  Tuesday,  April  6,  in  the  Hunt  Memorial 
Building,  38  Prospect  Street,  Hartford.  General 
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Reinartz  has  specialized  in  the  field  of  neuropsy- 
chiatry since  1916,  and  is  the  only  psychiatrist  in  the 
country  to  be  elevated  to  the  rank  of  general  in  the 
United  States  Army.  He  is  a pioneer  in  the  study 
of  the  neuropsychiatric  aspects  of  flying  and  has 
the  longest  continuous  record  of  service  of  any 
medical  officer  in  the  United  States  Army  Air  Force. 
Last  year,  he  celebrated  his  twenty-fifth  year  of 
service  with  the  Medical  Section  of  the  Army  Air 
Force. 

In  1918  General  Reinartz  was  graduated  from  the 
Medico-Chirurgical  College  in  Philadelphia,  Penn- 
sylvania. Even  during  his  college  years,  he  showed 
a keen  interest  in  the  neuropsychiatric  probelms  of 
medicine.  He  served  his  internship  at  the  Philadel- 
phia General  Hospital,  where  he  spent  eight  months 
on  the  neurological  service. 

During  the  first  World  War  he  was  commissioned 
a First  Lieutenant  in  the  Medical  Reserve  Corps  of 
the  United  States  Army,  in  July  1917.  During 
August  of  that  year  he  was  assigned  to  active  duty. 
Later  in  the  same  year  he  was  assigned  to  the 
Aeronautics  Branch,  Aviation  Section  of  the  Signal 
Corps,  and  was  made  a First  Lieutenant  in  the 
Regular  Army  Medical  Corps. 

In  1920  General  Reinartz  was  graduated  as  an 
honor  student  from  the  School  of  Aviation  Medicine 
at  Mitchell  Field,  Long  Island,  where  he  specialized 
in  the  care  and  treatment  of  borderline  states  and 
psychoneurotic  manifestations.  In  1931  he  took  a 
special  graduate  course  in  Neuropsychiatry  at  Saint 
Elizabeth’s  Hospital,  under  the  guidance  of  the  late 
Dr.  William  A.  White.  On  completion  of  this  course 
he  was  appointed  Director  of  the  Department  of 
Neuropsychiatry  at  the  School  of  Aviation  Medi- 
cine at  Randolph  Field,  Texas.  Ten  years  later  he 
was  made  Commanding  Officer  of  the  entire  School 
of  Aviation  Medicine. 

General  Reinartz  has  made  several  tours  of  foreign 
duty  which  included  service  at  Nichols  and  Clark 
Fields  on  Corregidor  Island  in  the  Phillipines;  at 
Hiekham  Field  at  Pearl  Harbor,  Hawaii,  where  he 
served  as  First  Surgeon;  and  at  Wheeler  Field,  also 
in  Hawaii. 

In  1938  General  Reinartz  served  as  instructor  in 
Neuropsychiatry  for  nurses  at  Queens  Hospital, 
Honolulu,  T.  H.  During  1939  he  was  associated 
with  Dr.  Franklin  G.  Ebaugh  at  the  Child  Guidance 
Clinic  in  Honolulu. 

General  Reinartz’  entire  career  of  military  service 
has  been  spent  as  a medical  officer  assigned  to  the 


Army  Air  Forces,  where  he  has  had  the  opportunity 
to  exercise  his  knowledge  of  the  neuropsychiatric 
aspects  of  aviation  medicine. 


FROM  THE  ARMED  FORCES 


Borden  General  Hospital 
Office  of  the  Commanding  Officer 

Chickasha,  Oklahoma, 
February  24,  1943. 

To  the  Editor: 

I read  with  pleasure  the  letters  from  our  other 
members  among  the  armed  forces  and  am  moved  to 
let  you  know  that  all  of  us  are  not  enjoying  the 
romance  of  jungle  fighting,  boat  rides  and  exotic 
climes.  1 hey  have  landed  me  among  the  plains  of 
Oklahoma  and  not  even  near  the  oil  fields  but  as 
they  tell  me  there  are  a lot  of  melons  grown  here- 
abouts, it  may  not  be  so  bad.  Just  now  it  looks 
pretty  bleak. 

1 he  weather  has  been  fine,  we  have  had  no  snow 
since  I have  been  here  and  the  temperature  is  about 
like  early  May  in  Connecticut.  This  however,  only 
serves  to  remind  me  that  we’ll  catch  hell  next  sum- 
mer and  will  probably  haunt  the  air  cooled  depart- 
ment stores  buying  yards  of  printed  materials  which 
we  have  no  use  for.  This  unless  they  ration  the  stuff 
before  then,  in  which  case  we’ll  have  to  think  of 
something  else  to  buy. 

1 he  Borden  General  Hospital  is  located  at  the 
end  of  the  main  street  of  Chickasha  where  cowboy 
boots  are  common  on  the  streets  and  where  a few 
of  them  have  spurs  that  jingle  jangle,  but  my  dis- 
appointment knows  no  bounds  in  not  having  yet 
seen  a single  six  shooter.  Also  the  only  Indians  I 
have  seen  speak  English  with  a marked  Oxford 
accent. 

I he  hospital  itself  is,  like  all  general  hospitals  in 
the  army,  of  approximately  a thousand  beds  and 
consists  of  nearly  a hundred  one  story  buildings 
connected  by  corridors.  Our  commanding  officer  is 
post  commander  as  well  as  hospital  commander. 
The  staff  of  the  hospital  is  almost  entirely  composed 
of  civilian  officers  and  as  regards  the  type  of  medi- 
cine and  surgery  done,  I can  offer  only  the  highest 
praise.  This  is  likewise  true  of  other  hospitals  I have 
seen.  The  equipment  of  the  general  hospitals  is  ex- 
cellent and  after  one  has  made  the  adjustment  of 


FROM  THE  ARMED  FORCES 


277 


seeing  good  major  surgery  done  in  a small  wooden 
building,  it  even  seems  a little  strange  that  we  once 
associated  it  with  structures  of  marble  and  stone. 

I have  been  assigned  as  Registrar  of  the  hospital 
which,  I am  glad  to  say,  is  one  of  the  more  respon- 
sible administrative  jobs  in  the  military  hospital.  I 
had  asked  for  administrative  work  and  was  pleased 
that  I landed  this  job  instead  of  some  of  the  others 
which  are  less  interesting  and  still  carry  just  as  many 
headaches.  In  this  job  I am  sort  of  a glorified 
checker-upper  of  all  hospital  records  including  the 
findings  of  all  Boards  and  also  act  as  commanding 
officer  of  all  patients.  There  is  never  a dull  moment 
in  this  office  and  in  some  areas  we  are  even  charged 
with  the  censorship  of  the  outgoing  mail  of  patients. 

We  find  off  hours  hanging  rather  heavily  on  our 
hands  and  I am  sure  that  none  of  our  boys  in  Chick- 
asha  will  fall  by  the  wayside  as  there  are  no  skids 
for  them  to  get  on  to.  At  least  none  of  us  have  been 
able  to  find  any.  As  you  know  Oklahoma  is  dry 
except  for  3.2%  beer,  and  as  I object  to  paying  $4.50 
for  a pint  of  two  dollar  rye,  the  elbows  are  getting 
stiff  and  I am  thinking  of  taking  the  pledge.  I must 
look  up  the  regulations  and  see  if  stiff  elbows  under 
these  conditions  are  not  compensable  as  an  occupa- 
tional disease. 

My  best  personal  regards  to  you  and  my  friends 
in  the  Society. 

Lee  D.  van  Antwerp, 
Captain,  MC 


February  8,  1943 

Dear : 

I have  been  practically  sessile,  what  with  no 
change  in  station  for  some  three  weeks,  which  is 
about  as  long  as  I’ve  stayed  in  one  spot  for  some 
time.  The  duty  continues  the  same  and  is  not  bad. 
I’ve  had  the  surgery  during  the  past  few  weeks,  and 
although  most  of  the  stuff  was  minor  got  one 
appendix  to  take  out,  and  was  able  to  wash  my  hands 
a few  times  and  find  out  how  much  had  been  for- 
gotten. Soon  “service  changes”  and  I’ll  take  over 
the  sanitation  angle,  which  will  be  an  opportunity 
perhaps  to  learn  something  along  those  lines. 

Recreation  facilities  have  not  increased,  although 
I’ve  moved  from  a tent  to  a wooden  structure,  and 
now  feel  almost  civilized  again.  Moreover,  we’ve 
been  able  to  get  adequate  shower  facilities,  and 
there’s  nothing  like  a good  scrubbing  to  restore 
one’s  confidence  in  the  ultimate  value  of  existence. 
Probably  the  things  most  missed  are  a tenderloin 


steak,  a real  fresh  egg  (though  we  have  plenty  of 
eggs)  and  a newspaper  to  devour  along  with  break- 
fast. Your  magazine,  by  the  way,  arrived  and  was 
found  amusing— but  a bit  ironical  in  that  through 
force  of  circumstance  we  are  all  teetotalers  still. 

As  yet  no  mail  more  recent  than  early  December 
has  reached  me,  but  a few  packages  finally  caught 
up.  In  the  absence  of  letters  I have  been  diving  into 
our  slender  library,  but  still  have  a few  to  go  before 
the  supply  is  exhausted.  Meanwhile  we  watch  the 
news  reports  from  the  other  side  and  wonder  what 
the  hell  is  going  on  in  between— let  us  hear. 

Web 


Air  Corps  Classification  Center 
Nashville,  Tenn. 

February  22,  1943 

Dear : 

Perhaps  McDonald  told  you  that  I missed  you 
up  at  Westover  Field.  I almost  had  a hemorrhage 
when  we  were  talking  about  things  in  general  one 
night  and  I found  that  you  had  been  up  there  and 
I knew  nothing  about  it.  You  were  supposed  to  be 
up  again  about  a week  after  I left  but  I missed  you 
again  as  my  departure  was  rather  sudden  when  I 
received  orders  to  come  down  here  to  Randolph 
Field. 

I’ll  be  leaving  here  March  8 for  the  Air  Corps 
Classification  Center  in  Nashville,  Tenn.,  for  an- 
other six  week  sojourn  and  after  that  Lord  knows 
what.  Sorry  I didn’t  get  down  to  Hartford  as  I was 
at  Westover  from  September  30  until  January  18, 
but  my  Army  life  so  far  has  been  plenty  busy.  They 
had  me  doing  surgery  at  Westover  and  there  was 
plenty  to  be  done,  so  the  only  vacation  I took  saw 
me  head  for  home.  I would  like  to  have  seen  you 
though  and  also  to  know  how  everyone  in  Hartford 
is  doing.  My  old  acquaintances  are  still  quite  vivid 
in  my  memory— especially  the  old  gang  that  interned 
together.  Had  a notice  from  Woody  the  other  day 
about  a new  arrival  in  the  family. 

This  course  at  Randolph  School  of  Aviation 
Medicine  is  rather  hectic— just  like  going  back  to 
school  again.  They  work  the  hell  out  of  11s  for  six 
weeks.  One  consolation  though  is  the  nice  fact  that 
we  have  missed  most  of  the  winter  weather  and  will 
probably  be  working  up  toward  the  North  again 
with  the  summer,  unless  we  hit  the  foreign  climates 
in  a hurry. 

Drop  me  a line  when  you  get  a chance. 

Bill  Booth 
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INDUSTRIAL  HEALTH 


James  H.  Biram,  Hartford 
Harold  J.  Curran,  Waterbury 
Thomas  J.  Danaher,  Torrington 
John  N.  Gallivan,  East  Hartford 
Cole  B.  Gibson,  Meriden 
Albert  S.  Gray,  Hartford 


COMMITTEE  ON  INDUSTRIAL  HEALTH 
Arthur  B.  Landry,  m.d.,  Chairman,  Hartford 


Martin  I.  Hall,  Bristol 
Robert  P.  Knapp,  South  Manchester 
Joseph  A.  LaPalme,  Putnam 
Eugene  F.  Meschter,  Stamford 
Elliott  H.  Metcalf,  Rockville 
John  R.  Paul,  New  Haven 
William  H.  Ryder,  New  Haven 


C.  John  Satti,  New  London 
Richard  O’B.  Shea,  Bridgeport 
Paul  W.  Vestal,  New  Haven 
Benedict  N.  Whipple,  Bristol 
C.  Frederick  Yeager,  Bridgeport 
William  E.  Wrang,  Middletown 


VENEREAL  DISEASE  IN  INDUSTRY 

C.  F.  Yeager,  m.d.,  Bridgeport 


The  Author.  Medical  Supervisor,  Remington  Arms 
Co.,  Inc. 


YY7AR  WAS  declared  on  venereal  disease  in  1936 
by  Surgeon  General  Thomas  Parran.  His 
famous  magazine  article  in  the  Reader's  Digest  gave 
the  American  public  for  the  first  time  unvarnished 
facts  on  this  condition  about  which  they  had  known 
very  little.  To  most  people  “syphilis”  and  “gonor- 
rhea” were  horrifying  and  unmentionable  words, 
and  the  public  considered  these  diseases  the  result 
of  some  unlawful  or  immoral  act.  Immediately  fol- 
lowing the  publication  of  this  article,  the  public 
demanded  action,  and  the  newspapers,  physicians, 
radio  and  motion  picture  companies,  insurance  com- 
panies, and  health  authorities  cooperated  in  trying 
to  educate  the  public  on  this  subject. 

Industry  has  a definite  relationship  to  public  or 
community  health  problems  in  all  their  aspects.  In 
an  organized  public  health  movement  three  institu- 
tions are  involved,  each  having  a definite  relation- 
ship to  the  other:  namely,  the  home,  the  school,  and 
industry. 

Years  ago  the  public  demanded  that  something 
be  done  for  babies  and  children  in  order  to  protect 
them  against  diphtheria,  smallpox,  and  typhoid 
fever.  This  work  was  the  first  real  step  made  in  the 
prevention  of  disease.  It  was  not  long  thereafter 
when  the  schools  set  up  a program  to  diagnose 
tuberculosis  in  its  very  early  stage,  thereby  prevent- 
ing the  spread  of  the  disease  in  removing  and  in- 
stitutionalizing active  cases.  At  about  the  same  time 
nationwide  crusades  were  made  to  advise  parents  on 


the  care  of  their  children’s  teeth.  Today,  this  same 
information  is  carried  into  the  homes  by  the  press, 
radio,  magazines,  etc. 

Assuming  that  one  out  of  every  four  persons  in 
this  country  is  working  in  industry  and  responsible 
not  only  for  his  own  well  being  but  also  for  the 
health  of  three  others  in  his  family,  it  appears  then 
that  industry  is  not  only  related  to  but  has  a definite 
responsibility  in  all  matters  pertaining  to  public 
health.  The  prevention  of  venereal  disease  is  the 
most  important  health  problem  facing  the  com- 
munity today.  It  is  estimated  that  3,200,000  persons 
in  the  United  States  have  syphilis  at  this  time  and 
that  the  annual  cost  for  the  care  of  the  syphilitic 
blind  and  insane  alone  is  more  than  $4U°°(xooo.  A 
total  of  338,746  soldiers  were  infected  with  venereal 
disease  in  the  first  World  War,  losing  a total  of 
7,000,000  days  of  service.  Of  the  first  1,000,000  men 
examined  for  Selective  Service  over  60,000  were 
rejected  because  of  venereal  disease.  Past  records 
show  very  clearly  that  the  incidence  of  these 
diseases  increases  during  wartime. 

Industry  realized  the  importance  of  examining 
employees  for  syphilis  as  far  back  as  1920.  This 
work  was  then  done  principally  by  railroad  and 
public  utility  companies  in  order  to  decrease  acci- 
dents. Since  1934  the  Remington  Arms  Company 
has  been  doing  complete  physical  examinations  on 
all  employees.  The  examinations  include  chest  x-rays 
for  the  detection  of  tuberculosis  or  other  lung  di- 
seases, and  a blood  test  for  the  detection  of  syphilis. 
In  conformance  with  the  Connecticut  State  Laws, 
applicants  for  employment  in  a communicable  or 
contagious  stage  of  syphilis  are  not  given  employ- 
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ment.  All  preemployment  blood  tests  are  done  in 
our  own  company  laboratory.  Unless  an  applicant 
admits  that  he  has  syphilis  at  the  time  of  his  physi- 
cal examination,  all  positive  blood  tests  are  checked 
in  either  the  local  or  state  health  department  labora- 
tories. All  cases  are  referred  to  their  own  family  or 
private  physicians.  Applicants  who  are  financially 
unable  to  pay  for  treatments  are  referred  to  the 
local  welfare  or  health  department  where  they  may 
receive  free  treatment.  In  all  cases  the  employee’s 
disease  is  kept  strictly  confidential  by  the  plant  doc- 
tor, the  employee,  and  his  own  physician.  Appli- 
cants or  employees  in  a communicable  stage  are 
advised  that  they  will  be  reconsidered  for  employ- 
ment after  they  have  been  rendered  non  infectious 
by  treatment,  and  they  are  advised  of  the  precau- 
tions to  take.  At  the  same  time  it  is  suggested  to 
them  that  other  members  of  their  families  should 
have  blood  tests  in  order  to  protect  them.  This  is  a 
very  important  thing  to  emphasize  even  though  it  is 
embarrassing  on  occasions.  I recall  several  years  ago 
that  a married  man  applied  for  a position,  and  it  was 
discovered  that  he  had  syphilis  in  a non  infectious 
stage  and  was  given  employment.  In  reviewing  his 
history,  it  was  found  that  he  had  contracted  the 
disease  about  a year  before  his  marriage  but  that  he 
had  received  inadequate  treatment.  He  was  advised 
at  the  time  of  his  physical  examination  that  he  should 
have  blood  tests  done  on  the  other  members  of  his 
family.  This,  however,  he  failed  to  have  done  for 
which  he  was  later  very  sorry  when  a member  of 
his  immediate  family  applied  for  a marriage  license 
in  this  State.  The  premarital  blood  test  required  by 
law  revealed  that  the  applicant  had  syphilis. 

New  employees  in  the  non  infectious  or  non 
communicable  stage  are  acceptable  for  employment 
provided  they  take  proper  and  adequate  treatment. 
One  of  the  plant  physicians  is  designated  to  keep  an 
accurate  check  of  the  type  and  frequency  of  the 
treatments,  as  well  as  of  the  progress  of  the  case, 
and  private  or  family  physicians  are  requested  to 
advise  the  plant  physician  if  the  employee  fails  to 
cooperate  with  the  prescribed  treatment. 

The  Selective  Service  Statistics  for  the  State  of 
Connecticut  show  that  1.3%  of  those  examined  had 
syphilis.  This  percentage  is  among  the  lowest  of  any 
state.  The  percentage  of  employees  with  syphilis 
at  Remington’s  Bridgeport  Works  is  less  than  the 
Selective  Service  percentage.  This  is  possible  because 
of  the  rejections  of  applicants  in  the  infectious  stages 
and  also  the  curing  of  many  cases  discovered  by 


blood  test  at  the  time  of  their  employment. 

At  this  point  it  must  be  mentioned  that  in  most 
cases  a diagnosis  of  syphilis  can  be  made  only  by  a 
blood  test.  A physician  can  only  diagnose  a very 
small  percentage  of  cases  without  this  test.  There 
are  still  those  who  erroneously  believe  that  you 
would  most  certainly  know  if  you  had  syphilis  or 
that  a physician  could  detect  the  disease  by  other 
methods.  The  American  Social  Hygiene  Society  has 
presented  some  interesting  data  relative  to  cases 
found  by  routine  blood  tests.  On  physical  examina- 
tions, including  blood  tests  for  syphilis  only  when 
this  condition  was  suspected,  0.6  cases  were  found 
in  every  1,000  people  examined.  Contrasted  with 
these  statistics,  when  blood  tests  were  done  routine- 
ly on  all  those  examined,  44  cases  were  found  in 

1.000.  Furthermore,  one  of  the  big  hospitals  in  this 
country  reported  that  over  sixty  per  cent  of  the 
patients  who  come  there  with  syphilitic  heart  disease 
had  no  previous  knowledge  that  they  ever  had 
syphilis.  This  shows  conclusively  the  value  of  blood 
tests  for  the  purpose  of  diagnosis. 

The  diagnosis,  prevention,  and  control  of  gonor- 
rhea are  more  difficult  than  syphilis.  Medical  science 
has  not,  as  yet,  a simple  and  accurate  procedure  for 
the  diagnosis  of  gonorrhea  such  as  the  taking  of  a 
blood  specimen  to  diagnose  syphilis.  In  addition,  it 
is  difficult  to  keep  accurate  statistics  on  the  inci- 
dence of  gonorrhea  not  only  in  industry,  but  in 
civilian  life  generally.  Many  people  afflicted  with 
this  disease  have  in  the  past  tried  to  treat  the  con- 
dition themselves  by  one  means  or  another.  These 
cases,  of  course,  would  not  come  under  medical 
supervision  and,  consequently,  there  would  be  no 
record  of  them.  Many  of  these  cases  are  not  only 
never  cured  but  are  permanently  disabled.  This  is 
a bad  situation,  and  there  is  much  to  be  done  today 
to  educate  the  public  to  seek  proper  and  immediate 
medical  treatment  for  gonorrhea.  It  is  believed,  how- 
ever, that  the  number  of  people  with  gonorrhea  is 
much  smaller  than  the  number  of  those  cases  with 
syphilis  even  though  gonorrhea  probably  attacks 
three  times  as  many  people  in  a year  as  does  syphilis. 
This  is  explained  by  the  fact  that  gonorrhea  is 
usually  of  shorter  duration  by  comparison. 

A physical  examination  program  in  all  industry, 
including  a blood  test  for  syphilis,  would  cover 
approximately  half  the  population  of  the  United 
States.  It  is  estimated  that  the  mechanical,  metal 
trades  and  people  employed  in  mining  constitute 

15.000. 000  so  that  if  this  group  were  all  examined 
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and  given  blood  tests,  including  members  of  the 
families  of  cases  showing  positive  Wassermans,  half 
the  battle  would  be  won. 

In  industries  where  a veneral  disease  program  is 
carried  out  the  employees  are  most  grateful  to  the 
company  for  making  it  possible  to  diagnose  the 
condition,  particularly  those  employees  who  had  no 
previous  knowledge  of  their  affliction  or  thought 
that  they  were  cured.  Today,  more  than  ever,  pre- 
ventive medicine  and  public  health  are  recognized 
as  vital  to  victory.  Some  of  the  agencies  interested 
in  the  prevention  and  control  of  this  public  health 
menace  are  the  American  Medical  Association,  the 
American  College  of  Surgeons,  the  United  States 
Public  Health  Service,  the  American  Social  Hygiene 
Society,  the  Federal  Security  Agency,  and  the  Sur- 
geon General.  The  Surgeon  General  of  the  United 
States  Public  Health  Service  recommends  the  fol- 
lowing program  for  the  control  of  syphilis  in 
industry: 

1.  Routine  blood  tests  should  be  made  on  all  em- 
ployees at  times  of  reexamination. 

2.  Routine  blood  tests  should  be  made  on  all 
applicants  for  employment. 

3.  Patients  with  syphilis,  if  non  infectious,  should 
be  kept  in  employment  and  also  accepted  for  work 
provided  they  agree  to  take  the  necessary  treatment 
for  syphilis.  Those  refusing  treatment  must  be  re- 
ferred to  the  local  health  departments. 

4.  All  persons  with  syphilis  found  by  blood  testing 
should  be  referred  to  the  family  physician  for  con- 
firmation of  the  diagnosis  and  for  treatment  of  the 
disease.  If  the  worker  is  unable  to  pay  for  this  serv- 
ice, he  should  be  referred  to  clinics  where  diagnosis 
and  treatment  are  available. 

5.  Strict  confidence  must  be  maintained  between 
the  plant  physician  and  the  worker  regarding  his 
condition. 

6.  Cases  should  be  followed  up  by  the  plant  physi- 
cian and  his  staff  to  assure  that  the  patient  continues 
treatment  and  that  adequate  treatment  is  being  re- 
ceived. If  facilities  are  available,  health  departments 
may  assist  in  the  follow  up  of  cases. 

7.  An  educational  program  should  be  developed 
which  will  teach  the  employees  the  facts  about 
venereal  diseases,  how  they  are  contracted,  how  they 
are  spread  and  how  they  may  be  cured.  The  educa- 
tional program  should  include  information  concern- 
ing prophylaxis. 

Several  years  ago  the  Manufacturers  Association 


of  the  State  of  Connecticut  formed  a joint  Com- 
mittee with  the  Industrial  Health  Section  of  the 
Connecticut  State  Medical  Society  to  survey  in- 
dustry in  this  state  to  determine  the  extent  of  medi- 
cal service.  From  this  information  it  was  possible  to 
develop  and  offer  a plan  for  medical  services  to 
both  small  and  large  industries,  including  facilities, 
personnel,  equipment,  and  scope  of  work.  This 
Committee  is  still  active  and  ready  to  assist  all  plants 
in  their  industrial  health  problems.  The  Committee 
is  greatly  indebted  to  Dr.  Clifford  Kuh,  formerly 
Chairman  of  the  Committee  on  Industrial  Health, 
and  to  Dr.  Albert  S.  Gray,  Director,  Bureau  of 
Occupational  Diseases,  State  Department  of  Health, 
for  their  untiring  efforts  in  formulating  the  plan. 
The  most  important  task  that  this  Committee  has 
today  is  to  interest  small  plants  in  the  value  of  estab- 
lishing a medical  service  in  accordance  with  its 
recommendations. 

Community  and  public  health  starts  with  the 
healthy  development  of  an  infant  and  continues 
through  school  and  college  ages.  We  now  realize 
that  the  health  of  an  industrial  worker  forms  an 
integral  and  inseparable  part  of  the  health  of  the 
community.  Today  venereal  disease  presents  the 
most  serious  menace  to  public  and  community 
health— a menace  which  can  be  crushed  by  the  co- 
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operation  of  industry,  federal,  state,  local,  and  pri- 
vate agencies. 


Industrial  Hazards  for  Young  Workers 

rhe  Children’s  Bureau,  according  to  its  official 
publication,  The  Child,  has  recently  embarked  on 
a program  of  service  to  employers  in  essential  in- 
dustries by  offering  guidance  in  selecting  occupa- 
tions for  young  workers  that  are  suited  to  their  age 
and  strength.  The  purpose  as  set  forth  is  to  point 
out  the  hazards  of  various  occupations  in  which  six- 
teen and  seventeen  year  old  boys  and  girls  are  work- 
ing at  present  or  are  likely  to  be  working  and,  on 
the  basis  of  these  hazards,  to  suggest  the  kinds  of 
work  in  which  they  should  or  should  not  be  em- 
ployed. About  half  the  states  have  little  or  no  pro- 
tection through  prohibition  of  employment  in  cer- 
tain hazardous  occupations  for  minors  of  sixteen  and 
seventeen  years. 

The  Children’s  Bureau  has  already  declared  the 
following  occupations  particularly  hazardous  and 
prohibited  under  eighteen  years  of  age:  (1)  all 
occupations  in  explosive  plants:  (2)  motor  vehicle 
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irivers  and  helpers  on  motor  vehicles;  (3)  all  occu- 
pations in  coal  mining  with  the  exception  of  speci- 
fied surface  occupations;  (4)  all  occupations  in  log- 
ging and  sawmilling  with  specified  exceptions;  (5) 
operation  of  woodworking  machines  and  certain 
types  of  off-bearing;  (6)  occupations  involving  ex- 
posure to  radioactive  substances. 

Advisory  standards  are  being  prepared  by  the 
Children’s  Bureau  with  the  advice  of  employers, 
employees,  and  organizations  interested  in  safety. 
These  are  not  limited  to  interstate  industries  but  are 
general  in  their  application  and  “should  help  to 
reduce  the  high  accident  rates  among  new  em- 
ployees and  make  for  a more  satisfactory  and  effi- 
cient contribution  by  young  workers  to  the  Nation’s 
war  industries.” 


Conservation  of  Eyesight  in  Industry 
Important  for  War  Production  Program 

Recognized  methods  of  protecting  the  eyesight 
of  workers  are  being  overlooked  by  industry,  in 
contrast  with  the  widespread  provision  of  general 
safety  measures,  it  is  disclosed  in  a report  on  “Indus- 
trial Eye  Efficiency  in  the  War  Program”  published 
in  the  current  issue  of  The  Sight-Saving  Review, 
quarterly  journal  of  the  National  Safety  Society  for 
the  Prevention  of  Blindness. 

The  report,  based  on  a study  of  50  typical  plants 
employing  approximately  167,000  workers,  was 
made  bv  Charles  P.  Tolman,  consulting  engineer  for 
the  Society  and  a past  president  of  the  National 
Safety  Council.  In  making  it  public,  the  Society 
called  attention  to  an  estimate  that  at  least  25  per 
cent  of  industrial  workers  have  defective,  but  cor- 
rectible,  vision. 

Practically  all  of  the  plants  investigated  are  carry- 
ing out  faithfully  most  general  safety  procedures— 
such  as  the  maintenance  of  first  aid  facilities,  em- 
ployment of  safety  supervisors,  enforcement  of  acci- 
dent prevention  rules— but  inadequate  provision  is 
made  for  protecting  eyesight  and  improving  visual 
conditions  in  the  plant,  according  to  the  National 
Society  for  the  Prevention  of  Blindness. 

More  than  three-fourths  of  the  plants  covered  by 
this  study  indicated  that  they  make  no  effort  to 
determine  what  visual  requirements  are  necessary  or 
acceptable  to  qualify  a worker  for  any  particular 
job.  “This  means,”  the  report  explains,  “that  these 
plants  do  not  know  how  many  color  blind  or  one- 
eyed  men,  or  men  with  subnormal  but  correctible 


vision  can  be  utilized.  On  the  other  hand,  they  may 
be  employing  men  whose  vision  is  a hazard  on  the 
particular  job.  For  example,  a man  may  be  working 
as  a crane  operator  who  has  deficient  ‘depth  percep- 
tion,’ and  so  cannot  judge  the  height  and  placement 
of  the  crane  load.  This  would  make  him  a menace 
to  life  and  property,  while  if  assigned  to  another  job 
for  which  his  eyesight  is  suited,  he  could  carry  on 
safely  and  effectively.” 

Only  14  per  cent  of  the  plants  arrange  for  periodic 
eye  examination  of  workers  who  are  especially 
exposed  to  hazards,  according  to  the  report.  “This 
is  a serious  oversight,”  it  states,  “because  some  in- 
dustrial eye  injuries  are  cumulative— for  example, 
those  due  to  intense  radiation  as  in  welding  and  fur- 
nace work.” 

Failure  to  provide  or  require  the  use  of  prescrip- 
tion lenses  in  goggles,  when  needed  for  either  safety 
or  efficiency,  was  found  in  42  per  cent  of  the  plants. 
Prescription  lenses  are  non  shatterable,  but  they  are 
ground  to  compensate  for  the  visual  defect  of  the 
employee. 

The  study  disclosed  that  accident  reports  of  in- 
dustrial plants  often  fail  to  note  the  condition  of 
the  worker’s  eyesight  or  the  illumination  at  the 
scene  of  the  accident  when  an  injury  occurs.  Only 
22  per  cent  of  the  plants  indicated  the  eye  condition 
of  the  individual  involved  in  an  accident,  and  only 
1 2 per  cent  mentioned  the  illumination  at  the  scene 
of  an  accident.  “The  lack  of  such  data,”  the  report 
comments,  “suggests  that  a much  greater  percentage 
of  general  accidents  may  be  caused  by  bad  eyesight 
or  poor  illumination,  or  both,  than  is  generally 
supposed.” 

Although  most  authorities  agree  that  the  vast 
majority  of  industrial  eve  injuries  can  be  prevented 
simply  by  wearing  goggles  or  other  protective 
equipment,  this  precaution  is  not  taken  in  many 
cases.  “Eighty  per  cent  of  the  plants  claim  to  supply 
goggles  to  workers  whom  they  consider  exposed  to 
hazards,”  the  report  states.  “This  figure  is  doubt- 
less in  excess  of  the  fact,  because  some  exposures  are 
frequently  not  recognized.  For  example,  some  front 
rank  plants  do  not  consider  that  a lathe  operator  is 
exposed  to  eye  injuries.  Only  70  per  cent  of  the 
plants  fit  goggles  for  the  comfort  of  the  workers, 
although  safety  men  agree  that  this  is  essential  to 
gain  cooperation  from  the  workers  on  the  wearing 
of  protective  equipment;  and  more  than  a third  of 
the  plants  fail  to  sterilize  the  goggles  before  issuing 
them  to  be  worn  by  other  workmen.” 
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POST  WAR  MEDICAL  SERVICES 


'T'iik  Waldorf-Astoria  Hotel  in  New  York  City 
was  the  scene  chosen  for  the  first  National  Con- 
ference on  Planning  for  War  and  Post  War  Medi- 
cal Services  held  on  March  15.  The  New  York 
Times  editorially  objected  to  the  fact  that  there  was 
no  official  representation  in  the  Conference  given 
to  many  groups  which  it  considered  vital  to  post 
war  medical  planning— medical  colleges,  prepaid 
hospital  care  organizations,  industrial  corporations, 
labor  unions,  government  agencies,  nurses  and  chain 
store  groceries  selling  vitamins.  Members  of  the 
Medical  Society  of  the  County  of  New  York  called 
the  Conference  an  “unholy  alliance”  between  or- 
ganized medicine  and  the  manufacturers  of  drugs 
and  surgical  supplies.  The  Conference,  however,  did 
represent  a cross  section  of  organizations  most  vitally 
interested  in  post  war  medical  care  and  brought 
sufficient  constructive  thought  into  the  Conference 
to  make  a contribution  of  lasting  value.  A spirit  of 
serious  interest  permeated  the  entire  Conference. 
The  cooperating  organizations  were  the  foHowing: 
American  Medical  Association,  American  College 
of  Physicians,  American  College  of  Surgeons, 
American  Drug  Manufacturers’  Association,  Ameri- 
can Hospital  Association,  American  Pharmaceutical 
Manufacturers  Association,  American  Pharmaceuti- 
cal Association,  American  Surgical  Trade  Associa- 
tion, Wholesale  Surgical  Trade  Association,  and 
The  National  Physicians’  Committee. 

MALARIA 

The  outstanding  problem  of  the  present  war,  that 
of  malaria,  was  presented  by  Lowell  T.  Coggeshall, 
m.d.,  of  the  University  of  Michigan  School  of  Pub- 
lic Health.  A malaria  outbreak  is  likely  to  come, 
according  to  Dr.  Coggeshall,  due  to  the  fact  that  the 
airplane  has  broken  down  normal  barriers  and  that, 
except  for  the  route  to  the  British  Isles,  all  other 
military  air  traffic  is  originally  in  malarious  sections. 
In  some  places  100  per  cent  of  our  troops  have 
contracted  malaria.  Atabrine  affects  only  the  acute 
manifestations  and  is  not  as  adequate  a suppressant 
as  quinine.  Quinine  will  not  entirely  control  malaria 
and  cause  it  to  disappear,  in  fact,  no  drug  is  known 
which  will  control  this  rapidly  increasing  disease. 
Epidemics  of  malaria  must  be  expected  with  the 
return  of  our  troops.  Omar  J.  Brown,  M.C.,  U.S.N., 
in  discussing  Dr.  Coggeshall’s  paper,  informed  the 
Conference  that  control  teams  are  being  sent  out 
by  the  Navy  into  combat  areas. 

INFLUENZA 

Thomas  Francis,  Jr.,  m.d.,  of  the  University  of 


Michigan  School  of  Public  Health,  issued  the  warn- 
ing that  an  outbreak  of  influenza  similar  to  that  in 
1918  was  “a  very  definite  possibility  in  1943.”  The 
same  elements  are  present  now  that  prevailed  then- 
overcrowding  in  defense  plants,  dislocation  of  the 
population  and  exhaustion  from  long  hours.  The 
relation  of  pandemic  to  epidemic  influenza  was  ably 
discussed  by  Watson  G.  Smillie,  m.d.,  of  Cornell 
University  Medical  College.  Dr.  Smillie  said  that  the 
important  factor  to  be  considered  is  what  is  not 
known  of  pandemic  influenza.  He  believes  that  it 
will  require  probably  one  more  great  pandemic 
before  effective  means  of  control  will  be  found. 

NUTRITION 

Nutritional  diseases  were  discussed  by  John  B. 
Youmans,  m.d.,  of  Vanderbilt  University  School  of 
Medicine.  The  post  war  nutritional  problems  will 
be  those  of  opportunity.  It  is  unlikely  that  any 
serious  nutritional  deficiency  disease  will  result  in 
the  United  States  from  the  war,  rather  there  will 
be  an  improvement  in  nutrition.  Deficiency  diseases 
will  be  most  prevalent  in  occupied  countries.  The 
level  of  nutrition  necessary  to  prevent  deficiency 
disease  will  be  a factor  in  post  war  standards.  The 
question  must  be  answered,  at  what  level  of  nutri- 
tion shall  responsibility  be  accepted  for  giving  re- 
lief. Full  and  adequate  nutrition  for  everyone  is 
implied  by  the  National  Research  Planning  Board. 
There  will  arise  the  danger  of  a lag  of  public  interest 
in  nutrition  after  the  war  because  of  a lack  of  real 
nutritional  deficiency  disease.  C.  C.  King  of  the 
Nutrition  Foundation,  New  York,  reminded  the 
Conference  that  as  a nation  we  do  not  have  true 
food  surpluses  and  that  the  medical  profession  is 
not  impressed  sufficiently  with  the  importance  of 
the  problem  of  nutrition  for  public  health.  A world 
wide  approach  to  the  problem  is  needed. 

MEDICAL  AND  OTHER  TRAINED  PERSONNEL 

Edward  C.  Elliott,  president  of  Purdue  Univer- 
sity and  a member  of  the  Manpower  Commission, 
laid  down  very  emphatically  the  post  war  needs  for 
medical  and  other  trained  personnel.  He  called  at- 
tention to  the  fact  that  already  one-third  of  the 
usable  medical  manpower  and  one-fifth  of  the  usable 
dental  manpower  have  been  absorbed  by  the  armed 
forces,  and  that  as  the  war  continues  not  over  one- 
half  of  the  medical  men  will  be  available.  We  have 
too  few  physicians  now  for  our  needs.  Adequate 
provision  should  be  made  for  the  universal  military 
training  of  youth,  if  and  when  greater  drafts  will 
be  made  upon  the  medical  profession.  The  time  has 
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come  for  the  medical  profession  to  consider  the 
expansion  of  its  training  facilities.  Exceptional  men 
and  women  possessing  rare  qualities  for  medical 
research  should  be  recruited  and  developed.  All 
professional  and  technical  education  will  gain  some- 
thing through  this  war  experience  and  we  shall  be 
able  as  a nation  to  do  more  and  more  with  less  and 
less. 

DRUGS  AND  MEDICAL  SUPPLIES 

In  order  to  prevent  mistakes  made  in  the  last  war, 
Colonel  C.  F.  Shook,  Medical  Corps,  U.  S.  Army, 
recommended  an  act  to  permit  the  purchase  by 
civilian  dealers  of  stocks  in  the  hands  of  our  govern- 
ment at  the  end  of  the  war,  and  the  establishment 
of  proper  reserve  supplies  for  future  needs.  Price 
control  legislation  is  as  essential  after  the  war  as 
now.  Colonel  Shook  believes  that  an  advisory  com- 
mittee from  industry  should  be  set  up  to  aid  in  the 
allocation  of  surplus  medical  supplies.  Lieutenant 
Colonel  H.  F.  Currie,  Medical  Department,  New 
York  Procurement  District,  emphasized  the  need 
for  policing  the  conquered  countries  and  for  send- 
ing medical  supplies  to  installations  in  these  coun- 
tries. Plans  should  be  made  now  for  furnishing 
medical  supplies  and  drugs  for  rehabilitation  by  the 
drug  and  surgical  supply  industry. 

SCIENTIFIC  RESEARCH 

A.  R.  Dochez  of  the  Rockefeller  Institute  for 
Medical  Research  outlined  very  clearly  the  import- 
ant research  work  undertaken  in  connection  with 
the  war.  The  many  problems  produced  by  aviation 
medicine,  by  injuries,  wounds  and  burns,  by  shock, 
and  by  infectious  diseases  were  elaborated  upon. 
Dean  Francis  G.  Blake  of  Yale  University  School 
of  Medicine  discussed  the  trends  in  scientific  re- 
search from  his  first  hand  experience  as  a clinician 
and  research  worker. 

DINNER  SESSION 

The  Conference  closed  with  a dinner  session, 
fittingly  held  in  the  ball  room  of  the  hotel  where 
the  attractive  decorations  of  American  flags  vied 
with  those  of  the  other  Americas  and  of  the  Allied 
Nations.  D.  Basil  O’Connor,  president  of  the  Carlos 
Finlay  Institute  of  the  Americas,  presided  and 
reminded  the  400  guests  present  that  health  is  not 
the  concern  of  any  one  nation  alone.  The  Finlay 
Institute  was  established  recently  to  encourage 
among  the  nations  of  the  Western  Hemishphere 
mutual  interest  in  the  advancement  of  medical  edu- 
cation, preventive  medicine,  and  medical  research. 
Frederick  P.  Keppel,  director  of  the  Equitable  Life 
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Assurance  Society  of  the  United  States,  made  a 
request  that  the  Manpower  Commission  obtain  a 
special  grant  bestowing  upon  refugees  licenses  to 
practice  medicine  for  the  duration  of  the  present 
emergency  in  areas  of  mushroom  growth  or  of  un- 
usual need. 

THE  RED  CROSS 

l he  accomplishments  of  the  Red  Cross  since  the 
last  World  War  and  the  program  operating  in  the 
present  war  were  recounted  by  Richard  F.  Allen, 
vice  chairman  in  charge  of  insular  and  foreign  opera- 
tions of  the  American  Red  Cross.  Mr.  Allen  empha- 
sized the  fact  that  medical  rehabilitation  is  a long- 
time problem  requiring  considerable  patience,  par- 
ticularly among  foreign  peoples.  The  countries  of 
Europe  for  the  most  part  have  good  health  depart- 
ments and  must  work  out  their  own  problems  with 
our  help.  Post  war  relief  is  most  importantly  an 
understanding  of  the  people  we  are  to  serve. 
HEALTH  PROBLEMS  OF  THE  AMERICAS 

Perhaps  the  most  impressive  address  of  the  Con- 
ference, at  least  of  the  dinner  session,  was  that  pre- 
sented by  Nelson  A.  Rockefeller,  coordinator  of 
Inter-American  Affairs.  He  stated  that  at  the  present 
time  over  one  thousand  projects  or  activities  are  in 
progress  in  the  fifteen  countries  of  the  Americas. 
For  example,  there  is  a fleet  of  more  than  thirty 
boats  transformed  into  floating  dispensaries  and 
plying  up  and  down  the  Amazon  River,  and  many 
motor  trucks  operating  on  the  highways  as  motor 
dispensaries.  Mr.  Rockefeller  emphasized  the  fact 
that  the  greatest  health  problem  of  the  war  is  the 
battle  against  malaria. 

AMERICAN  MEDICINE 

Morris  Fishbein,  editor  of  the  Journal  of  the 
American  Medical  Association , in  his  able  manner 
reviewed  American  Medicine’s  contribution  to  the 
post  war  world.  At  the  beginning  of  this  war  the 
United  States  had  one  physician  for  every  700 
people;  it  has  now  accepted  as  sufficient  one  for 
every  1,500.  The  restoration  and  reconstruction  of 
the  medical  schools  of  the  world  may  rest  upon  the 
medical  profession  and  particularly  upon  the  edu- 
cators of  the  United  States. 

Similar  conferences  for  post  war  medical  plan- 
ning have  already  been  convened  in  other  countries, 
notably  in  England.  This  first  conference  provided 
so  much  valuable  information  and  brought  together 
so  many  of  the  present  leaders  of  medicine  for  pur- 
poses of  valuable  discussion  that  undoubtedly  it  will 
be  followed  by  other  conferences  of  like  nature  in 
the  future. 
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LEGISLATIVE  HEARINGS 

OSTEOPATHY.  S.  B.  486.  The  hearing  on  S.  B.  486,  Senator  Baldwin’s  measure  that  would  liberalize 
the  practice  of  osteopathy,  was  held  before  the  Committee  on  Public  Health  and  Safety  on  March  17.  As 
compared  with  previous  hearings  on  this  subject  the  1943  discussion  was  far  more  temperate  and  orderly. 
The  osteopaths’  case  was  opened  by  a few  brief  remarks  by  Senator  Geelan  of  New  Haven.  Mr.  Geelan 
has  been  a supporter  of  this  legislation  on  two  other  occasions.  His  comments  were  based  almost  entirely 
upon  the  not  well-founded  plea  that  under  the  circumstances  of  the  emergency  the  people  of  the  State 
are  in  need  of  the  additional  medical  care  that  could  be  given  if  osteopaths  had  wider  rights  of  practice. 
Senator  Baldwin  followed  Mr.  Geelan  and  the  burden  of  his  plea  was  not  that  the  osteopaths  were  going 


to  accomplish  any  particular  or  conspicuous  good  if 
Connecticut  Statutes  treated  them  unfairly. 

As  is  customary,  the  osteopathic  cause  was  pled 
in  good  old  political  fashion  by  an  attorney.  This 
year  it  was  Alex  Creedon  of  Hartford.  Mr.  Creedon 
attempted  to  fog  the  issue  by  going  off  into  a 
lengthy  reference  to  the  suit  of  the  United  States 
against  the  A.  M.  A.  Miss  Blood,  the  House  Chair- 
man of  the  Committee  on  Public  Health  and  Safety, 
soon  called  Mr.  Creedon  to  time  and  asked  him  to 
confine  his  remarks  to  the  subject  under  considera- 
tion. 

It  is  interesting  to  note  through  the  years  how 
lawyers’  enthusiasm  for  osteopaths  wanes  when 
they  are  no  longer  retained  to  represent  them.  Mr. 
Creedon  is  the  third  more  or  less  distinguished  mem- 
ber of  the  bar  who  has  pled  the  cause  of  osteopathy 
in  the  Capitol  of  our  State.  One  wonders  what  has 
become  of  the  other  two  and  the  ideals,  the  emo- 
tions and  the  necessities  for  osteopathy  that  they 
presented  two  years  ago  and  four  years  ago. 

Medicine  was  represented  by  the  Secretary  of  the 
State  Society;  Doctor  Miller,  the  Chairman  of  the 
Council  and  Doctor  Osborn,  the  Health  Commis- 
sioner. There  were  only  about  half  a dozen  physi- 
cians present  at  the  hearing  and,  on  the  whole,  it 
was  an  orderly  procedure,  quite  free  from  the  un- 
pleasant vituperation  and  dealings  in  personalities 
that  have  marked  previous  hearings. 

The  committee  has  not  yet  presented  its  report 
and  probably  will  not  for  some  time.  A substitute 


their  privileges  were  extended  but  that  the  present 

bill  is  lurking  in  the  background  that  may  replace 
the  original  486.  The  substitute  goes  much  further 
than  the  original  and  would  create  a joint  examining 
board  consisting  of  five  medical  graduates  and  two 
osteopathic  graduates.  This  board  would  examine 
and  pass  upon  fitness  to  practice  of  all  medical  and 
osteopathic  graduates.  This  kind  of  a law  is  in  oper- 
ation in  many  States  and  appears  to  be  fairly  satis- 
factory. Whether  the  substitute  will  actually  be  pre- 
sented cannot  now  be  said. 

Dangerous  Drugs 

BARBU  URATES  S.  B.  484  that  would  amend 
the  present  Food,  Drug  and  Cosmetic  Act  was  heard 
before  the  Committee  on  Public  Health  and  Safety 
on  February  24.  Medicine’s  particular  interest  in 
this  measure  was  the  provision  that  would  limit  to 
emergency  only  the  dispensing  of  barbiturates  and 
certain  other  drugs.  It  also  provided  that  the  sale 
of  these  drugs  be  upon  prescription  only. 

The  Society’s  Committee  on  Drug  Addiction  has 
been  discussing  a measure  of  this  kind  for  a number 
of  years  but  did  not  arrive  at  any  definite  conclu- 
sion concerning  this  bill  as  it  was  presented.  A single 
member  of  the  committee,  Alfred  Labensky  of 
New  London,  attended  the  hearing  and  spoke  in 
favor  of  the  measure  in  general  and  the  Secretary, 
speaking  on  behalf  of  the  Society,  stated  that  the 
matter  of  “emergency”  use  of  these  drugs  should 


PUBLIC  AFFAIRS 


285 


be  clarified  and  pointed  out  that  there  are  localities 
in  the  State  where  the  dispensing  of  drugs  is  not 
only  customary  but  necessary  and  that  if  the  passage 
of  this  bill  served  to  restrict  a physician  in  using 
these  drugs  within  his  judgment  harm  would  ensue. 

During  the  hearing  a rider  to  the  bill  appeared 
quietly  from  somewhere  and  this  rider  proposed  a 
change  quite  far  from  the  mark  of  the  original 
bill.  The  amendment  provided  that  the  administra- 
tion of  the  drug  and  cosmetic  part  of  the  food,  drug 
and  cosmetic  act  be  removed  from  the  office  of  the 
Dairy  and  Food  Commissioner  and  placed  in  the 
Pharmacy  Commission.  An  executive  hearing  was 
later  held  on  this  bill  but  as  vet  the  committee  has 
not  reported  it  out. 

Miscellaneous  Bills 

Hearings  on  most  of  the  medical  health  and  wel- 
fare bills  have  now  been  held.  The  bill  creating  a 
commission  to  study  the  chronically  sick  and  the 
need  for  a State  infirmary  was  heard  at  the  end  of 
a long  hearing  on  the  education  of  physically  handi- 
capped children  and  although  no  one  had  much  op- 
portunity to  speak  on  the  commission  on  the 
chronically  sick  a good  deal  of  interest  is  heard  on 
the  subject.  The  Committee  on  Humane  Institu- 
tions, before  which  the  bill  is  pending,  has  not  yet 
reported. 

The  district  health  bill  is  receiving  a good  deal 
of  favorable  comment  and  seems  to  have  a better 
than  fair  chance  of  passing  this  time. 

News  from  Washington 

When  the  appropriation  bill  came  before  the 
House  of  Representatives  for  consideration,  Repre- 
sentative Keefe,  of  Wisconsin,  made  an  effort  to 
amend  the  bill  to  include  the  authorization  sub- 
mitted by  the  President  but  the  amendment  was 
ruled  out  of  order  and  H.  R.  1975  was  subsequently 
passed  by  the  House. 

Appointment  of  Female  Physicians  in  the 
Medical  Corps  of  the  Army  and  Navy.— S.  720, 


ntroduced  by  Senator  Johnson,  Colorado,  and  H. 
(T  1857,  introduced  by  Representative  Sparkman, 
Alabama,  companion  bills  to  provide  for  the  ap- 
pointment of  female  physicians  and  surgeons  in  the 
Medical  Corps  of  the  Army  and  Navy.  Pending  re- 
spectively in  the  Senate  and  House  Committees  on 
Military  Affairs.  These  bills,  identical  in  phraseol- 
ogy, provide  that  during  the  present  war  and  six 
months  thereafter  there  shall  be  included  in  the 
Medical  Departments  of  the  Army  and  Navy  such 
licensed  female  physicians  and  surgeons  as  the  Sec- 
retary of  War  and  the  Secretary  of  the  Navy  may 
consider  necessary,  whose  qualifications,  duties,  and 
assignments  shall  be  in  accordance  with  regulations 
to  be  prescribed  by  the  Secretary  and  who  shall 
be  appointed  and  at  his  discretion  removed  by  the 
Surgeon  General  of  the  Army  or  Navy,  subject  to 
the  approval  of  the  Secretary  of  War  or  the  Secre- 
tarv  of  the  Navy.  Female  physicians  so  appointed 
will  be  commissioned  in  the  Army  of  the  United 
States  or  the  Naval  Reserve  and  will  receive  the 
same  pay  and  allowances  and  lie  entitled  to  the 
same  rights,  privileges,  and  benefits  as  members  of 
the  Officers’  Reserve  Corps  of  the  Army  and  the 
Naval  Reserve  of  the  Navy,  with  the  same  grade 
and  length  of  service.  Appointees  may  be  assigned 
only  to  duty  in  hospitals  or  other  stations  where 
female  nurses  are  ejmployed. 

Withholding  of  the  Victory  Tax  by  Charit- 
able and  Scientific  Organizations.— A bill  is  pend- 
ing in  the  House  Committee  on  Ways  and  Means, 
FI.  R.  1696,  introduced  by  Representative  Reed,  of 
New  York,  proposing  to  exempt  from  the  with- 
holding requirement  of  the  victory  tax  all  corpora- 
tions, community  chests,  funds,  or  foundations, 
organized  and  operated  exclusively  for  religious, 
charitable,  scientific,  literary  or  educational  pur- 
poses, or  for  the  prevention  of  cruelty  to  children 
or  animals,  no  part  of  the  net  earnings  of  which 
inures  to  the  benefit  of  any  private  shareholder  or 
individual,  and  no  substantial  part  of  the  activities 
of  which  is  carrying  on  propaganda,  or  otherwise 
attempting,  to  influence  legislation. 


BLOOD  PRESSURE?  PRESTO!  — You  are  always  asking, 

“What’s  new?”  The  Taylor  Instrument  Company  answers  with  the  introduc- 
tion of  a manometer  cuff  based  on  an  entirely  new  time  saving  principle.  Fits 
instantly  all  sizes  of  arms  without  twisting  or  slipping.  For  sale  by  The 
Professional  Equipment  Company.  Telephone  New  Haven  7-2138.  In  Bridge- 
port or  Hartford,  Enterprise  2530. 

(SEE  PAGE  2) 
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ASSOCIATION  OF  CONNECTICUT  TUMOR 
CLINICS 

Hartford  Hospital,  Friday,  April  12,  4 P.  M. 

Carcinoma  of  the  Salpinx-J.  R.  Miller  (20  minutes). 

Myoblastoma— Robert  Tennant  (20  minutes). 

Tumors  of  the  Spinal  Cord-Benjamin  Whitcomb  (20 
minutes) . 

Progress  Report— Division  of  Cancer  Research,  State 
Dept,  of  Health  (30  minutes). 

Collation. 

The  meeting  will  be  under  the  chairmanship  of  Ralph  K. 
Kendall. 

HEARING  AID  CONSULTATION  SERVICE 

The  Hartford  League  for  the  Hard  of  Hearing 
252  Asylum  Street,  Hartford,  Connecticut 

The  Hartford  League  for  the  Hard  of  Hearing  has 
opened  a Hearing  Aid  Consultation  Service  at  its  office,  252 
Asylum  Street,  Hartford.  The  League  has  all  those  instru- 
ments which  are  accepted  by  the  American  Medical  Associ- 
ation and  have  representatives  in  Hartford.  I his  service 
offers  the  prospective  laearing  aid  buyer  an  opportunity  to 
compare  the  different  makes  of  instruments  at  one  place, 
at  one  time,  under  the  same  conditions,  without  sales  pres- 
sure, and  under  the  direction  of  a social  worker  trained  in 
this  work.  It  does  not  give  a complete  fitting  of  any  hearing 
aid.  After  the  demonstration  the  prospective  buyer  will  be 
^iven  the  name  of  the  two  instruments  on  which  he  gets 
the  best  results.  He  will  be  referred  to  those  dealers  to  buy 
the  instrument  and  receive  more  complete  adjustment  to  his 
peculiar  needs.  A fee  of  $3  f°r  those  who  are  not  members 
of  the  League  and  of  $1  for  members  will  be  charged  to 
help  maintain  this  service.  1 Ins  fee  can  be  adjusted  to  fit 
the  financial  situation  of  the  prospective  buyer. 

Any  Doctor  referring  a patient  for  this  service  is  asked 
to  give  the  patient  his  card  so  that  a report  may  be  made 
directly  to  the  Doctor. 

All  demonstrations  will  be  by  appointment  only. 


THE  MOUNT  SINAI  HOSPITAL 
Fifth  Avenue  and  One  Hundredth  Street 
New  York,  N.  Y. 

The  Mount  Sinai  Hospital  is  offering  two  comprehensive 
twelve  weeks’  postgraduate  courses,  one  in  Cardiovascular 
Diseases,  the  other  in  Gastroenterology,  April  5 -June  23, 
1943.  Fee  for  eacli  course  will  be  $60.  These  courses  will  be 
given  in  affiliation  with  Columbia  University. 

CARDIOVASCULAR  DISEASES 
Mondays,  9 a M.-12;  Wednesdays,  2-5  p.  m. 

This  course  has  been  designed  to  deal  with  the  broader 
diagnostic  and  therapeutic  aspects  of  the  more  common 


clinical  patterns  of  rheumatic,  arteriosclerotic,  syphilitic 
and  congenital  heart  diseases.  Electrocardiography,  x-ray, 
fluoroscopy,  pathology  and  physical  diagnosis  will  be 
treated  as  major  subjects.  The  facilities  of  the  medical  and 
pediatric  wards,  cardiac  clinics,  x-ray,  cardiographic  and 
pathological  laboratories  will  be  made  available  for  the 
purposes  of  teaching. 

GASTROENTEROLOGY 
Mondays,  2-5  p.  m.;  Wednesdays,  9 a.  M.-12. 

This  comprehensive  course  in  Gastroenterology  will  at- 
tempt to  cover  the  fundamentals  of  diagnosis,  clinical  medi- 
cine and  therapy.  Medical  symptomatology  will  be  stressed. 
The  indications  for  operation,  the  actual  surgery  of  the 
disease,  will  be  followed  throughout  the  progress  of  the 
course.  The  surgical  amphitheatre  and  surgical  rounds  are 
an  essential  part  of  the  course.  The  underlying  gross  pathol- 
ogy of  gastric  and  intestinal  diseases  will  be  presented  by 
appropriate  authorities  and  laboratory,  particularly  func- 
tional tests,  will  be  taught  in  detail. 

Gastroenterology,  as  it  is  effected  by  the  war,  especially 
as  regards  peptic  ulcer  and  the  parasitology  of  tropical 
diseases,  will  receive  particular  attention. 

For  further  information,  address  the  Secretary  for  Med- 
ical Instruction,  The  Mount  Sinai  Hospital,  Fifth  Avenue 
and  moth  Street,  New  York,  New  York. 


WAR  CONFERENCE 

The  medical,  surgical  and  industrial  hygiene  experts  who 
are  so  ably  safeguarding  the  wellbeing  of  more  than  20 
million  industrial  workers  have  agreed  to  pool  their  knowl- 
edge and  exchange  their  experiences  regarding  the  many 
new  and  complex  problems  of  today’s  wartime  production. 
For  this  purpose  their  organizations— 

The  American  Association  of  Industrial  Physicians  and 
Surgeons, 

Flic  American  Industrial  Hygiene  Association,  and 

The  National  Conference  of  Governmental  Hygienists— 
are  combining  their  annual  meetings  in  a four-day  “War 
Conference”  at  Rochester,  New  York,  May  24-27,  1943. 
Among  the  problems  to  be  discussed  from  a practical  stand- 
point are: 

The  mass  entry  of  women  into  industry; 

Older-age  employees,  with  their  various  associated  prob- 
lems; proper  placement  and  employability  considerations 
of  the  4F  rejectees; 

Rehabilitation  and  proper  employment  of  those  already 
discharged  from  the  military  services  because  of  disabling 
conditions; 

Toxic  and  other  hazards  from  new  substances,  new  pro- 
cesses, and  the  use  of  substitute  materials; 
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[ Absenteeism,  fatigue,  nutrition; 

Effects  of  long  hours;  double  shifts;  two-job  workers; 
overtime;  increased  industrial  accident  rates; 

Advances  in  the  treatment  of  illnesses  and  injuries,  and 
many  others. 

This  joint  meeting  will  be  a report  on  the  state  of  the 
nation,  by  the  men  who  know,  in  matters  of  industrial 
health.  William  A.  Sawyer,  Medical  Director  of  Eastman 
| Kodak,  is  General  Chairman;  James  H.  Sterner  and  Lieut. 
Comm.  J.  J.  Bloomfield  are  arranging  the  programs  for  the 
industrial  hygienists. 

Physicians  and  surgeons,  hygienists,  engineers,  nurses, 
executives— all  who  are  interested  in  the  problems  of  indus- 
trial health  and  their  solution— are  invited  to  attend  as  many 
of  the  sessions  as  they  can  arrange  for;  no  registration  fee 
is  required. 


INTERNATIONAL  COLLEGE  OF  SURGEONS  TO 
MEET  IN  JUNE 

The  Fourth  International  Assembly  of  the  International 
College  of  Surgeons  will  be  held  on  June  14,  15  and  16  at 
the  Waldorf  Astoria  Hotel  in  New  York  City,  it  is  an- 
nounced by  Fred  H.  Albee,  International  President.  The 
program  which  will  be  devoted  to  war  surgery  and  rehabili- 
tation will  no  doubt  be  followed  with  great  interest  through- 
out the  nation  and  elsewhere,  not  only  by  those  directly 
connected  with  medicine,  but  also  by  the  lay  public  as  well. 

Delegations  made  up  of  prominent  surgeons  from  the 
United  Nations  in  addition  to  those  from  other  countries  are 
expected  to  attend.  The  United  Nations  representatives  will 
give  outstanding  examples  of  the  progress  being  made  in 
war  surgery  and  rehabilitation  under  battle  conditions  by 
their  respective  countries. 

Eminent  surgeons  in  Government  military  and  civilian 
executive  offices  have  voiced  approval  of  the  Assembly, 
which  also  has  the  cooperation  of  the  Latin  American  Chap- 
ters of  the  International  College  of  Surgeons. 

Drs.  Manuel  A.  Manzanilla  of  Mexico  and  Professor 
Herman  de  las  Casas,  Dean  of  the  University  of  Caracas, 
Venezuela,  who  was  appointed  Chairman  of  the  Inter- 
American  Exchange  training  activities,  have  been  designated 
Chairman  of  the  Program  Coordination  for  Central  and 
South  Americas.  Dr.  Rudolph  Nissen  at  present  in  New 
York  City,  will  act  for  Europe. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 
1943  EXAMINATIONS 

New  York  City,  June  4 and  5 
Chicago,  October  8 and  9 

Candidates  will  be  required  to  appear  for  examination  on 
two  successive  days. 

Please  write  at  once  for  formal  application  blanks. 

Dr.  John  Green,  Secretary,  6830  Waterman  Avenue,  St. 
Louis,  Mo. 
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AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

I he  general  oral  and  pathological  examinations  (Part 
II)  for  all  candidates  will  be  conducted  at  Pittsburgh,  Penn- 
sylvania, by  the  entire  Board  from  Wednesday,  May  19, 
through  I uesday,  May  25,  1943.  The  Hotel  Schcnley  in 
Pittsburgh  will  be  the  headquarters  for  the  Board,  and  for- 
mal notice  of  the  exact  time  of  each  candidate’s  examination 
will  be  sent  him  several  weeks  in  advance  of  the  examination 
dates.  Hotel  reservations  may  be  made  by  writing  direct 
to  the  Hotel. 

Candidates  for  reexamination  in  Part  II  must  make  written 
application  to  the  Secretary’s  Office  not  later  than  April 
15,  1943. 

The  Pittsburgh  Obstetrical  and  Gynecological  Society 
will  hold  a subscription  dinner  meeting  at  the  Hotel  Schen- 
ley,  on  Saturday  evening,  May  22,  1943,  at  7:00  p.  m.  Visi- 
tors, here  for  the  examinations,  are  cordially  invited  to  make 
arrangements  to  attend.  Reservations  may  be  made  by  writ- 
ing to  Dr.  Joseph  A.  Hepp,  Secretary  of  the  Society,  at 
1 21  University  Place,  Pittsburgh,  Penna.  An  interesting  pro- 
gram is  being  provided. 

The  Office  of  the  Surgeon-General  (U.  S.  Army)  has 
issued  instructions  that  men  in  Service,  eligible  for  Board 
examinations,  be  encouraged  to  apply  and  that  they  may 
request  orders  to  Detached  Duty  for  the  purpose  of  taking 
these  examinations  whenever  possible. 

Candidates  in  Military  or  Naval  Service  are  requested  to 
keep  the  Secretary’s  Office  informed  of  any  change  in  ad- 
dress. 

Deferment  without  time  penalty  under  a waiver  of  our 
published  regulations  applying  to  civilian  candidates,  will 
be  granted  if  a candidate  in  Service  finds  it  impossible  to 
proceed  with  the  examinations  of  the  Board.  Applications 
are  now  being  received  for  the  1944  examinations.  For  fur- 
ther information  and  application  blanks,  address  Dr.  Paul 
Iitus,  Secretary,  1015  Highland  Building,  Pittsburgh  (6), 
Pennsylvania. 


AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 
CANCELS  1943  MEETING 

The  following  resolution  was  adopted  by  the  Board  of 
Regents  of  the  American  College  of  Chest  physicians  at 
their  Mid  Winter  Meeting  at  the  Palmer  House,  Chicago, 
February  14,  1943: 

Whereas:  The  American  Medical  Association  has  can- 
celled its  annual  meeting  for  the  year  nineteen  hundred 
and  forty-three;  and 

Whereas:  The  American  College  of  Chest  Physicians  has 
since  its  inception  held  its  meetings  jointly  with  the  annual 
meetings  of  the  American  Medical  Association, 

Be  it  Resolved:  That  the  Board  of  Regents  of  the  Amer- 
ican College  of  Chest  Physicians  meeting  in  Executive  Ses- 
sion in  the  Citv  of  Chicago  on  the  fourteenth  day  of 
February  in  the  year  nineteen  hundred  and  forty-three, 
hereby  proposes  that  the  1943  annual  session  of  the  Amer- 
ican College  of  Chest  Physicians  be  cancelled  and  that  the 
reasons  for  the  cancelling  of  this  meeting  are  the  same  as 
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those  advanced  by  the  Executive  Council  of  The  American 
Medical  Association. 

It  was  recommended  by  the  Board  of  Regents  that  wher- 
ever feasible,  State  and  District  Chapters  of  the  College 
arrange  to  meet  jointly  with  their  State  and  District  Med- 
ical Societies  and  assist  in  preparing  scientific  programs 
concerning  the  specialty  of  diseases  of  the  chest. 

Dr.  Lyman  R.  Morse,  Hartford,  is  the  Governor  of  the 
American  College  of  Chest  Physicians  for  Connecticut. 


AMERICAN  UROLOGICAL  ASSOCIATION 
CANCELLATIONS 

The  $500  Research  Prize  annually  offered  by  the  Amer- 
ican Urological  Association  will  not  be  awarded  this  year. 
The  June  meeting  of  the  Association  scheduled  for  St.  Louis 
has  been  cancelled. 


CORRESPONDENCE 

The  Winter  Vomiting  Disease  in  Westport 

To  the  Editor, 

During  the  winter  of  1942-43,  there  has  been  an 
endemic  disease  of  children,  occasionally  affecting 
adults,  in  Westport,  Conn.  This  condition  is  very 
mild  and  never  fatal,  and  is  therefore  rarely  reported 
to  the  physician. 

The  disease  starts  off  with  malaise  and  vomiting 
which  persists  from  one  to  three  days,  followed  by 
diarrhea  which  also  lasts  a few  days  to  a week.  The 
stool  is  characterized  by  its  pale  color  and  lack  of 
bile.  Fever  is  not  characteristic  but  may  occur 
during  the  course  of  the  illness,  particularly  if  de- 
hydration becomes  marked.  The  white  blood  count 
is  likewise  not  constant  and  varies  between  5,000 
and  13,000  per  cu.  mm.  Because  the  disease  is  so 
mild  and  transient,  the  diagnosis  of  “stomach  flu”  is 
frequently  made,  and  because  the  patient  recovers, 
no  further  investigation  or  diagnostic  procedure 
appears  warranted.  This  condition  was  reported  by 
Zahorsky  in  1929  and  again  in  1940,  and  it  has  lately 
been  brought  to  the  notice  of  the  profession  by 
Waring  who  reported  an  outbreak  in  Charleston, 


S.  C.,  which  began  about  the  middle  of  February 
1941  and  continued  through  March. 

The  author  observed  a case  on  February  19,  1943, 
with  a history  of  diarrhea  for  five  days  and  vomiting 
three  days,  in  a male  infant  eight  months  of  age. 
Physical  examination,  except  for  moderate  dehydra- 
tion, was  not  remarkable.  During  the  examination, 
the  child  had  a watery  stool  containing  no  bile,  and 
consisting  almost  entirely  of  undigested  food  and 
milk.  The  white  blood  count  was  8400  with  62% 
Polys.  Urinalysis  negative,  as  was  the  stool  culture. 
The  child  was  given  kaopectate,  drams  one  every 
four  hours,  and  sulphathiazole,  grains  two,  every 
four  hours.  The  mother  was  instructed  to  force 
fruit  juices  and  to  give  thick  feedings  for  the  vomit- 
ing. The  diarrhea  subsided  in  twenty-four  hours, 
and  the  vomiting  in  thirty-six  hours. 

After  this  instance,  inquiry  was  made  and  it  was 
found  that  there  has  existed  in  Westport,  during 
the  winter  1942-43,  a condition  similar  to  this,  last- 
ing one  to  five  days  in  individual  cases,  causing  very 
little  morbidity,  and  which  seems  to  have  been  very 
widespread  among  children  of  school  age  and 
younger.  The  author  has  since  observed  five  more 
cases,  one  in  an  adult.  These  must  be  ascribed  to 
hyperemesis  hiemis,  or  the  Winter  Vomiting  disease 
until  the  etiology  is  otherwise  established. 

R.  I.  H.  Solway,  m.d. 
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Breast  Feeding  the  Exception 

According  to  A.  M.  Dannenberg  (Jour.  A.  M.  A., 
Nov.  28,  1942)  it  took  three  years  to  obtain  55 
mothers  in  the  Jewish  Hospital,  Philadelphia,  with 
an  apparent  adequate  supply  of  milk  to  cooperate 
in  a study  of  the  excretion  of  nicotine  in  breast  milk 
and  urine  from  cigaret  smoking. 
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SHOE  FITS;  PUT  IT  ON!  For  the  first  time  there  is  a shoe 

especially  designed  to  provide  a practical  and  comfortable  covering  for  swol- 
len, tender,  or  bandaged  feet.  Mollo-pedic”  shoes  are  easily  adapted  to  various 
sizes  of  plaster  casts  or  bandages  on  either  foot.  They  afford  proper  support, 
yet  are  soft  and  flexible.  A real  pleasure  to  the  patient,  “Mollo-pedic”  shoes 
truly  protect.  $1.50  at  the  Professional  Equipment  Company  in  New  Haven. 

(SEE  PAGE  2) 
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OUR  NEIGHBORS 

Rhode  Island 

At  a meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  held  in  January  the 
Committee  on  Executive  Secretary  submitted  a 
report  recommending  the  employment  of  an  Execu- 
tive Secretary.  The  Rhode  Island  Societv  has  been 
placed  in  an  anomalous  position  since  the  Providence 
Medical  Association,  the  largest  society  within  the 
State,  does  employ  an  executive  secretary  and  has 
recognized  the  value  of  such. 

It  is  proposed  that  the  Rhode  Island  Medical 
Society  employ  the  present  incumbent  of  the  posi- 
tion of  Executive  Secretary  of  the  Providence 
Medical  Association,  sharing  with  the  latter  society 
the  services  and  salarv  expense  on  a part  time  7 to 
3 basis.  To  meet  this  expense  it  is  proposed  that  the 
annual  dues  be  raised  from  $10  to  $20,  and  that  a 
$5  additional  wartime  assessment  be  made  against 
each  member  to  compensate  for  the  loss  of  income 
resulting  from  the  absence  of  those  now  in  the  armed 
forces.  The  present  incumbent  of  the  position  with 
the  Providence  Association  is  a layman. 


NEWS 

from  County  Associations 

New  Haven 

The  only  significant  news  from  New  Haven  for 
the  past  month  has  been  the  talk  given  by  Paul  S. 
Phelps  concerning  his  excellent  work  in  the  control 
of  tuberculosis  in  the  state  of  Connecticut.  This 
paper  was  given  at  the  New  Haven  Medical  Society 
on  March  3,  1943.  At  the  same  time  the  first  case 
of  epidemic  keratoconjunctivitis  in  New  Haven 


was  reported  and  its  epidemiological  aspects  were 
emphasized  by  John  Paul,  who  has  personally  seen 
the  epidemic  both  in  Schenectady  and  Hartford. 

Two  significant  deaths  have  occurred.  One  was 
the  passing  of  Rubin  Alpert  who  was  held  in  high 
esteem,  both  as  a colleague  and  friend,  by  the  New 
Haven  Medical  Society.  He  was  an  anesthetist  for 
thirty  years.  He  was  well  liked  because  of  his  genial 
personality,  his  unfailing  humor  and  his  devotion  to 
his  patients  and  friends.  This  death  occurred  on 
February  5,  1943.  The  other  death  was  that  of 
Jeremiah  Cohane  on  March  9,  1943.  Dr.  Cohane 
had  been  an  outstanding  eye  specialist  for  many 
years.  He  was  closely  associated  and  greatly  devoted 
to  the  Hospital  of  St.  Raphael.  His  funeral  took 
place  on  March  12,  1943  from  his  home,  505  Edge- 
wood  Avenue.  Prominent  colleagues  were  named  as 
honorary  bearers  as  well  as  representatives  of  the 
Knights  of  Columbus,  Union  League  and  Racebrook 
Country  Club. 

Dr.  Alexander  Bassin,  assistant  professor  of  ortho- 
pedics at  Yale,  has  left  for  active  duty  in  the  United 
States  Navy. 

The  Yale  Unit  has  finally  started  active  work  in 
the  newly  constructed  hospital  comprised  of  one 
hundred  buildings  with  the  most  modern  equipment. 

Francis  G.  Blake,  dean  and  Sterling  professor  of 
medicine,  Yale  University  School  of  Medicine,  pre- 
sented the  first  annual  Begg  Society  Lecture  at 
Boston  University  School  of  Medicine,  January  28, 
on  “Epidemic  Diseases  in  Wartime.” 


Win  thro p Chemical  Company 
Absorbs  Alba 

Under  a merger,  Winthrop  Chemical  Company, 
Inc.,  has  absorbed  Alba  Pharmaceutical  Company, 
Inc.,  and  has  taken  over  Alba’s  assets,  property, 
trademarks  and  good  will.  As  a result  of  this  merger, 
Fairchild  Brothers  and  Foster,  a wholly  owned  sub- 
sidiary of  Alba,  has  become  a wholly  owned  sub- 
sidiary of  Winthrop. 


GOT  A MATCH?  ■ — -You  don’t  need  to  have,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
burner  and  other  laboratory  equipment.  A single  drop  of  urine  on  a few 
grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 
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VACUUM  TUBE 
HEARING  AIDS 


Accepted  by  American  Medical  Association 

E.  J.  K EE  VERS,  SS12&. 

54  CHURCH  STREET 
HARTFORD  Tel.  6-7724 


Heartiest  greetings  from  two  stores  that 
always  give  their  customers  what  the 
doctor  orders 

UTLEY  AND  JONES 
Professional  Pharmacists 

John  W.  Nolan,  Reg.  Pharm.  Mgr. 

60  Broadway  Norwich,  Conn. 

Julius  S.  Cooper,  Reg.  Pharmacist 
1 Thames  Street  Norwich,  Conn. 


For  the  Oily  Skin 

CREAM  OF  SOAP,  a neutral  fine  soap  in  colloidal  cream  form,  is 
highly  efficient  for  keeping  the  skin  free  from  accumulations  of 
grease.  With  massage  it  penetrates  into  the  follicles  and  produces 
an  extraordinary  de-greasing  action.  In  spite  of  its  unusual  detergent 
action  no  case  irritation  has  been  observed  or  reported  when  CREAM 
OF  SOAP  has  been  used  as  a cleansing  adjunct  in  dermatological 
cases.  It  is  rubbed  directly  on  the  dry  skin  and  massaged,  then 
rinsed  off  with  water.  CREAM  OF  SOAP  is  accepted  for  advertising 
in  A.  M.  A.  publications.  Obtainable  from  pharmacies  at  $1.  per  jar 
including  G.  Fox  (Hartford)  prescription  department.  Samples  to 
physicians  on  request. 

55  West  16th  St.,  New  York,  N.  Y. 


Dr.  E.  Fullerton  Cook  Speaks  to  Pharmacists 

I'hc  Connecticut  Association  for  the  Advance- 
ment of  Professional  Pharmacy  was  addressed  at 
its  meeting  in  New  Haven  on  February  23  bv  Dr. 
E.  Fullerton  Cook,  chairman  of  the  revision  com- 
mittee of  the  U.  S.  Pharmacopoeia  and  professor  of 
operative  pharmacy  at  the  Philadelphia  College  of 
Pharmacy  and  Science.  Dr.  Cook  informed  the 
pharmacists  present  that  developments  have  been  so 
rapid,  due  to  military  activities,  that  instead  of  bi- 
annual supplements  to  the  Pharmacopoeia  more  fre- 
quent  ones  will  be  published,  the  next  within  a few 
months. 

Dr.  Cook  expressed  his  interest  in  the  Connecticut 
Association,  stating  that  he  knew  of  no  other  state 
which  possessed  any  such  organization  as  active  and 
progressive  in  carrying  out  an  educational  program 
as  this  group.  The  Connecticut  Association  is  stead- 
ily growing,  both  in  members  and  in  interest. 


Parke-Davis  Wins  Army-Navy  "E”  For 
War  Production 

Detroit,  already  world  famous  as  democracy’s 
arsenal  of  war  weapons,  achieved  prominence  in  a 
new  field  Friday,  February  26,  when  2,700  em-  ! 
ployees  of  Parke,  Davis  & Company  received  the 
Army-Navy  “E”  pennant  for  excellence  in  produc- 
tion of  materials  for  saving  lives. 

Brigadier  General  John  M.  Willis,  commanding 
general  at  Camp  Grant,  111.,  presented  the  symbolic  j 
“E”  pennant,  which  was  received  by  Dr.  A.  W.  j 
Lescohier,  president  of  the  company. 

Lieutenant  E.  B.  Williams,  senior  medical  officer 
of  the  Detroit  Naval  Armory,  presented  the  insignia,  j 
John  Tighc,  representing  the  employees,  accepted  jj 
the  insignia,  an  “E”  pin  which  every  employee  is 
entitled  to  wear.  Among  the  honored  guests  seated 
on  the  platform  were  Joseph  Roberts,  oldest  male 
employee  who  began  his  service  with  the  company 
in  1892,  and  Miss  Lillian  Paye,  oldest  female  em- 
ployee whose  service  with  Parke,  Davis  & Company 
began  in  1896. 

“E”  flags  are  flying  in  each  of  the  company’s 
branches  and  depots  in  the  United  States  and  “E” 
pins  have  been  sent  to  all  employees  in  this  country. 
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NEW  BOOKS  IN  REVIEW 

I'HE  EMBRY OLOGICAL  TREATISES  OF  HIERO- 
NYMUS FABRICIUS  OF  AQU AFENDENTE.  A fac- 
simile edition,  with  an  introduction,  a translation  and  a 
commentary  by  Howard  B.  Adelmann,  Ithaca,  N.  Y. 
Cornell  University  Fress.  1942. 

Reviewed  by  Herbert  Thoms 

This  excellent  volume  by  the  Professor  of  Histology  and 
embryology  at  Cornell  brings  to  the  English  speaking 
world  for  the  first  time  these  works  of  the  illustrious 
Fabricius.  Called  by  Osier,  “the  most  distinguished  teacher 
if  the  time  in  the  most  distinguished  school  of  Europe,” 
Fabricius  is  probably  best  known  as  the  first  to  demonstrate 
publicly  and  to  describe  the  valves  in  the  veins. 

In  the  present  impressive  volume  we  are  told  bv  tbe 
iditor  that  the  aim  has  been  not  only  to  supply  materials 
:or  an  evaluation  of  Fabricius’s  contribution,  but  also  to 
iresent  an  appreciation  of  seventeenth  century  embryology 
is  a whole.  Fabricius  was  the  first  since  the  time  of  Aristotle 
o approach  embryology  from  a comparative  point  of  view 
ind  the  illustrations  of  the  development  of  the  chick  in  his 
xeatise  were  the  first  to  appear  in  print.  Singer  says  of 
lim  that  he  “elevated  embryology  at  one  bound  into  an 
ndependent  science,”  and  Harvey  himself  acknowledges 
tis  indebtedness  to  these  embryological  treatises. 

For  the  general  student  of  medical  history  the  first  part 
if  Professor  Adelmann’s  important  volume  will  hold  the 
nost  interest.  In  an  extensive  and  truly  engaging  introduc- 
:ion  of  1 34  pages  we  find  a sketch  of  the  colorful  life  of 
'abricius,  the  history  of  the  subject  before  his  time  and  a 
.ritical  analysis  of  the  treatises.  A word  of  compliment  and 
:ongratulation  certainly  should  be  extended  to  the  author 
ind  his  publishers  who  in  these  uncertain  and  troublous  times 
tave  with  such  rightful  devotion  brought  forth  this  strik- 
ng  volume.  The  very  foundations  of  medicine  rest  in  such 
iources  as  these  and  the  increasing  dependence  of  our 
world  on  medical  science  should  insure  a sincere  welcome 
:o  Dr.  Adelmann’s  significant  contribution. 

MENTAL  ILLNESS:  A GUIDE  FOR  THE  FAMILY. 
By  Edith  M.  Stern  with  collaboration  of  Savmel  W. 
Hamilton,  m.d.  New  York:  The  Commonwealth  Fund. 
1942.  134  pp.  $1.00. 

Reviewed  by  C.  C.  Burlingame 

The  publication  of  this  attractive  volume,  written  for  and 
iedicated  to  the  anxious  families  of  the  mentally  ill,  is  an 
nteresting  and  welcome  event  in  the  psychiatric  field.  1 lie 
itility  of  the  information  contained  in  this  volume  will  be 
ully  realized  by  every  physician  engaged  in  psychiatric 
work.  Since  the  author  is  herself  a lay  observer  in  the  field 
if  mental  illness,  the  material  presented  is  not  overburdened 
iy  technical  language  and  discussion.  The  book  is  well 
Bought  out  and  comprehensive.  It  is  the  result  of  very  care- 
mi  study,  and  of  suggestions  and  criticism  from  many 
luthorities  in  the  medical  field,  including  the  collaborator, 
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QUALITY 

for  COCKTAIL 

CONNOISSEURS  in 

The  CLUB  COCKTAILS 

We  are  using  world-famous  imported 
Vermouths  and  Cognac  from  our  huge 
reserves  acquired  before  shipments 
ended  from  abroad. 

7 POPULAR  VARIETIES 
Dry  Martini  71  Proof  Martini  60  Proof 
Old  Fashioned  80  Proof  Bronx  60  Proof 
Manhattan  65  Proof  Side  Car  60  Proof 
Daiquiri  70  Proof 


MILSHIRE 

DISTILLED 

LONDON  DRY  GIN 

The  Pot  Still  Gin 


Milshire  is  better  because  it  is  distilled 
by  the  celebrated  Old  English  Pot 
Still  Process. 

00  Proof  Distilled  from  100%  Grain 
Neutral  Spirits. 


HEUBLEIN’S 
PRIVATE  STOCK 
WHISKEY 

A Blend  of  Straight  Whiskies 

Truly  a Great  Whiskey.  A favorite 
of  particular  drinkers  for  generations. 

00  Proof.  The  straight  whiskies  in 
this  product  are  four  years  or  more 
old. 


BELL’S 

Blended  Scotch  Whisky 

A masterpiece  of  blending  from  the 
land  of  plaids  and  pipers.  A delicate 
aroma  that  whispers  of  slow  peat 
fires— a mellow  flavor  that  comes  only 
from  a proud  heritage  of  Scotland’s 
rarest  whiskies.  (ioo%  Blended  Scotch 
Whiskies,  86  Proof.  G.  F.  Heublein 
& Bro.  U.  S.  Distributors. 


G.  F.  HEUBLEIN  & BRO. 

HARTFORD,  CONN. 


BELL'S 


“STIUIRS  -in'-  scon*** 


Dr.  Samuel  W.  Hamilton,  Mental  Hospital  Advisor,  U.  S. 
Public  Health  Service. 

The  first  few  chapters  are  devoted  to  the  task  of  combat- 
ing various  common  fallacies  about  mental  illness  and  the 
handling  of  its  victims.  The  advantages  of  hospitalization 
are  pointed  out,  and  advice  offered  as  to  choice  of  private 
or  public  mental  hospital.  The  necessary  steps  to  be  taken 
for  admission  to  the  hospital  are  outlined,  and  suggestions 
given  as  to  the  method  and  manner  of  taking  the  patient 
there.  Several  chapters  are  concerned  with  what  goes  on 
behind  the  scenes  in  mental  hospitals,  what  such  institutions 
are  really  like,  and  what  their  procedures  are.  The  relations 
of  the  family  with  the  hospital,  the  question  of  letters  and 
visits  are  discussed.  The  final  chapters  deal  with  the  topics 
of  discharge  from  the  hospital,  attitudes  and  behavior  to  be 
adopted  toward  the  patient  upon  his  return  home,  the  per- 
manence of  recovery,  and  continued  care. 

This  useful  book  can  be  recommended  highly,  not  only 
to  the  relatives  of  the  mentally  ill,  but  to  general  practi- 
titioners,  social  workers  and  others  who  come  into  contact 
with  the  problem  of  mental  disorder  and  its  effects  on  the 
family. 

EMERGENCY  CARE.  By  Marie  A.  Wooders,  b.s.,  r.n. 
Principal,  School  of  Nursing,  Hackensack  Hospital, 
Hackensack,  New  Jersey,  and  Donald  A.  Curtis,  m.d., 
Lieut.  Col.,  Medical  Reserve,  Commanding  342nd  Medical 
Regiment,  U.  S.  Army;  Instructor  in  Military  Nursing, 
Hackensack  Hospital,  Hackensack,  New  Jeersey.  Phila- 
delphia: E.  A.  Davis  Co.  1942.  560  pp.  201  illus. 

Reviewed  by  T.  W.  W. 

The  preface  to  “Emergency  Care’’  gives  the  definite  im- 
pression that  this  volume  will  fill  certain  needs  which  are 
unquestionably  present  in  teaching  this  subject. 

The  reviewer,  however,  cannot  help  but  voice  disappoint- 
ment that  the  opportunity  is  lost  in  many  ways. 

In  this  book  there  is  found  rather  an  unhappy  medium 
between  an  elementary  course  in  the  care  of  emergencies 
and  an  advance  treatise  on  the  subject.  It  leaves  much  to 
be  desired  not  only  in  its  failure  to  meet  completely  major 
objectives  but  also  in  its  questionable  handling  of  various 
details. 

It  is  almost  universally  true  that  any  book  on  this  subject 
will  include  certain  valuable  points  but  many  of  these  may 
be  lost  because  of  the  devious  paths  which  lead  to  them. 


Anemia  During  Pregnancy 

Iron  preparations  should  be  given  as  a routine 
during  pregnancy,  and  antipartum  clinics  should 
help  expectant  mothers  to  select  and  prepare  iron 
rich  diets.  Lancet,  London,  Aug.  8,  1942 
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Experience  adds  the  master  touch  in 

THE  PREPARATION  OF  FINE  MEDICINAL  AGENTS.  ONLY  WITH 
EXPERIENCE  CAN  MANUFACTURING  PROCEDURES  BE  SO 
PERFECTED  THAT  THE  ULTIMATE  IN  DRUG  AND  BIOLOGICAL 
PURITY  IS  APPROACHED.  THE  EXCELLENCE  OF  LILLY 
PRODUCTS  IS  A RESULT  OF  LONG  YEARS  OF  WELL-DIRECTED 
EFFORT  AND  A DESIRE  TO  MARKET  NOTHING  BUT  THE  BEST. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA,  U.  S.  A. 
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During  the  Civil  War  the  building  and  grounds  of  the  New  Haven  Hospital  were  used  by 
the  Government  for  a military  hospital.  The  capacity  was  increased  to  1,500  beds  and 

25,340  soldiers  were  treated. 
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10:00  A.  M. 
10:  JO  A.  M. 


2:00  P.  M. 


4:30  P.  M. 


9:  30  A.  M. 
10:00  A.  M. 

10:15  A.  M. 

11:00  A.  M. 

11:45  A.  M. 


Tuesday,  May  25 

ANNUAL  MEETING  HOUSE  OF  DELEGATES 

New  Haven  Medical  Association 
364  Whitney  Avenue,  New  Haven 

Registration 

House  oe  Delegates  Executive  Session 
The  President , Roy  L.  Leak,  presiding 


1:00  P.  M. 

LUNCHEON 

Members  of  the  House  of  Delegates  and  Officers  and 
Committee  Chairmen  will  be  guests  of  the  Society 

House  oe  Delegates  reconvenes 

Round  Table  Discussion  of  Prepaid  Medical  Service 

Louis  H.  Pink,  Esq.,  President  of  the  Associate  Hospital  Service  of  New  York;  formerly 
Commissioner  of  insurance  of  the  State  of  New  York 

Mr.  Lester  H.  Perry,  Executive  Director  of  the  Pennsylvania  Prepaid  Medical  Service 
Plan 

Matthew  A.  Reynolds,  Esq.,  Counsel  and  member  of  the  Board  of  Directors  of  the 
Connecticut  Plan  for  Hospital  Care 

John  C.  Blackall,  Esq.,  Commissioner  of  Insurance , State  of  Connecticut 
James  C.  McCann,  President  of  the  Massachusetts  Medical  Service 
House  oe  Delegates  Executive  Session 


Wednesday,  May  26 

151st  annual  meeting  of  the  society 

New  Haven  Lawn  Club 
The  President , Roy  L.  Leak,  presiding 

Registration 
Address  of  Welcome 

Louis  H.  Nahum,  President , New  Haven  County  Medical  Association 

Rheumatic  Fever  and  Rheumatic  Heart  Disease 

T.  Duckett  Jones,  Assistant  Professor  of  Medicine , Harvard  Medical  School 

Medicine  in  War-Time  Industry 

George  H.  Gehrmann,  Medical  Director , E.  /.  Dupont  de  Nemours  and  Company , Wil- 
mington, Delaware 

Prepaid  Medical  Service  Plans 

James  C.  McCann,  President , Massachusetts  Medical  Service , Worcester,  Massachusetts 
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1 : 00  P.  M. 

LUNCHEON 

The  Contribution  of  the  Medical  Profession  in  the  Present  War 

James  E.  Paullin,  President-elect  of  the  American  Medical  Association , Atlanta , Georgia 


SECTION  MEETINGS  — MAY  26  — 3:30  P.  M. 

Members  and  guests  are  invited  to  attend  all  section  meetings 

HEZEKIAH  BEARDSLEY  PEDIATRIC  CLUB 
New  Haven  County  Medical  Association 
364  Whitney  Avenue 
DINING  ROOM 

Chairman:  Ernest  J.  Caulfield  Secretary:  Herman  Yannet 

Practical  Application  of  Air  Sterilization 

Joseph  Stokes,  Jr.,  Professor  of  Pediatrics , University  of  Pennsylvania  Medical  School 

INDUSTRIAL  HEALTH 

NEW  HAVEN  MEDICAL  ASSOCIATION 
364  Whitney  Avenue 

PARLOR 

Acting  Chairman  and  Secretary:  Eugene  F.  Meschter 

Occupational  Disease  and  the  General  Practitioner 

George  H.  Gehrmann,  Medical  Director , E.  1.  Dupont  de  Nemours  and  Company , Wilmington 
Delaware 


NEUROLOGY  AND  PSYCHIATRY 

NEW  HAVEN  LAWN  CLUB 

Whitney  Avenue 

BADMINTON  COURT 

Chairman:  Clifford  D.  Moore  Secretary:  Richard  Goldstein 

The  Dynamic  Use  of  Psychiatric  Principles  in  the  Present  Emergency 

Marion  Kenworthy,  Professor  of  Psychiatry , New  York  School  of  Social  Work , Columbia  University 

OBSTETRICS  AND  GYNECOLOGY 
New  Haven  Lawn  Club 
Whitney  Avenue 

LOUNGE 

Chairman:  Donald  A.  Bristoll  Secretary:  Louis  F.  Middle!) rook 

Sterility 

Walter  W.  Williams,  Geneticist , Springfield  Hospital,  Springfield,  Massachusetts 
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PHYSICAL  THERAPY 
Junior  College  of  Commerce 
389  Whitney  Avenue 

Chairman:  Harry  E.  Stewart  Secretary:  Karl  B.  Bretzfelder 

Arthritic  and  Rheumatic  Conditions  Amenable  to  Physical  Therapy 

John  D.  Currenee,  Supervisor  of  Physical  Therapy , Municipal  Hospitals , New  York  City 


MEETINGS  OF  GUEST  ORGANIZATIONS 

AMERICAN  ASSOCIATION  OF  MEDICAL  SOCIAL  WORKERS 

New  Haven  Lawn  Club 
Whitney  Avenue 

BAIUN  1 1 NTON  COURT 

Chairman:  Miss  Mathilda  Mathieson  Secretary:  Miss  Elizabeth  Rice 

1:30  p.  m.  Business  meeting 

3:  30  p.  m.  Remain  for  Neurology  and  Psychiatry  section  meeting 

4: 30  p.  m.  General  Principles  of  Psychosomatic  Medicine 

Richard  Goldstein,  Assistant  Clinical  Professor  of  Psychiatry  and  Mental  Hygiene,  Yale 
School  of  Medicine 

(This  is  an  open  meeting  and  guests  are  invited  to  attend) 


CONNECTICUT  HOSPITAL  ASSOCIATION 
New  Haven  Medical  Association 
364  Whitney  Avenue 
ASSEMBLY  ROOM 


Chairman:  Miss  Anna  M.  Griffin 


Secretary:  Mr.  William  B.  Sweeney 


10:00  A.  M. 
Ii:00  A.  M. 


12:15  P.  M. 


1:00  P.  M. 
3:  30  P.  M. 


Meeting  of  the  Board  of  Trustees 
Meeting  of  the  Assembly 
Report  of  Trustees 
Reports  of  Committees 
Discussion 

Purchase  of  Hospital  Care  under  Crippled  Children’s  or  Maternal  and  Child  Health 
Programs 

Martha  L.  Clifford,  m.d.,  Director  Bureau  of  Child  Hygiene,  State  Department  of  Health 
Luncheon 
Open  Forum 

The  War  Time  Service  Bureau  A.  H.  A. 

James  A.  Hamilton,  President  American  Hospital  Association 
Compensation  Rate  Agreements 

Dr.  Wilmar  Allen,  Chairman  Rate  Committee 
Nursing  for  War  Service 

Miss  Laura  M.  Grant,  Director  Nursing  Service,  New  Haven  Hospital 
Procurement:  Up-to-Date 

Creighton  Barker,  m.d.,  Executive  Secretary,  State  Medical  Society 
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CONNECTICUT  OCCUPATIONAL  THERAPY  SOCIETY 
Dutch  Treat  Tea  Room 
255  Church  Street 

Chairman:  Miss  Bertha  Piper  Secretary:  Adiss  Caroline  G.  Thompson 

10:  30  a.  m.  General,  informal  discussion  on  conditions  that  we  are  facing  in  our  hospitals;  reports,  com  - 
ments, and  opinions  of  various  members 

12:00  m.  Luncheon 

1:00  p.  m.  War-Time  Facts  in  the  Care  of  the  Tuberculous 

Mr.  Holland  Hudson,  Treasurer , American  Occupational  Therapy  Association , and 
Director  of  Rehabilitation  Service,  National  Tuberculosis  Association,  New  York  City 

3:30-5:00  p.  m.  Section  meetings  of  The  Connecticut  State  Medical  Society 

5:00-6:00  p.  m.  Open  House,  New  Haven  Curative  Workshop,  136  Chapel  Street,  New  Haven 


SOCIETY  OF  MEDICAL  RECORD  LIBRARIANS 
Junior  College  of  Commerce 
389  Whitney  Avenue 

Chairman:  Mrs.  Enna  Black  Secretary:  Miss  Caroline  Kaldus 

12:00  m.  Luncheon  (Place  to  he  announced) 

Afternoon  Session 

Presiding:  Dorothy  Nichols,  Fairfield  State  Hospital 

Greetings:  President  of  The  Connecticut  State  Medical  Society,  Roy  L.  Leak 

Developments  in  American  Association  of  Medical  Record  Librarians 

Florence  Fitzgerald,  President-Elect  of  National  Association , New  Britain  General  Hospital 

Educational  Program  for  Medical  Record  Librarians 
Miss  Olive  G.  Johnson,  New  Haven  Hospital 

Progress  of  State  Cancer  Research  Division 

Matthew  H.  Griswold,  Director  of  Cancer  Research  Division  Connecticut  State  Department  of 
Health 

Miss  Eleanor  J.  MacDonald,  Research  Statistician 
Medical  Record  Librarian’s  Place  in  War  Effort 
Business  Meeting 

Miss  Mabel  M.  Lucey,  President , Norwalk  Hospital 

WOMEN’S  MEDICAL  SOCIETY 
New  Haven  Medical  Association 
364  Whitney  Avenue 
5:00  P.  M. 

UPSTAIRS 

Chairman:  Christie  E.  McLeod  Secretary:  Martha  L.  Clifford 

There  will  be  a brief  business  meeting  for  the  election  of  officers.  Dr.  Alice  Hamilton,  who  has  accepted 
an  honorary  membership  in  the  Society  will  be  the  guest  of  honor.  Guests  are  cordially  invited. 


ANNUAL  DINNER 
Ball  Room,  New  Haven  Lawn  Club 


7:00  P.  M. 

The  President,  Roy  L.  Leak,  presiding 

SPEAKERS 

His  Excellency , Raymond  E.  Baldwin,  Governor  of  Connecticut 
Mr.  John  M.  Pratt,  Executive  Administrator  of  the  National  Physicians'  Committee 

Members  of  organizations  meeting  with  the  Society  are  invited  to  attend 


Thursday,  May  27 

New  Haven  Lawn  Club 

Berkley  M.  Parmelee,  Chairman  of  Program  Committee,  presiding 

9:  30  a.  m.  Public  Medical  Care:  Some  Practical  Considerations 

H.  Jackson  Davis,  Chief  Medical  Officer,  Department  of  Social  Welfare,  State  of  New 
York 

10: 10  a.  m.  The  Surgical  Treatment  of  Hypertensive  Disease 

Reginald  H.  Smithwick,  Instructor  in  Surgery,  Harvard  Medical  School 

10:50  a.  m.  Affiliated  Hospital  Units  for  Civilian  Defense 

Dean  A.  Clark,  Surgeon  USPHS(R),  Chief,  Emergency  Medical  Section.  Washing- 
ton, D.  C. 

11:30  a.  m.  Medical  Services  to  the  Air  Force—  USA 

Brigadier  General  D.  N.  W.  Grant,  A1C,  The  Air  Surgeon,  United  States  Army 

12:10  p.  m.  Navy  Medical  Corps  in  War-Time 

Commander  Bartholomew  W.  Hogan,  MC—USN,  former  Chief  Medical  Officer  United 
States  Aircraft  Carrier  Wasp 


1:15  P.  M. 

PRESIDENT’S  LUNCHEON 
James  R.  Miller,  Chairman  of  the  Council,  presiding 
Address  of  retiring  President,  Roy  L.  Leak 
Introduction  of  the  President,  George  M.  Smith,  and  the  President-Elect 
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SECTION  MEETINGS  — MAY  27  — 3:30  P.  M. 

Members  and  guests  arc  invited  to  attend  all  section  meetings 

DERMATOLOGY  AND  SYPHILOLOGY 
New  H aven  Medical  Association 
364  Whitney  Avenue 

UPSTAIRS 

Chairman:  Richard  Lawton  Secretary:  Louis  O’Brasky 

Round  Table  Discussion  of  Prc-Cancerous  and  Cancerous  Lesions  of  the  Skin 
Richard  J.  Lawton,  presiding 


EYE,  EAR,  NOSE  AND  THROAT 
New  Haven  Medical  Association 
364  Whitney  Avenue 
assembly  room 

Chairman:  Edward  N.  DcWitt  Secretary:  William  H.  Turnley 

Deafness  in  the  War  and  in  the  War  Industries 

Moses  H.  Lurie,  Massachusetts  General  Hospital,  Boston,  Massachusetts 

Comments  on  Ophthalmic  Surgery  (Illustrated  with  Kodachrome  movies) 

Ramon  Castroviejo,  Member  of  the  factdty  of  Columbia  University  and  of  the  Institute  of  Ophthal- 
mology, Columbia  Medical  Center,  New  York  City 

ORTHOPEDIC  SURGERY 
New  Haven  Lawn  Club 
Whitney  Avenue 

BADMINTON  COURT 

Chairman:  Arthur  S.  Griswold  Secretary:  Frank  S.  Jones 

Orthopedic  Regulations  lor  Induction 

Major  Allston  L.  Fogg,  AIC-AUS,  Medical  Director,  Armed  Forces  Hartford  induction  Station,  First 
Service  Command,  Hartford,  Connecticut 

RADIOLOGY 

New  Haven  Medical  Association 
364  Whitney  Avenue 
parlor 

Chairman:  Axel  P.  Bergman  Secretary:  Max  Climan 

Roentgenological  Aspects  of  Atypical  Pneumonias  and  Related  Conditions 
Felix  G.  Flcischner,  Radiologist,  Beth  Israel  Hospital,  Boston,  Massachusetts 
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GENERAL  MEDICINE 

New  Haven  Medical  Association 
364  Whitney  Avenue 
DINING  ROOM 

Chairman:  Edmond  L.  Douglass 

Surgical  Treatment  of  the  Hand  in  the  General  Practitioner’s  Office  (Illustrated  with  lantern 
slides) 

Clay  Ray  Murray,  Associate  Professor  of  Surgery,  College  of  Physicians  & Surgeons , New  York 


MEETINGS  OF  GUEST  ORGANIZATIONS 

CONNECTICUT  ASSOCIATION  OF  MEDICAL  EXAMINERS 

New  Haven  Lawn  Club 
Whitney  Avenue 
3:30  P.  M. 

LOUNGE 

Chairman : Marvin  M.  Scarbrough  Secretary:  Edward  H.  Kirschhaum 

Special  Evidentiary  Objectives  of  Medico-Legal  Autopsies 

Alan  R.  Moritz,  Department  of  Legal  Medicine,  Harvard  Medical  School,  Boston,  Massachusetts 


GUEST  SPEAKERS 


His  Excellency  Raymond  E.  Baldwin,  Gov- 
ernor of  Connecticut 


Brigadier  General  D.  N.  W.  Grant,  MC, 
The  Air  Surgeon,  United  States  Army 


James  E.  Paullin,  President-elect  of  the 
American  Medical  Association,  Atlanta, 
Georgia 


T.  Duckett  Jones,  Assistant  Professor  of 
Medicine,  Harvard  Medical  School 
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George  H.  Gehrmann,  Medical  Director, 
E.  I.  Dupont  de  Nemours  and  Company, 
Wilmington,  Delaware 


James  C.  McCann , President,  Massachusetts 
Medical  Service,  Worcester,  Massachusetts 


John  M.  Pratt,  Executive  Administrator  of 
the  National  Physicians’  Committee 


John  C.  Blackall,  Esq.,  Commissioner  of 
Insurance,  State  of  Connecticut 


Commander  Bartholomew  W.  Hogan,  MC 
USN,  former  Chief  Medical  Officer  United 
States  Aircraft  Carrier  T Vasp 


Reginald  H.  Smithwick,  Instructor  in  Sur- 
gery, Harvard  Medical  School 


H.  Jackson  Davis,  Chief  Medical  Officer, 
Department  of  Social  Welfare,  State  of 
New  York 


Lester  H.  Perry,  Executive  Director  of  the 
Pennsylvania  Prepaid  Medical  Service  Plan 


Louis  H.  Pink,  Esq.,  President  of  the  Asso- 
ciate Hospital  Service  of  New  York;  for- 
merly Commissioner  of  Insurance  of  the 
State  of  New  York 


Matthew  A.  Reynolds,  Esq.,  Counsel  and 
member  of  the  Board  of  Directors  of  the 
Connecticut  Plan  for  Hospital  Care 
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Members  of  the  Connecticut  State  Medical  Society  in  the  Country’s  Service 


Bethel 

Grigas,  John  E.  (N) 

Bridgeport 
Alpert  Max  A.  (A) 

Antell,  Maxwell  J.  (A) 
Bellew,  Raymond  F.  (N) 
Brier,  Hyman  D.  (A) 
Buckhout,  George  A.  (A) 
Castaldo,  Louis  F.  (A) 
Clark,  William  T.  (A) 
Connors,  Edwin  R.  (A) 
Duzmati,  Paul  P.  (A) 

Eddy,  Maxon  H.  (N) 

Geer,  Wiliam  A.  (A) 
Greenspun,  David  S.  (A) 
Gulash,  John  R.  (N) 
Hardenbergh,  Daniel  B.  (A) 
Harper,  Paul  (A) 

Horn,  Benjamin  (A) 
Hurlburt,  Edward  G.  (N) 
Keys,  Robert  C.  (A) 

Knepp,  James  W.  (A) 
Kornblut,  Alfred  (N) 
Lieberthal,  Milton  M.  (A) 
Martin,  Raymond  A.  (A) 
Massey,  Daniel  (A) 
Monahan,  David  T.  (A) 
Popkin,  Michael  S.  (A) 
Quatrano,  Joseph  C.  (N) 
Reiter,  B.  Reynolds  (A) 
Ribner,  Harold  J.  (A) 
Simses,  John  P.  (A) 

Solosy,  Alexander  (A) 
Strayer,  Luther  M.,  Jr.  (A) 
Zaur,  I.  Sidney  (A) 

Danbury 

Amos,  Isadore  J.  (A) 

De  Klyn,  Ward  B.  (A) 
Eckert,  George  R.  (A) 
Gaffney,  John  J.  (A) 


Fairfield  County 

Gibson,  Donald  F.  (N) 

Rogol,  Louis  (A) 

Darien 

Moore,  Gilbert  E.  (A) 
Fairfield 

Little,  Mervyn  FI.  (N) 
Pitock,  Morris  P.  (A) 

Greens  Farms 
Smith,  Stephen  M.  (N) 

Greenwich 

Anderson,  Clifton  W.  (A) 
Carter,  George  G.  (A) 
Reynolds,  Whitman  M.  (A) 
Rogers,  Robert  P.  (A) 

Serrell,  Howard  P.  (A) 
Thompson,  Sidney  A.  (N) 
Tinkess,  Donald  A.  (A) 
Tunick,  George  L.  (A) 
Weber,  Frederick  C.,  Jr.  (A) 

New  Canaan 
Abrahams,  Meyer  (A) 
Frothingham,  John  G.  (A) 
Hebard,  George  W.  (A) 
Robinson,  Roy  C.  (A) 
Twachtman,  Eric  (N) 

Newtown 

Friedman,  Samuel  (A) 

Green,  William  F.  (N) 
Kennedy,  Robert  E.  (A) 

Norwalk 

Beck,  Eugene  C.  (N) 
Chipman,  Sidney  S.  (A) 
Diamond,  Edward  H.  (A) 
Wallace,  V.  G.  H.  (A) 
Weinstein,  Nathan  (A) 

Shelton 

Pagliaro,  Joseph  J.  (A) 


South  Norwalk 
McMahon,  John  D.  (A) 
Scanlon,  John  J.  (A) 

Yohn,  Albert  K.  (A) 

Southport 

Mathews,  Frank  P.  (N) 
Springdale 

Stankard,  William  F.  (A) 
Stamford 

A Id  win,  Francis  J.  (A) 
Connolly,  Joseph  P.  (N) 

Crane,  James  E.  (A) 
Cunningham,  Robert  D.  M.  (A) 
Dorion,  Robinson  H.  (N) 
Grady,  Joseph  F.  (A) 

Hamilton,  John  S.  M.  (A) 
Hertzberg,  Reinhold  (N) 
Hymovich,  Leo  (A) 

Koffier,  Arthur  (A) 

Murphy,  Charles  A.  (N) 
O’Meara,  Francis  P.  (N) 

Rawls,  Edward  C.  (N) 

Rose,  Samuel  A.  (A) 

Sette,  Alfred  J.  (N) 

Sherman,  Saul  H.  (A) 

Swarts,  William  B.  (A) 

Troy,  William  D.  (A) 

Stratford 

Benton,  Philip  E.  (N) 

Findorak,  Francis  D.  (A) 
Friedman,  Nathan  H.  (N) 
Plaberlin,  Chester  E.  (A) 
Heidger,  Luther  C.  (A) 

Westport 
Ell  rich,  David  (A) 

Kelsey,  Weston  (A) 

Nespor,  Robert  W.  (N) 
Phillips,  Harry  S.  (A) 
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Avon 

Weipert,  William  M.  (A) 
Berlin 

Seibert,  Alfred  F. 

Bristol 

Bird,  Frederick  S.  (A) 
Hudson,  Frederick  A.  (A) 
Labuz,  Eugene  F.  (A) 
Littwin,  Ralph  J.  (A) 
Stevenson,  William  R.  (A) 
Tirella,  Fred  F.  (N) 
Winters,  Hyman  W.  (A) 

East  Hartford 
Trantolo,  Arthur  (A) 

Farmington 
Ewell,  John  W.  (A) 

Hartford 

Allen,  George  F.  (N) 

Apter,  Harry  (A) 

Bidgood,  Charles  Y.  (N) 
Bingham,  Charles  T.  (N) 
Birge,  Henry  L.  (A) 

Bob  row,  Aaron  (A) 

Buck,  Burdette  J.  (A) 

Case,  Edward  P.  (A) 

Cenci,  Vincent  P.  (N) 
Clancy,  John  J.  (N) 
Cogland,  John  L.  (A) 

Cohn,  Samuel  H.  (A) 
Crosby,  Edward  H.  (N) 
Cullen,  James  R.  (N) 

Curtis,  Burr  H.  (PH) 

De  Pasquale,  Francis  E.  (A) 
De  Pasquale,  John  A.  (A) 
Dodd,  Burwell  (A) 

Duff,  Leo  T.  (A) 

Fagan,  Francis  X.  (A) 
Gillespie,  Harry  (A) 
Gudger,  James  R.  (N) 
Harris,  Louis  D.  (A) 
Hennessey,  James  J.  (N) 


Hartford  County 

Heublein,  Gilbert  W.  (A) 
Hough,  Perry  T.  (A) 
Hurwitz,  George  H,  (A) 
Irving,  J.  Grant  (A) 

January,  Derick  A.  (PH) 
Lampson,  Rutledge  Starr  (N) 
Lankin,  Joseph  J.  (A) 

Lowell,  W.  Holbrook,  Jr.  (A) 
Maislen,  Samuel  (A) 
McCrann,  Donald  J.  (N) 
McLellan,  Philip  G?  (N) 
McNulty,  Terence  F.  (PH) 
Montano,  Rocco  A.  (A) 
Montano,  Charles  C.  (PH) 
Moxness,  Bennie  A.  (A) 
Millville,  Maurice  F.  (N) 
Murphy,  Thomas  F.  (PH) 
Phillips,  Paul  L.  (N) 

Preston,  Thomas  R.  (A) 
Ryan,  Francis  J.  (A) 

Sal  doff,  Jack  (A) 

Scoville,  William  B.  (A) 
Shulman,  David  N.  (N) 
Shupis,  Anthony  J.,  Jr.  (A) 
Silver,  Gershon  B.  (A) 

Smith,  Wilson  F.  (A) 
Sneidman,  George  I.  (A) 
Standish,  Welles  A.  (N) 
Stewart,  Lester  O.  (A) 
Taylor,  Andrew  (N) 

Tonken,  Louis  C.  (A) 

Tovell,  Ralph  M.  (A) 
Townsend,  Wilmot  C.  (A) 
Truex,  Edward  H.,  Jr.  (A) 
Twaddle,  Paul  H.  (PH) 

LT  ns  worth,  Arthur  C.  (A) 
Weigle,  Luther  A.  (N) 
Weisenfeld,  Nathan  (N) 
White,  Benjamin  V.  (N) 
Wilson,  William  A.  (N) 
Winters,  John  T.  (N) 

Kensington 

Lo  Vetere,  A.  Arthur  (A) 


Manchester 
Conlon,  William  L.  (N) 
Diskan,  A.  Elmer  (A) 
Sundquist,  Alfred  B.  (A) 
Zaglio,  Edmond  R.  (A) 

New  Britain 
Buccheri,  Francis  S.  (A) 
Dorian,  N.  Edward  (A) 
Goldschmidt,  Myer  (A) 

Kraszewski,  Henrv  W.  (A) 
LaCava,  John  J.  (A) 
iYliller,  Harry  B.  (A) 
Nevulis,  Anthonv  V.  (A) 
Pola,  William  E.  (A) 
Pullen,  Richard  W.  (A) 
Trapp,  Francis  W.  (N) 

Rocky  Hill 
Millen,  Samuel  (A) 

Simsbury 

Fuller,  Roger  H.  (N) 
SuFFIELD 

Coates,  Stephen  P.  (A) 

Thompsonville 
Bloom,  David  I.  (N) 
Gourde,  Howard  W.  (A) 
Valenski,  Thaddeus  J.  (A) 

West  Hartford 
Andrews,  Egbert  M.  (A) 
Hollinshead,  Joseph  (PH) 
Johnson,  Paul  (PH) 
Murphy,  Thomas  D.  (N) 
Parshley,  Philip  F.  (N) 
Sullivan,  Arthur  B.  (A) 
Tait,  Arthur  A.  (A) 

Wethersfield 
Smith,  William  B.  (A) 

Windsor 

Monacela,  John  M.  (A) 
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Branford 

Bodie,  William  J.  (A) 
Cheshire 

Neff,  William  E.,  Jr.  (N) 
Derby 

D’Alessio,  Charles  M.  (A) 
Guilford 

McGuire,  Frank  J.  (A) 
Hamden 

Slater,  Morris  (A) 

Wilcox,  Frederick  C.,  Jr.  (A) 

Meriden 

Campbell,  Sherbourne  (N) 
Carey,  William  C.  (A) 

Hall,  William  E.  (N) 

Katz,  Irving  (A) 

Liebow,  Averill  A.  (A) 

Lirot,  Stephen  L.  R.  (N) 
Strickland,  Harold  (A) 

Van  Antwerp,  Lee  D.  (A) 

Milford 

Andrus,  Oliver  B.  (A) 
Stetson,  Charles  (A) 

Naugatuck 

Reilly,  Walter  J.  (PH) 
Williams,  Edward  E.  (A) 

New  Haven 
Abbey,  Edward  A.  (A) 
Abrashkin,  Mortimer  D.  (A) 
Aielo,  Louis  (A) 

Arnold,  Hermann  B.  (N) 
Barald,  Fred  C.  (A) 

Bassin,  A.  L.  (N) 
Bayne-Jones,  Stanhope  (A) 
Berlowe,  Max  L.  (A) 

Bishop,  Courtney  C.  (A) 
Brown,  Warren  T.  (A) 
Bruckner,  William  J.  (A) 
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New  Haven  County 

Bumstead,  John  H.  (A) 
Canfield,  Norton  (A) 
Claiborn,  Louie  E.  (A) 
Clarke,  Clement  C.  (A) 
Comfort,  Charles  W.,  Jr.  (A) 
Cutler,  Hermann  S.  (PH) 
D’Amico,  Michael  (A) 

Davis,  Jachin  B.  (A) 

D’Esopo,  Joseph  (A) 

Penney,  Philip  W.  (N) 
Feyder,  Sidney  (A) 

Fox,  James  C.,  Jr.  (A) 
Friedman,  Irving  (A) 

Fuldner,  Russell  V.  (A) 
Gendel,  Benjamin  R.  (A) 
Guida,  Francis  P.  (N) 
Hathaway,  John  S.  (A) 

Hess,  Orvan  A.  (A) 

Jordan,  Robert  H.  (A) 
Klatskin,  Gerald  (A) 
Koufman,  William  B.  (A) 
Krosnick,  Gerald  (A) 
Maynard,  Harry  H.  (A) 
McDonnell,  Ralph  E.  (PH) 
Merriman,  Henry  (A) 
Mignone,  Joseph  (N) 

Nesbitt,  Samuel  (N) 
Nodelman,  Jacob  (N) 
O’Connor,  Denis  S.  (N) 
Oughterson,  Ashley  W.  (A) 
Peltz,  William  L.  (A) 
Perharn,  William  S.  (A) 
Piccolo,  Pasquale  A.  (A) 
Pinn,  Abraham  S.  (A) 

Purple,  Mayo  R.  (A) 
Rademacher,  Everett  S.  (PH) 
Robbins,  Clarence  L.  (A) 
Roberts,  Frederick  W.  (N) 
Rozen,  Alan  A.  (A) 

Rubin,  George  A.  (A) 
Sadusk,  Joseph  F.,  Jr.  (A) 
Shaffer,  Thomas  E.  (A) 
Shure,  A.  Lewis  (A) 

Sinclair,  Sidney  (N) 
Snurkowski,  Charles  V.  (A) 
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Sperandeo,  Anthony  (A) 

Spiegel,  Charles  H.  (A) 

Spinner,  Samuel  (A) 

Stevens,  Marvin  A.  (N) 
Thompson,  Lloyd  J.  (A) 
Thorne,  Lewis  (A) 

Vermooten,  Vincent  (A) 
Wentworth,  John  H.  (A) 

Wies,  Frederick  A.  (A) 

Wilson,  William  R.  (N) 
Woodruff,  Lornade  M.,  Jr.  (N) 
Yavis,  John  C.  (A) 

North  Haven 
Allen,  John  C.  (A) 

Cashman,  Justin  (N) 

Union  City 
Tylee,  Leo  L.  (A) 

Wallingford 
Breek,  Charles  A.  (A) 

Pelz,  Kurt  (A) 

Wilson,  George  C.  (N) 

Water  bury 

Berman,  Bernard  A.  (A) 
Bizzozero,  Orpheus  J.  (A) 
Coshak,  Morris  (A) 

Dillon,  John  A.  (A) 

Goodrich,  William  A.  (A) 
Herrmann,  Albert  E.  (A) 
Jennes,  Milton  L.  (A) 

Jennes,  Sidney  W.  (A) 

Leonard,  George  A.  (A) 
Margolius,  Norman  C.  (A) 
Nelson,  Roger  B.  (N) 

Passetto,  Edo  (A) 

Reichenback,  Alfred  (A) 

Ruby,  Robert  J.  (A) 

Saltzman,  Jacob  A.  (A) 

Sklaver,  Joseph  (A) 

West  Haven 
Koster,  Leo  W.  (PH) 

Milano,  Nicholas  A.  (A) 
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Groton 

Szlemko,  Emil  (A) 

Mystic 

Leon,  A.  Joseph  (A) 

Ryley,  Roger  N.  (N) 

New  London 
Baron,  Shirley  H.  (N) 
Becker,  Joseph  (A) 

Middlesex  County 

Chester 

Lieberman,  David  (A) 
Clinton 

Rindge,  Norman  P.  (A) 

Deep  River 
Tate,  William  J.  (A) 

Essex 

Elansen,  Paul  S.  (A) 

Scott,  J.  Clifford  (N) 

Middletown 

Apuzzo,  Anthony  A.  (N) 
Beauchemin,  Joseph  A.  (N) 
Buckley,  Willard  E.  (A) 
Calhoun,  Elazen,  Jr.  (A) 
Gissler,  Norman  E.  (N) 
Mozzer,  Alexander  J.  (A) 
Simon,  Benjamin  (A) 


(A)  Army 


New  London  County 

Hartman,  Frederick  B.  (N) 
Moran,  James  P.  (N) 

Rapp,  Albert  G.  (A) 

Savage,  Philip  J.  (A) 

Wies,  Carl  H.  (A) 

Norwich 

Friedman,  Emerick  (A) 
Hersey,  Thomas  F.  (A) 
Kettle,  Ronald  IT  (A) 

Litchfield  County 

Cornwall 
Walker,  Robert  (A) 

Litchfield 
Downs,  Roger  S.  (N) 

Wray,  Edward  H.,  Jr.  (N) 

New  Milford 
Keating,  John  I.  (N) 

La  Taif,  C.  George  (A) 

North  Woodbury 
Markle,  Raymond  D.  (A) 

Torrington 

Kennedy,  W.  Clement  (A) 
Murcko,  William  J.  (A) 
Orlowski,  Andrew  W.  (A) 
Sutherland,  Francis  A.  (A) 

Watertown 
Meyers,  Royal  A.  (A) 

Winsted 

Cornelio,  Francis  J.  (A) 

Gallo,  Francis  (A) 

Levy,  Aaron  (A) 


(N)  Navy 


La  Pierre,  Arnaud  (N) 
Lukoski,  Walter  A.  (A) 
Moore,  Maurice  R.  (A) 
Pepe,  Anthony  J.  (A) 
Raymer,  John  G.  (N) 

Stonington 
Haliday,  Earle  G.  (A) 

Taetville 

Bergendahl,  Harold  A.  (A) 

Windham  County 

Danielson 

Garcin,  Cecil  R.  (N) 

Moosup 

Couture,  A.  Joseph  (A) 

North  Grosvenordale 
Roy,  Joseph  L.  (A) 

Putnam 

Bates,  David  H.  (N) 

La  Palme,  Joseph  A.  (N) 
Margolick,  Moses  (A) 

W ILLIMANTIC 

Ottenheimer,  Edward  J.  (A) 
Vernon,  Sidney  (A) 

Tolland  County 

Mansfield  Depot 
Leonard,  Robert  J.  (N) 

Rockville 

Burke,  Francis  H.  (A) 
Schneider,  William  (A) 


(PH)  Public  Health  Service 


This  list  was  compiled  on  the  basis  of  information  available  on  April  25,  1943.  Corrections  and  additions 
will  be  welcomed  by  the  Secretary’s  office. 
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INVESTIGATION  OF  DEATHS  IN  THE  INTEREST  OF  PUBLIC  SAFETY 

Alan  R.  Moritz,  m.d.,  Boston 


The  Author.  Professor  of  Legal  Medicine  Harvard 
Medical  School,  Lecturer  in  Legal  Medicine , Tufts 
Medical  School  and  Boston  University  School  of 
Medicine 


Tt  has  long  been  recognized  that  there  are  many 
-*•  places  in  the  United  States  where  murder  is  likely 
to  pass  unrecognized  for  lack  of  medical  evidence 
unless  either  its  perpetration  has  been  witnessed  or 
there  is  obvious  external  evidence  of  death  by  crim- 
inal violence.  Despite  the  fact  that  the  standards  of 
medical  practice  in  such  communities  are  often  high 
it  is  customary  to  certify  practically  all  sudden  or 
medically  obscure  deaths  occurring  outside  of  hos- 
pitals as  due  to  natural  causes  unless  there  is  definite 
anamnestic  or  clinical  evidence  to  the  contrary. 
Thus  an  externally  unwounded  child  that  has  been 
found  dead  or  that  died  without  medical  attention 
stands  an  excellent  chance  of  being  certified  as  a 
death  from  infection  or  status  thymicolymphaticus 
even  though  it  may  actually  have  died  of  poisoning, 
head  injury  or  strangulation.  Middle  aged  or  elderly 
adults  dead  of  obscure  causes  and  without  external 
marks  of  violence  are  likely  to  be  certified,  without 
autopsy,  as  deaths  from  heart  disease  or  cerebral 
hemorrhage  unless  there  is  definite  evidence  to  the 
contrary.  * 

Even  when  it  is  obvious  in  such  communities  that 
death  resulted  from  violence  scientific  evidence 
needed  to  distinguish  between  accident,  murder  or 
suicide  or  evidence  useful  to  the  police  in  the  apre- 
hension  of  the  murderer  is  usually  not  obtained  be- 
cause of  incomplete  or  incompetent  pathological  or 
toxicological  investigation.  Not  only  does  this  failure 
to  provide  an  effective  mechanism  for  investigating 
deaths  predispose  to  unrecognized  and  unpunished 
crime  but  it  also  predisposes  to  the  accusation  of 
innocent  persons  for  crimes  that  were  never  com- 
mitted on  a basis  of  superficial  or  sequential  evi- 
dence. It  would  be  interesting  to  know  how  fre- 
quently unjust  claims  for  damages  are  granted  and 
just  claims  for  damages  are  denied  in  cases  of  civil 

From  the  Department  of  Legal  Medicine , Harvard  Medical 


litigation  relating  to  personal  injury  in  such  local- 
ities. 

1 he  doctors  in  such  places  quite  uniformly  know 
and  regret  that  the  situation  is  bad  but  call  attention 
to  the  fact  that  the  fault  lies  not  with  them  but  with 
the  manner  in  which  the  conduct  of  official  medical 
investigations  is  regulated  by  statutory  or  constitu- 
tional law.  They  can  usually  point  out  that  the  law 
makes  no  provision  by  which  deaths  from  obscure 
or  unnatural  causes  shall  be  routinely  the  subject  of 
competent  medical  investigation.  In  such  com- 
munities it  is  often  decreed  by  law  that  the  final 
responsibility  for  deciding  whether  or  not  a given 
death  shall  be  the  subject  of  an  autopsy  rests  with 
a lay  rather  than  with  a medically  qualified  official. 

Another  criticism  often  made  by  the  medical 
profession  of  these  localities  is  that  although  the 
pathological  and  toxicological  investigation  of  cases 
of  obscure  or  violent  death  is  obviously  a highly 
specialized  scientific  undertaking,  the  law  makes  no 
provision  for  maintaining  a properly  equipped  and 
staffed  central  laboratory  for  the  conduct  of  such 
examinations.  The  doctors  in  these  localities  realize 
that  the  situation  needs  correction  but,  as  a rule,  do 
little  or  nothing  about  it.  Their  attitude  is  best 
characterized  as  one  of  passive  dissatisfaction.  Since 
the  problem  concerns  the  administration  of  justice 
it  is  often  suggested  by  physicians  that  the  legal 
profession  should  assume  active  responsibility  for  its 
solution. 

For  a longer  time  than  anyone  can  remember  the 
prevailing  attitude  of  practicing  lawyers  has  been 
to  play  the  game  with  the  cards  at  hand.  If  the  laws 
which  define  the  manner  in  which  medical  science 
shall  participate  in  the  administration  of  justice  are 
defective,  the  lawyers  wonder  why  the  practitioners 
of  medicine  haven’t  done  anything  about  it.  More 
lawyers  engaged  in  the  practice  of  criminal  law  are 
concerned  with  the  interest  of  the  defendant  than 
with  those  of  the  prosecution  and  since  inadequate 
and  inexpert  medical  evidence  ordinarily  handicaps 
the  prosecution  more  than  it  does  the  defendant,  the 
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voice  of  the  legal  profession  in  favor  of  medicolegal 
reform  is  neither  loud  nor  insistent.  Thus,  the  prob- 
lem is  passed  back  to  the  doctors  and  nothing  is 
done. 

So  far  as  the  public  at  large  is  concerned  it  is 
obvious  that  the  average  citizen  knows  little  or 
nothing  about  the  problem  of  investigating  deaths 
in  the  interests  of  public  welfare.  His  attitude  is  that 
if  neither  the  doctors  nor  the  lawyers  are  sufficiently 
disturbed  by  the  manner  in  which  their  public  serv- 
ice is  discharged  to  complain  about  it,  why  should 
he  worry?  So  far  as  he  knows,  things  are  going  well 
enough  under  the  present  laws  and  it  is  certain  that 
no  proposal  for  change  will  be  regarded  with  favor 
if  it  means  an  increase  in  the  expenditure  of  public 
funds. 

What  is  the  situation  in  Connecticut  in  relation 
to  the  manner  in  which  deaths  are  investigated  in 
the  interests  of  public  welfare?  Can  the  medical 
examiners  of  Connecticut  view  their  participation 
in  the  administration  of  justice  with  satisfaction,  or 
are  the  existing  laws  incompatible  with  the  rendi- 
tion of  truly  effective  medical  examiner  service?  If 
the  latter  condition  prevails  the  final  responsibility 
for  securing  remedial  legislation  rests  largely  with 
the  medical  profession. 

It  is  probably  not  generally  appreciated  that  there 
occur  in  Connecticut  in  the  vicinity  of  3,000  deaths 
each  year  that  require  expert  medical  investigation 
in  the  interests  of  justice  and  public  welfare.  Let  us 
see  why  this  is  so.  Approximately  1,200  of  Connecti- 
cut’s annual  total  of  16,000  deaths  result  from  un- 
natural causes.  Most  of  these  represent  accidents  of 
one  kind  or  another.  Some  are  suicides  and  some  are 
homicides.  The  importance  of  investigating  all 
deaths  bv  violence  in  order  to  obtain  the  true  facts 
concerning  the  cause  and  circumstances  of  their 
occurrence  is  obvious.  It  is  largely  upon  the  results 
of  such  medical  investigations  that  the  determination 
of  criminal  responsibility  or  civil  liability  rests. 

I11  addition  to  the  1,200  deaths  which  are  known 
or  suspected  of  having  resulted  from  mechanical  or 
chemical  violence  there  are  in  excess  of  1,500  cases 
a year  in  Connecticut  in  which  death  occurs  so  un- 
expected!v or  from  causes  so  obscure  that  routine 
medical  investigation  is  essential  to  the  preservation 
of  public  safety.  As  a result  of  investigation  many  of 
them  will  be  found  to  be  deaths  from  natural  causes. 
Some  of  those,  however,  that  are  investigated  only 
because  death  was  sudden  or  unexpected  will  be 
found  to  have  resulted  from  unsuspected  mechanical 
or  chemical  injury,  the  recognition  of  which  may 


be  essential  either  to  the  administration  of  criminal 
or  civil  justice,  or  to  the  elimination  of  hazards  to 
public  health. 

It  is  my  impression  that  the  laws  of  Connecticut 
fail  to  provide  for  the  existence  of  a competent 
mechanism  for  investigating  deaths  in  the  interests 
of  public  welfare.  Certainly  the  provision  in  Section 
242  of  Chapter  14  that,  “The  coroner  of  each  county 
shall,  in  writing,  under  his  hand,  appoint  for  each 
town  in  the  county  an  able  and  discreet  person, 
learned  in  medical  science  and  a resident  and  tax- 
payer of  such  town,  to  be  medical  examiner,  . . .” 
fails  to  provide  a satisfactory  method  for  selecting 
medical  examiners  on  a basis  of  their  professional 
competence.  Although  this  is  not  to  imply  that  the 
medical  examiners  of  Connecticut  are  incompetent 
it  is  apparent  that  the  statute  which  defines  the 
method  of  their  selection  would  be  greatly  improved 
if  it  stipulated  that  they  be  appointed  under  some 
form  of  the  merit  system.  In  New  York  City  the 
appointment  of  medical  examiners  rests  with  the 
civil  service  commission  and  in  Maryland  they  are 
appointed  by  a non  political,  self-perpetuating  state 
commission  of  medical  and  legal  experts. 

Another  defect  in  the  Connecticut  law  lies  in  the 
fact  that  the  decision,  as  to  whether  or  not  an  exam- 
ination or  autopsy  shall  be  made  on  the  body  of  a 
person  dead  of  obscure  or  unnatural  causes,  rests 
with  a non  medical  official,  rather  than  with  the 
medical  examiner.  According  to  Section  246  of 
Chapter  14,  “After  a view  and  inquiry  held  by  the 
coroner,  if  he  shall  have  reason  to  suspect  that  the 
death  was  caused  by  the  criminal  act,  omission  or 
carelessness  of  another  or  others,  he  may  cause  an 
examination  or  autopsy  to  be  made  of  the  body  bv 
the  medical  examiner  . . .”  Thus  it  is  left  to  the 

coroner  rather  than  to  the  medical  examiner  to 
determine  whether  or  not  an  autopsy  shall  be  per- 
formed and,  if  one  is  performed,  the  kind  of  and 
extent  to  which  pathological  and  toxicological 
studies  shall  be  made.  Tf  a death  has  resulted  from 
obscure  causes  or  under  suspicious  circumstances  the 
problem  of  determining  the  extent  to  and  the  man- 
ner in  which  the  medical  examination  should  be 
conducted  is  medical  and  not  legal.  Tf  the  medical 
examiner  is  professionally  competent,  it  should  be 
his  responsibility  to  determine  when,  how,  and  to 
what  extent  any  given  death  should  be  investigated 
in  the  interests  of  public  welfare.  If  he  cannot  be 
trusted  with  such  responsibility  he  should  not  be 
medical  examiner. 

It  is  stated  in  Section  262  of  Chapter  14  that,  “If, 
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in  any  case,  it  shall  appear  to  the  coroner  to  be 
necessary  to  have  a chemical  or  microscopic  analysis 
or  other  scientific  investigation  for  the  purpose  of 
ascertaining  the  cause  of  the  death  of  the  person  on 
whose  body  he  is  holding  an  inquest,  he  shall  so 
report  to  the  state’s  attorney  of  his  county,  who  may 
order  such  analysis  or  investigation  to  be  made  . . 
This  provision  would  better  serve  the  purpose  of  its 
enactment  if  ( i ) it  were  changed  to  read,  “If,  in  any 
case,  it  shall  appear  to  the  medical  examiner  or  the 
coroner  to  be  necessary  to  have  a chemical  or  micro- 
scopic analysis  or  other  scientific  investigation  for 
the  purpose  of  ascertaining  the  cause  of  the  death 
of  the  person  he  may  order  such  analysis  or  investi- 
gation to  be  made  . . and  (2)  if  a law  were 

enacted  to  provide  for  the  existence  of  a properly 
staffed  and  equipped  laboratory  in  which  such  in- 
vestigations could  be  conducted.  There  should  be 
maintained  as  a division  of  the  attorney  general’s 
office  (or  in  some  other  suitable  state  department)  a 
laboratory  having  adequate  professional  and  techni- 
cal personnel  and  adequate  physical  facilities  for  the 
conduct  of  such  pathological  and  toxicological 
examination  as  may  be  required  incident  to  the  in- 
vestigation of  deaths.  The  facilities  of  the  laboratory 
and  the  services  of  its  staff  should  be  available  to 
medical  examiners  and  the  cost  of  its  maintenance 
should  be  prorated  to  the  various  counties  according 
to  their  population  rather  than  on  a fee  per  case 
basis. 

Finally  the  laws  of  Connecticut  fail  to  recognize 
the  fact  that  the  acquisition  of  reliable  and  com- 
petent evidence  incident  to  the  performance  of  an 
autopsy  is  a procedure  requiring  highly  specialized 
medical  knowledge  and  skill.  Wherever  doctors  are 
responsible  for  the  establishment  and  maintenance 
of  organized  medical  facilities  for  the  care  of  the 
sick,  provision  is  almost  invariably  made  whereby 
a physician  skilled  in  the  science  of  pathology  is 
made  responsible  for  the  performance  of  autopsies. 
Without  in  any  way  detracting  from  the  importance 
of  such  autopsies  it  is  a fact  that  only  when  an 
autopsy  is  medicolegal  is  it  likely  to  have  an  imme- 
diate and  direct  effect  on  the  life,  liberty  or  property 
of  some  person.  On  the  outcome  of  a medical  exam- 
iner’s autopsy  may  depend  the  life  or  death,  or  the 
liberty  or  imprisonment  of  an  accused  person.  On 
the  outcome  of  such  an  autopsy  may  depend  the 
indemnification  of  a widow  or  the  liability  of  an 
employer  or  an  insurer, 
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It  is  indeed  remarkable  that  with  such  issues  at 
stake  medicolegal  autopsies  are  almost  invariably 
entrusted  to  someone  who  is  relatively  incompetent 
for  their  conduct.  Connecticut  would  do  well  to 
follow  the  precedent  already  established  in  certain 
other  states  wherein  the  law  stipulates  that  medico- 
legal autopsies  shall  be  performed  only  by  qualified 
pathologists.  This  should  not  be  construed  as  a 
recommendation  that  all  medical  examiners  be  path- 
ologists. The  preliminary  investigation  of  medico- 
legal deaths  in  many  parts  of  the  state  should  un- 
doubtedly be  the  responsibility  of  locally  resident 
practitioners  of  medicine.  When,  however,  the  posi- 
tion  of  medical  examiner  is  occupied  by  a physician  j 
who  is  not  a qualified  pathologist  it  should  be  re- 
quired by  law  that  the  services  of  a pathologist  be  j 
obtained  for  the  performance  of  official  autopsies,  i 

Conclusion 

The  investigation  in  Connecticut  of  deaths  due  to 
violent  or  obscure  causes  in  the  interests  of  public- 
safety  would  undoubtedly  be  rendered  more  effec- 
tive if  certain  modifications  were  made  in  the  exist- 
ing laws.  Among  the  various  improvements  that 
might  be  made  the  following  appear  to  be  especially 
desirable: 

1.  Medical  examiners  should  be  selected  under 
some  form  of  the  merit  system  whereby  there  would 
be  greater  assurance  that  professionally  competent 
persons  would  be  appointed  and  retained  in  office 
than  is  the  case  under  the  present  law. 

2.  Medical  examiners  should  be  authorized  to  per- 
form or  to  order  the  performance  of  autopsies  on 
the  bodies  of  persons  dead  of  obscure  or  violent 
causes  when  in  their  opinion  it  is  necessary  to  do  so 
in  order  to  determine  the  true  cause  or  circum- 
stances of  death. 

3.  Provision  should  be  made  for  the  establishment 
of  a central  state  laboratory  for  the  conduct  of  such 
pathological  and  toxicological  procedures  as  may  be 
required  by  medical  examiners  in  the  performance 
of  their  official  duties. 

4.  It  should  be  stipulated  that  official  medicolegal 
autopsies  shall  be  performed  by  qualified  patholo- 
gists and  provision  should  be  made  whereby  medical 
examiners  not  so  qualified  will  be  able  to  secure 
suitable  expert  assistance  in  the  discharge  of  their 
official  duties. 
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etwf.en  general  medicine  and  the  specialties  is 
a borderland  in  which  either  the  internist  or 
the  specialist  may,  with  justice,  stake  his  claims. 
In  this  ill-defined  zone  errors  of  omission  are  prone 
to  occur  to  the  detriment  of  the  patient.  A most 
important  part  of  this  region  lies  between  medicine 
and  obstetrics.  Long  ago  the  obstetrician  pre-empted 
the  major  part.  In  the  past,  however,  both  fields 
were  covered  by  the  same  individual.  In  the  present 
age  of  specialization  the  obstetrician  of  necessity 
and  by  practice  has  the  viewpoint  and  training  of 
the  surgeon  and  hardly  can  be  expected  to  concern 
himself  deeply  with  problems  of  general  medicine. 
Especially  is  this  true  because  the  medical  questions 
that  arise  in  connection  with  pregnancy  are  among 
the  most  subtle,  profound  and  troublesome  with 
which  the  internist  must  cope. 

Pregnancy  is  a physiological  function  and  should 
be  attended  by  no  disturbance  of  health.  As  the 
supreme  test  of  woman,  however,  it  serves  to  dis- 
close latent  weakness  and  to  bring  into  the  open 
structures  and  functions  in  which  the  factor  of 
safety  is  inadequate.  Viewed  thus,  the  medical  as- 
pect of  pregnancy  is  of  importance  in  preventive 
medicine. 


Pregnancy  may  improve  the  health  of  the  normal 
woman;  often  it  seems  the  crowning  factor  in 
maturity  but  on  the  other  hand,  if  there  are  any 
latent  pathologic  trends  these  may  become  manifest 
as  a by-effect  of  this  function. 

One  of  the  most  rewarding  aspects  of  preventive 
medicine  is  modern  antenatal  care.  This  has  abol- 
ished or  reduced  the  incidence  of  more  than  one  of 
the  serious  complications  of  the  pregnant  state. 
Part  of  this  antenatal  care  should  be  the  duty  of 
the  internist.  A thorough  physical  examination 


early  in  pregnancy  is  essential.  While  a thorough 
physical  examination  means  just  that,  special  atten- 
tion should  be  paid  to  signs  of  infection,  focal  or 
general.  T he  ears,  sinuses,  teeth  and  gums,  tonsils, 
lungs,  gall  bladder,  appendix,  the  adnexa,  and  the 
urinary  tract  should  have  particular  attention. 
Nutrition  is  of  vital  importance.  Adequate  intake  of 
food  with  special  reference  to  vitamins  and  salt 
should  be  inforced.  Obesity  is  a threat  to  maternal 
safetv  and  should  be  combatted  early.  Anomalies  in 
the  endocrine  field,  the  thyroid  in  particular, 
should  have  attention.  Those  involving  the  pitui- 
tary gland,  of  which  Simmonds’  disease  is  an  exam- 
ple, are  intimately  associated  with  pregnancy. 

The  cardiovascular-renal  systems  are  of  para- 
mount importance  and  the  heredity  of  the  patient 
mav  be  a factor.  Tests  to  determine  tendencies  to 
hypertension  are  essential.  T he  discovery  of  pyelo- 
nephritis by  history  or  laboratory  survey  may  be 
a vital  matter.  Since  many  of  these  depend  upon 
an  underlying  anomaly  in  the  urinary  tract,  the 
discovery  and  the  correction  when  possible  be- 
comes a responsibility  not  to  be  shunned.  Nor 
should  we  ignore  the  mental  aspects  of  pregnancy. 
Influences  tending  to  promote  lack  of  harmony  in 
the  patient’s  environment  should  be  abolished  when- 
ever possible,  or  instruction  given  in  the  technique 
of  adjustment.  Without  exaggeration,  one  may  ex- 
pect a reduction  by  half  in  the  serious  disturbances 
or  pregnancy  by  careful  and  repeated  attention  to 
defects  in  structure  or  of  function  disclosed  by  such 
antenatal  study. 

The  antenatal  clinic,  therefore,  is  indispensable 
in  a modern  obstetric  hospital.  A number  of  hos- 
pital beds  should  be  set  aside  for  the  observation 
and  care  of  patients  with  threatening  medical  com- 
plications during  pregnancy.  Here,  as  in  the  ante- 
natal clinic,  the  internist  should  have  a place  in 
collaboration  with  the  obstetrician.  During  labor, 
especially  in  cardiac  cases,  he  should  be  within 
call  to  advise  about  treatment.  An  adjunct  of  great 
value  is  the  follow-up  clinic.  Only  in  hospitals 
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equipped  to  study  the  after  effects  of  pregnancy 
complicated  by  toxemia,  cardiac  failure,  pyelitis 
or  other  serious  deficiencies  can  adequate  care  of 
the  patient  be  given  and  contributions  to  knowl- 
edge be  made.  It  will  be  found  that  the  major  part 
of  this  work  is  in  the  province  of  general  medicine. 
One  may  group  the  diseases  which  in  pregnancy 
most  concern  the  internist  as  the  infections,  the 
anemias,  the  metabolic  defects,  heart  disease,  the 
nephropathies,  the  toxemias  and  the  disorders  of 
the  mind. 

THE  INFECTIONS 

Infections  of  the  respiratory  tract,  especially 
lobar  and  influenzal  pneumonia,  always  have  been 
a major  obstetric  terror.  In  states  of  anoxemia,  the 
uterus  becomes  irritable  and  is  prone  to  evacuate 
its  contents.  In  pregnancy  the  double  burden  of 
pneumonitis  and  premature  labor  results  in  collapse 
and  a very  high  mortality  rate.  The  prevention  of 
anoxemia  by  the  early  and  free  use  of  oxygen  is, 
therefore,  of  high  value  in  this  critical  juncture. 
Perhaps  in  no  other  emergency  is  the  effect  of  the 
sulfonamides  so  happy.  By  their  use  the  prognosis 
and  the  treatment  of  the  pneumonitis  of  pregnancy 
have  been  transformed.  The  specific  serums  seem 
well  on  the  way  to  the  discard  as  a result  of  the 
satisfactory  effect  of  chemotherapy.  Where  serums 
seem  indicated,  however,  they  need  not  be  shunned 
at  any  stage  of  gestation. 

Tuberculosis  in  pregnancy  is  largely  an  individual 
problem,  yet  one  may  make  a few  valid  general 
rules.  In  pregnancy  active  tuberculosis  is  incom- 
patible with  security  to  the  mother.  If  the  disease 
is  not  active  a period  of  at  least  two  years  of 
inactivity  is  desirable  before  pregnancy  is  under- 
taken. If  pregnancy  has  become  established  in  a 
patient  with  active  disease  the  traditional  rule  may 
be  followed  that  termination  before  the  fourth 
month  is  obligatory.  After  that  period  interference 
is  more  of  a danger  to  the  mother  than  allowing 
nature  to  take  its  course.  Decision  must  be  gov- 
erned by  conditions.  Those  of  importance  are  the 
economic  status  of  the  patient,  the  psychological 
state,  the  nutrition,  the  extent  and  kind  of  lesion 
and  the  response  to  treatment.  Most  essential  is  the 
after  care  of  the  mother  and  child. 

The  importance  to  both  parent  and  offspring  of 
the  early  discovery  and  adequate  treatment  of 
syphilis  is  so  apparent  that  it  needs  no  discussion. 


METABOLIC  DISORDERS  1 

Those  most  frequent  in  pregnancy  concern  the 
thyroid  gland  and  the  pancreas.  Since  the  myxede-j; 
matous  woman  is  sterile,  hypothyroid  states  arei1 
rarely  a factor  in  gestation.  An  exception  to  this  1 
rule  is  the  infrequent  development  of  such  a con- 
dition secondary  to  a toxic  adenoma  or  simple  goitre 
during  pregnancy.  This  brings  a menace  of  fetal 
myxedema,  of  cretin  sm,  or  abortion,  or  premature 
labor.  Because  of  the  happy  effect  of  thyroid 
medication,  the  prompt  recognition  of  such  a state 
is  important.  Passing  mention  might  be  made  of 
the  frequently  overlooked  factor  of  mild  hypothy- 
roidism in  sterility. 

Since  toxic  adenoma  is  less  likely  to  affect  the 
woman  of  childbearing  age,  the  common  type  of 
thyroid  overactivity  is  the  diffuse,  hyperplastic  or 
Graves’  disease.  Women  thus  afflicted  are  likely 
to  be  fecund.  Once  pregnancy  is  established  special 
risks  threaten.  To  the  metabolic  fluidity  of  preg- 
nancy is  added  that  of  hyperthyroidism.  The  re- 
sult may  be  disastrous.  A thyroid  storm  may  de- 
velop with  great  rapidity  and  this  seems  particularly 
true  of  the  first  trimester.  Often  when  this  period 
is  safely  passed,  conditions  improve  strikingly  and 
pregnancy  proceeds  without  event.  In  general  a 
conservative  course  is  best.  In  the  midst  of  a serious 
acute  hyperthydroidism  during  the  first  trimester 
surgical  interference  is  an  added  trauma  not  likely 
to  be  well  borne.  Usually  it  is  wiser  to  resort  to 
rest,  isolation,  sedatives,  iodine  and  perhaps  the  use 
of  x-ray.  If  symptoms  are  controlled,  but  continue 
to  such  a degree  as  to  indicate  a profound  disturb- 
ance, surgery  may  be  undertaken  with  confidence 
that  the  risk  here  is  little  greater  than  in  the  non- 
pregnant. If  possible,  however,  operation  should 
be  deferred  until  after  delivery. 

A practical  word  of  warning  from  experience 
is  in  order.  One  should  be  very  sure  of  the  diagnosis 
of  hyperthyroidism  in  or  at  onset  of  pregnancy 
before  considering  radical  treatment.  Not  infre- 
quently during  the  early  phases  of  marriage,  a 
young  woman  shows  tachycardia,  palpitation,  loss 
of  weight,  tremor,  enlargement  of  the  thyroid,  and 
moderate  elevation  of  the  basal  metabolic  rate.  This 
picture  may  indicate  but  transitory  emotional  mal- 
adjustment which  will  vanish  in  time.  Here  partial 
thyroidectomy  is  a grave  error  and  one  likely  to 
be  followed  by  lasting  endocrine  imbalance. 
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; DIABETES 

Severe  diabetes  affects  the  reproductive  function 
adversely.  Retarded  development,  menstrual  dis- 
turbances and  sterility  may  result.  Since  these  dif- 
ficulties may  be  overcome  largely  by  the  use  of 
insulin,  the  result  is  that  pregnancy  in  serious  dia- 
betes is  more  common  than  before  and  presents  a 
problem  of  real  moment. 

The  diagnosis  of  diabetes  in  pregnancy  is  not 
always  a simple  matter.  There  is  an  increased  meta- 
bolic rate  averaging  14%,  a lessened  alkali  reserve, 
a lowered  blood  carbon  dioxide  combining  power, 
a tendency  to  depletion  of  the  glycogen  store,  a 
lowered  renal  threshold  for  glucose;  often,  even 
in  the  non-diabetic,  a blood  sugar  curve  after  an 
intake  of  100  grams  of  glucose  resembling  that  of 
diabetes.  The  presence  of  lactosuria  may  add  to  the 
confusion.  In  some  cases  only  repeated  study  can 
establish  or  exclude  diabetes. 

In  the  later  months  of  pregnancy  the  fetus  re- 
quires about  50  grams  of  additional  carbohydrate 
per  day.  A confusing  factor  is  the  probability  that 
the  fetal  pancreas  may  supplement  maternal  defici- 
encies. This  may  well  account  for  sudden  shifts 
in  metabolic  equilibrium  especially  during  and  after 
labor. 

While  control  of  diabetes  in  the  mother  has  be- 
come relatively  simple  since  the  use  of  insulin,  there 
has  been,  strangely  enough,  little  change  in  fetal 
and  infant  mortality.  Hyperglycemia  and  ketosis 
unquestionably  promote  fetal  death.  Maternal 
hypoglycemia  seems  to  be  without  menace  to  the 
fetus.  Of  importance  is  the  greatly  increased  inci- 
dence of  toxemia  associated  with  hypertension  in 
the  pregnant  diabetic.  At  all  ages  and  quite  apart 
from  pregnancy,  diabetes  and  vascular  damage  co- 
exist. That  the  pregnant  diabetic  so  often  gives  a 
family  or  personal  history  of  vascular  disease  with 
hypertension  and  so  often  reveals  such  disease  dur- 
ing pregnancy  is  quite  another  link  in  the  growing 
chain  of  argument  for  the  vascular  nature  of  many 
of  the  late  toxemias  of  pregnancy.  Many  writers 
mention  the  increased  size  of  the  fetus  in  diabetes, 
assigning  this  to  maternal  hyperglycemia  and  con- 
sequent overnutrition  or,  less  logically,  to  anomalies 
in  the  pituitary  or  other  endocrines.  In  addition, 
monsters,  meningocele,  mongolism,  congenital 
heart  lesions  and  other  deformities  are  said  to  be 
more  common  in  diabetes.  This  has  not  been  our 
experience  despite  the  fact  that  among  the  diabetics 
in  the  Sloane  Hospital  the  percentage  of  stillbirths 


from  all  causes  was  28.0%  while  the  contrasting 
percentage  in  all  deliveries  was  4.2%.  Of  86  preg- 
nancies in  diabetics,  49  or  57.0%  resulted  in  abor- 
tion, stillbirth  or  neonatal  death. 

Treatment  presents  many  problems.  In  the  first 
trimester  vomiting  may  add  to  the  danger  of  aci- 
dosis, a complication  often  developing  rapidly. 
Abortion  is  common  and  may  precede  coma.  In 
this  phase  of  pregnancy  200  grams  of  carbohydrate 
should  be  given  daily  with  enough  insulin  to  cause 
its  proper  assimilation  judged  by  measurement  of 
sugar  in  blood  and  urine  and  by  the  carbon  dioxide 
combining  power  of  the  blood.  If  the  patient  is 
overweight  this  should  be  controlled.  Even  the  thin 
patient  should  not  be  allowed  a large  gain. 

In  the  second  trimester  the  established  ratio  of 
diet  and  insulin  seldom  needs  to  be  disturbed.  One 
should  be  on  guard  against  the  occasional  shifts  in 
tolerance  by  sufficiently  frequent  oversight.  In  the 
third  trimester  changes  in  tolerance  for  carbohy- 
drate are  likely  to  be  marked.  These  may  vary  in 
either  direction.  In  the  event  of  lowered  tolerance, 
fetal  death  may  take  place  within  a very  few  days. 

During  labor,  largely  because  of  increased  mus- 
cular effort,  the  tolerance  for  carbohydrate  becomes 
greater.  This  reduces  the  insulin  requirement.  Or- 
dinarily, the  dose  of  insulin  should  be  halved  at 
the  onset  of  labor,  additional  amounts  being  deter- 
mined by  study  of  the  blood  and  urine.  Labor 
brings  hazards.  Anaesthesia,  especially  chloroform 
or  ether,  tends  to  promote  coma.  Added  to  this  is 
the  reduction  of  the  store  of  glycogen  and  alkali. 
There  is  also  greater  liability  to  infection.  In  our 
series  there  was  a puerperal  morbidity  of  41%. 

As  to  the  methods  of  delivery,  I am  opposed  to 
the  advice  given  in  some  authoritative  quarters 
that  severe  diabetics  should  have  delivery  by  Cae- 
sarian section.  In  my  opinion  this  should  be  under- 
taken only  when  there  is  an  obstetric  indication. 
In  general  natural  delivery  under  proper  obstetric 
and  medical  supervision  is  safer.  In  closing  these 
cursory  remarks,  I would  emphasize  the  importance 
of  regarding  the  frequency  of  medical  complica- 
tions of  diabetes  in  pregnancy,  especially  such  as 
implicate  the  vascular  system  and  the  infections. 

HEART  DISEASE 

The  problem  in  all  heart  disease  in  association 
with  pregnancy  centers  in  the  integrity  of  the 
myocardium;  in  other  words,  in  the  factor  of 
safety.  One  should  keep  in  mind  the  fundamental 
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fact  that  pregnancy  is  but  an  increased  physiological 
burden,  not  a disease.  It  therefore  carries  with  it 
no  threat  of  initiating  or  of  increasing  any  inflam- 
matory or  degenerative  process  in  the  cardiac  struc- 
tures. 

During  the  childbearing  period  rheumatic  heart 
disease  is  the  preponderant  variety  of  lesion.  Syphi- 
litic and  congenital  lesions  are  occasional.  Patients 
with  history  of  rheumatic  infection  in  earlier  life 
should  have  special  care  during  pregnancy.  An 
expert  survey  of  the  cardiac  status  should  he  made 
early.  The  character  of  the  lesion,  the  size  of  the 
heart,  its  response  to  effort  are  among  the  facts 
to  be  recorded.  Because  of  the  possibility  of  bac- 
terial implantation  as  well  as  recurrence  of  rheu- 
matic fever,  all  foci  of  infection  should  be  elimin- 
ated in  so  far  as  may  be  feasible.  The  cardiac- 
patient  must  be  observed  frequently  with  a view 
to  the  detection  of  the  signs  of  circulatory  insuffi- 
ciency. With  the  appearance  of  dyspnoea,  edema, 
cyanosis  or  of  any  acute  infection,  bed  rest  is  en- 
forced. In  pregnancy  cardiac  insufficiency  responds 
to  the  usual  measures  of  rest,  sedatives,  digitalis, 
diuretics,  fluid  and  salt  restriction  quite  as  well  as 
the  non-pregnant.  With  restoration  of  compensa- 
tion, the  patient  may  be  allowed  activity  well 
within  the  limits  of  her  cardiac  capacity.  A prac- 
tical rule  is  that  any  effort  not  causing  undue 
dyspnoea,  fatigue  or  cardio-respiratory  discomfort, 
is  not  harmful.  Many  cardiac  cases  require  several 
periods  of  hospitalization  during  pregnancy. 
Toward  term  a longer  stay  in  the  hospital  with 
preliminary  digitalization  and  dehydration  may  be 
desirable.  By  such  antenatal  care  the  average  case 
of  heart  disease  can  be  carried  to  term  in  compara- 
tive safety.  The  problem  case  is  she  who  presents 
herself  well  advanced  in  both  pregnancy  and  cir- 
culatory failure.  Even  in  such  instance,  medical 
treatment  should  be  tried.  If  compensation  cannot 
be  restored,  the  dilemma  is  serious.  Certain  is  it 
that  the  disease  of  the  heart  is  too  grave  to  promise 
long  life.  One  should  not  be  tempted  into  the  belief 
that  pregnancy  is  the  factor  primarily  at  fault  and 
to  injudicious  action  based  upon  a mistaken  judg- 
ment. In  general  it  is  best  to  carrv  such  a patient 
along  by  medical  means  including  the  free  use  of 
oxygen  than  to  promote  delivery  by  surgical  inter- 
ference. 

As  in  tuberculosis,  after  the  first  trimester  to  let 
nature  alone  seems  to  be  the  wiser  rule.  Several  safe- 
guards are  thrown  around  the  pregnant  heart  case. 
The  infants  are  usually  underweight.  They  are 


likely  to  be  born  before  term.  Edema,  if  present, 
seems  to  accelerate  rather  than  retard  labor.  When 
obstetric  conditions  are  satisfactory,  labor  tends  to 
be  short  and  easy.  A point  of  much  importance  is 
the  improvement  in  cardio-respiratory  capacity 
with  the  descent  of  the  fetus  toward  the  end  of  the 
last  trimester.  If  obstetric  obstacles  to  easy  delivery 
exist  one  should  postpone  Cesarian  section  or  other 
surgical  measures  until  this  more  favorable  period. 
It  is  generally  recognized  that  the  first  stage  of 
labor  is  not  a strain  upon  the  heart;  that  it  is  the 
second  stage  which  must  be  made  as  short  and  easy 
as  possible.  Usually  low  forceps  with  open  ether 
anaesthesia  are  adequate. 

I wo  questions  most  often  asked  of  the  physician 
are:  Can  a given  case  of  heart  disease  safely  under- 
take pregnancy?  and  What  will  be  the  end  result 
of  pregnancy  on  the  lesioned  heart?  While  each 
case  is  an  individual  problem,  certain  general  prin- 
ciples apply.  I he  size  of  the  heart,  the  functional 
response,  the  kind  of  lesion,  the  earlier  cardiac  his- 
tory, especially  episodes  of  decompensation;  fea- 
tures such  as  infection,  hypertension,  obesity,  etc., 
and  not  least,  the  economic  status  and  psychic  atti- 
tude. Each  of  these  points  must  be  weighed.  The 
larger  the  heart,  the  worse  the  outlook.  Mitral 
stenosis  with  its  dangers  of  embolization,  of  bac- 
terial implantation,  of  acute  pulmonary  infection 
or  infarction  gives  peculiar  risks.  A poor  response 
to  effort  is  one  of  the  foundation  stones  of  a bad 
prognosis.  Repeated  or  prolonged  episodes  of  de- 
compensation, if  not  associated  with  acute  infec- 
tions, make  one  wary  of  advocating  pregnancy. 
Although  a rare  case  of  established  fibrillation  goes 
through  pregnancy  and  labor  without  cardiac 
breakdown,  this  is  exceptional.  Many  women  with 
bad  hearts  escape  the  dangers  of  childbearing  but 
break  down  under  the  stress  of  child  rearing.  Here 
the  economic  status  is  of  importance.  Accessory 
factors  such  as  obesity,  hypertension,  etc.,  must 
be  judged  individually. 

In  answer  to  the  second  question  one  may  say  1 
in  general  that  the  cardiac  case  having  adequate 
antenatal  and  obstetric  care  and  kept  from  decom- 
pensation suffers  little  or  no  decline  in  cardiac  effi- 
ciency as  a result  of  pregnancy. 

Syphilitic  and  congenital  heart  lesions  demand 
much  the  same  kind  of  management  as  the  rheu- 
matic. The  myocardial  reserve  is  the  factor  of 
importance  in  weighing  the  capacity  of  a given 
case  to  go  safely  through  a pregnancy. 
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TOXEMIA 

Perhaps  no  other  important  disorder  has  aroused 
more  interest  or  debate  than  the  toxemias  of  preg- 
nancy- Looking  backward,  it  appears  that  the  clas- 
sification and  much  of  the  analysis  of  these  condi- 
tions have  been  in  the  realm  of  opinion  rather  than 
that  of  fact.  Much  of  the  earlier  discussion  seems 
divorced  from  pathology.  Even  the  recent  treatises 
deal  lightly  with  pathological  histology  and  physi- 
ology and  necropsies  receive  scant  mention.  As  a 
result  of  present  day  interest  of  the  medical  man, 
the  pathologist  and  the  physiologist,  a classification 
more  in  accord  with  fundamentals  has  had  general 
acceptance.  In  this  there  is  recognition  of  the  fact 
that  the  toxemias  of  pregnancy  are  not  altogether 
idiopathic  states,  but  that  many  of  their  phases 
suggest  underlying  disease.  This  is  a matter  of 
primary  importance  and  one  of  surpassing  interest 
to  the  internist.  Owing  to  the  limitations  of  knowl- 
edge of  the  physiology  involved  present  day  clas- 
sifications, however  they  may  mark  improvement, 
are  tentative  and  based  more  upon  clinical  observa- 
tion than  upon  definite  and  precise  knowledge  of 
the  fundamentals  involved. 

The  toxemias  are  divided  naturally  into  the  early 
and  late.  Considerable  medical  interest  centers  in 
the  pernicious  vomiting  which  in  the  sole  type  of 
early  toxemia.  There  is  nothing  the  internist  can 
add  to  etiology  since  this  remains  obscure.  The 
consequences  of  the  vomiting  of  pregnancy,  how- 
ever, are  most  important.  Subnutrition  and  avita- 
minosis seem  fundamental.  The  patient  may  starve 
herself  into  acidosis,  compensated  or  otherwise,  into 
coma  and  death.  Vitamin  deficiencies  give  rise  to 
hemorrhagic  phenomena  of  which  hermorrhagic 
encephalitis  is  perhaps  the  most  dramatic.  Interfer- 
ence with  both  the  extrinsic  and  intrinsic  factors  in 
hemopoiesis  may  lead  to  grave  types  of  anemia. 
Recognition  and  prompt  treatment  of  such  con- 
ditions is  in  the  field  of  medicine  and  in  parts  of 
that  field  in  which  therapeutic  success  has  been 
notable. 

In  this  connection  the  obstetrician  and  the  in- 
ternist should  be  alert  to  the  risks  of  transfusion 
in  the  pregnant  and  parturient  woman. 

An  important  recent  development  in  hematology 
centers  about  the  so-called  Rh  factor.  This  is  a 
substance  present  in  the  red  cells  of  the  Rhesus 
monkey  and  in  the  red  cells  of  about  85%  of 
humans.  It  has  the  characteristics  of  an  agglutinogen 
or  antigen.  In  1940  Landsteiner  and  Weiner1  found 


an  antibody  or  agglutinin  which  developed  in  the 
sera  of  rabbits  injected  with  blood  of  the  Macacus 
rhesus  monkey.  By  testing  this  serum  with  human 
blood  they  found  an  agglutinable  substance  in  the 
red  blood  cells  (Rh  factor).  This  is  not  present 
in  about  15%  of  the  population.  When  injected 
with  Rh  positive  blood  or  when  carrying  an  Rh 
positive  fetus  this  minority  group  develops  hemo- 
lyzing  agglutinins.  These  cause  hemolysis  of  trans- 
ferred Rh  positive  cells  giving  rise  to  severe  trans- 
fusion reactions.  There  is  plugging  of  the  renal 
tubules  by  crystals  of  acid  hematin  with  resulting 
anuria,  nitrogen  retention  and  uremia,  often  fatal. 
Jaundice  is  marked.  These  agglutinins  pass  to  the 
fetus  where  they  give  rise  to  erythroblastosis  in 
varying  forms.  Hydrops,  icterus  gravis,  congenital 
anemia,  hemorrhagic  disease  of  the  new  born  may 
find  their  origin  in  this  process.  The  possibility  of 
the  roentgenologic  diagnosis  of  hydrops  of  the 
fetus  is  to  be  kept  in  mind. 

The  practical  phase  of  the  matter  is  that  any 
woman  who  is  or  has  been  pregnant  or  has  had 
one  transfusion  should  be  tested  for  anti  Rh  ag- 
glutinin. Special  precautions  in  this  respect  should 
be  taken  in  the  case  of  repeated  transfusions  to  Rh 
negative  persons  or  of  a first  transfusion  to  a preg- 
nant woman  who  is  Rh  negative. 

TOXEMIAS — LATE 

An  important  group  of  the  so-called  toxemias 
is  that  associated  with  the  nephropathies.  In  sim- 
ple terms  this  is  pregnancy  modified  by  disease  of 
the  kidney.  It  seems  clear  that  so  long  as  the  factor 
of  safety  in  the  kidney  is  not  trespassed  upon,  renal 
disease  does  not  have  an  important  effect  upon  the 
pregnancy.  It  seems  to  be  the  opinion  of  competent 
authorities  that  the  slighter  grades  of  pyelitis,  for 
example,  do  not  tend  to  cause  toxemia.  In  studies 
at  the  Sloane  Hospital,  we  find  that  patients  with 
pyelitis  or  pyelonephritis  of  all  degrees  of  severity 
do  not  show  more  than  the  average  liability  to 
toxemia.  Besides  pyelonephritis,  congenital  disease 
such  as  polycystic  kidney,  nephrosis  or  glomerulo- 
nephritis must,  in  general,  be  of  considerable  extent 
seriously  to  interfere  with  pregnancy.  When  exten- 
sive, however,  the  afflicted  pregnant  patient  is  faced 
with  a situation  having  grave  possibilities.  Latent 
disease  may  be  brought  to  light  and  manifest  disease 
aggravated  especially  during  the  later  months  of 
gestation. 

Renal  failure  in  these  circumstances  differs  little 
from  that  in  the  non-pregnant.  Albuminuria,  edema, 
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oliguria,  hypertension,  casts  and  erythrocytes  in 
the  urine,  a secondary  anemia,  leading  in  the  more 
serious  cases  to  the  retention  of  nitrogen  and  ure- 
mia, occasionally  with  convulsions  or  to  an  albu- 
minuric retinitis  with  serious  impairment  of  vision. 
The  sequence  of  appearance  of  these  features  of 
nephritis  is  of  some  value  in  differentiation  from 
other  types  of  late  toxemia.  Albuminuria  usually  is 
a marked  and  an  initial  feature,  soon  to  be  followed 
by  edema.  Hypertension  is  not  obligatory  and  comes 
later  after  albuminuria  is  established. 

The  immediate  effect  of  this  disturbance  is  upon 
the  fetus  of  which  more  than  50%  die  and  are 
delivered  prematurely.  From  the  maternal  aspect, 
disturbance  of  vision,  excessive  albuminuria,  anuria, 
nitrogen  retention  or  convulsions  are  most  serious. 
Grave  also  is  the  certain  decline  in  renal  efficiency 
as  a result  of  the  pregnancy.  With  delivery  the 
evidence  of  nephritis  lessens  but  rarely  vanishes. 
Continued  albuminuria  with  or  without  hyperten- 
sion is  the  rule.  Future  pregnancies  are  to  be 
shunned  since  they  are  likely  to  result  in  further 
renal  damage  and  earlier  fetal  death.  Exceptions 
to  this  rule  may  be  found  in  rare  examples  of 
nephrosis  or  of  glomerulo-nephritis  or  pyelone- 
phritis with  partial  or  complete  recovery  with  pre- 
servation or  restoration  of  adequate  reserve. 

A further  word  should  be  said  of  acute  pyelitis 
and  pyelonephritis,  conditions  often  so  troublesome 
in  pregnancy.  When  marked  by  chills  and  fever, 
renal  tenderness  or  pain  and  pyuria,  one  may  be 
faced  by  a serious  problem.  If  symptoms  are  pro- 
longed, the  fever  high  and  especially  if  icterus  or 
nitrogen  retention  appears,  matters  are  urgent.  In 
such  a situation  abortion  may  be  necessary.  So  fre- 
quent is  the  presence  of  a congenital  anomaly  of 
the  urinary  tract  in  pyelonephritis  that  a complete 
urological  survey  is  essential.  Occasionally  a remed- 
iable condition  is  uncovered.  At  the  Sloane  Hospital 
we  have  found  that  cases  showing  persistent  pyuria 
after  delivery  are,  for  the  most  part,  those  having 
structural  peculiarities  such  as  horseshoe  kidney, 
bifid  ureter,  obstruction  of  the  ureter  by  anomalous 
vessels,  etc. 

Procedure  in  the  nephrophathies  during  preg- 
nancy should  be  the  result  of  weighing  all  factors 
in  the  individual  case.  If  serious  renal  disease  is 
manifest  during  the  first  trimester,  abortion  is  in- 
dicated. If  the  pregnancy  is  advanced,  one  must 
consider  the  life  and  future  health  of  the  mother 
and  the  life  of  the  fetus.  In  weighing  the  last,  one 


must  remember  always  that  fetal  death  takes  place 
in  about  half  of  all  cases  of  renal  disease.  In  view 
of  this,  therefore,  the  rights  of  the  child  take  a less 
important  place.  When  pyelitis  is  severe,  prolonged 
and  does  not  yield  to  the  sulfonamides  and  to  in- 
dicated surgical  maneuvers  and  especially  if  icterus 
and  anemia  arise  and  are  persistent,  continuation  of 
the  pregnancy  is  a grave  menace  to  the  mother  and 
likely  to  end  in  death  of  the  fetus. 

In  glomerulonephritis,  polycystic  kidney,  ne- 
phrosis and  similar  nephropathies,  usually  afebrile, 
the  indications  for  ending  the  pregnancy  are  found 
in  a combination  of  such  serious  symptoms  as  ure- 
mic  convulsions,  oliguria,  anuria,  anascarca,  advanced 
albuminuric  retinitis,  marked  hypertension,  or  threat- 
ened cardiac  failure.  Here  action  should  be  prompt  > 
since  the  child  is  almost  certain  to  die  in  utero  and 
prolongation  of  the  pregnancy  does  daily  damage 
to  the  maternal  kidney.  When  the  fetus  is  nearing 
viability  in  the  presence  of  serious  disease  of  the 
kidney,  the  problem  of  the  time  to  interfere  may  ’ 
call  for  the  most  discriminating  judgment  on  the 
part  of  both  internist  and  obstetrician.  Decision 
here  is  indeed  a complex  matter  in  which  the  im- 
minent danger  of  fetal  death  in  utero  must  be 
weighed  against  the  child’s  viability  if  delivered, 
while  the  problem  of  the  mother’s  life  and  of  her 
future  health  and  happiness  must  rest  heavily  upon 
the  conscientious  physician. 

TOXEMIA  MARKED  CHIEFLY  BA'  HYPERTENSION 

The  nephropathies  are  marked  by  characteristic 
changes  in  the  urine.  Hypertension  if  it  occurs  is 
secondary,  usually  late  and  rarely  extreme.  In  the 
remaining  types  of  late  toxemia  we  find,  in  con- 
trast, hypertension  as  the  presenting  symptom,  ob- 
ligatory and  dominant,  xvith  urinary  changes  sec- 
ondary and  relatively  late. 

To  the  medical  man  by  far  the  largest  section 
of  this  group  is  merely  hypertensive  cardiovascular 
disease  modified  by  pregnancy.  Although  marked 
by  hypertension,  the  smaller  section,  the  eclampsias 
and  pre-eclampsias  have  certain  special  features 
tending  to  separate  them  from  the  group  of  essen- 
tial hypertensives.  The  blood  pressure  in  the 
healthy  pregnant  woman  is  lower  than  normal. 
Systolic  pressures  above  130  mm.  and  diastolic 
pressures  above  go  mm.  suggest  caution;  above  140 
mm.  systolic  and  100  mm.  diastolic,  concern;  above 
160  mm.  systolic  or  no  mm.  diastolic,  alarm. 

Reducing  their  classification  to  the  simplest  terms 


\SPECTS  OF  OBSTETRICS  — HERRICK 


3*9 


: these  late  toxemias  marked  by  hypertension  may 
ie  listed  as  follows: 


I 


i . 


2. 


Eclampsia  and  pre-eclampsia. 

Hypertensive  cardiovascular  disease. 

(a)  mild.  (b)  severe.  (c)  malignant. 


Pre-eclampsia  and  eclampsia  undoubtedly  arc  one 
and  the  same,  differing  only  in  degree  of  severity 
and  consequently  in  prognosis.  The  pathologic  tis- 
sue changes,  when  present,  are  alike  in  each.  Prob- 
ably too  much  has  been  made  of  the  convulsion  as 
a means  of  establishing  a separate  disease  entity. 
After  all  there  is  nothing  distinctive  in  the  eclamp- 
tic convulsion  to  differentiate  it  from  that  of  epi- 
lepsy, nephritis,  vascular  disease  or  cortical  irrita- 
tion in  general.  Because  of  the  greatly  increased 
severity  of  cases  with  this  symptom,  it  is  conveni- 
ent clinically  to  give  them  separate  description. 


PRE-ECLAMPSIA 

This  is  a comparatively  mild  disturbance  appear- 
ing during  the  last  trimester,  sudden  in  onset, 
marked  by  a moderate  rise  in  blood  pressure,  bv 
albuminuria,  edema,  a gain  in  weight.  Additional 
symptoms  seen  in  more  serious  cases  may  be  an 
increased  activity  of  the  deep  reflexes,  headache, 
epigastric  pain  and  tenderness,  a hypoproteinenfia 
with  occasional  inversion  of  the  albumin-globulin 
ratio,  anemia,  sensitiveness  to  the  administration 
of  sodium  and  certain  retinal  changes.  The  last 
named  are  among  the  characteristic  features  of  both 
eclampsia  and  pre-eclampsia.  Coincident  with  the 
onset  of  hypertension  a spasm  of  the  retinal  arteries 
is  apparent  to  the  practiced  observer.  This  may  be 
intermittent  or  continuous,  generalized  or  localized. 
Its  degree  usually  parallels  that  of  the  blood  pres- 
sure. Next  appears  an  edema  of  the  general  retinal 
field.  This  gives  a hazy,  ground  glass  view  with 
obscuration  of  the  vessel  outlines  and  margins  of 
the  nerve  head.  At  times  this  edema  results  in  re- 
tinal separation.  This,  fortunately,  is  likely  to  be 
transitory.  A good  prognosis  of  the  resulting  dis- 
turbance of  vision  may  be  given.  Hemorrhages  are 
infrequent  as  are  large  patches  of  exudate.  The 
ophthalmoscope  is  of  major  value  in  estimating  the 
degree  of  vascular  injury,  the  likelihood  of  its  per- 
manence, and  in  judging  the  need  of  ending  the 
pregnancy  in  the  interests  of  both  the  mother  and 
child. 


In  both  pre-eclampsia  and  eclampsia  the  labora- 
tory gives  little  diagnostic  and  perhaps  less  thera- 
peutic aid.  A differentiating  point  is  in  the  negative. 


In  contrast  to  the  nephropathies  there  is  no  reten- 
tion of  nitrogen  in  the  circulating  blood.  The  uric 
acid  and  cholesterol  may  be  elevated.  In  pre-eclamp- 
sia the  blood  pressure  rarely  reaches  excessive 
figures.  The  maternal  prognosis  is  good.  Women 
seldom  die  in  this  non-convulsive  type  of  toxemia. 
There  is  no  great  liability  to  recurrence  in  future 
pregnancies;  however  in  these  a simple  hypertension 
may  occur.  T he  fetal  mortality  is  appreciable.  It 
varies  directly  as  the  duration  of  toxic  symptoms, 
the  height  of  the  blood  pressure  and  the  degree  of 
the  albuminuria  and  edema.  Statistics  vary  from  a 
5%  mortality  in  mild  cases  to  24%  in  the  serious 
cases. 

In  about  12%  of  our  cases  followed  up  for  several 
years  after  pre-eclampsia  were  blood  pressures 
above  normal  found.  This  is  not  a significant  figure 
as  it  exceeds  but  little  that  of  all  parous  women 
developing  hypertension. 

One  may  say  safely  that  except  in  its  graver 
forms,  this  acute  disturbance  of  late  pregnancy 
now  called  pre-eclampsia  is  the  mildest  and  most 
transitory  of  the  toxemias  without  serious  threat  to 
the  health  of  the  mother  either  in  further  pregnan- 
cies or  in  her  later  living.  It  is  my  belief,  however, 
that  the  woman  who  has  once  shown  such  symtoms 
during  a pregnancy  should  be  watched  carefully 
for  the  signs  of  vascular  disease  and  if  other  preg- 
nancies occur  special  care  should  be  given  with  a 
view  to  warding  off  possible  toxemia.  The  difficulty 
in  differentiating  pre-eclampsia  and  simple  hyper- 
tensive states  will  be  considered  in  a later  paragraph. 

HORMONES 

Although  this  paper  deals  with  the  clinical  phases 
of  the  subject,  the  clinician  must  be  informed  about 
the  trend  of  studies  promising  to  advance  knowl- 
edge of  the  toxemias.  Naturally,  the  influence  of 
the  steroid  sex  and  gonadotropic  hormones  on  ex- 
tragenital functions  have  been  given  special  study 
in  their  possible  relationship  to  the  problem  at  hand. 
The  hormones  investigated  chiefly  have  been  the 
chorionic  gonodotropic  substance,  prolan;  the 
estrogens,  and  pregnandiol.  A majority  of  those 
who  have  made  these  studies  report  an  elevation 
of  prolan  in  the  urine  and  serum  of  patients  with 
toxemia.  Smith  and  Smith2  consider  this  finding  in 
an  otherwise  normal  pregnant  woman  as  a sign  of 
impending  toxemia.  A few  dissenting  opinions  are 
on  record  and  the  fact  of  such  a relationship  be- 
tween elevated  prolan  and  toxemia  is  far  from 
established. 
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A more  consistent  finding  in  toxemia  seems  to  be 
a low  estrogenic  excretion  in  severe  cases.  The  same 
authors  have  fractionated  the  estrogens,  finding  an 
increased  proportion  of  estrogenic  activity  assign- 
able to  estradiol,  a decreased  amount  of  estriol  and 
a low  or  absent  estrone.  There  is  also  evidence  that 
pregnandiol,  the  excretion  product  of  progesterone, 
is  diminished  in  the  urine  of  toxemic  patients. 

Interesting  as  these  findings  are,  it  is  still  a ques- 
tion whether  these  abnormalities  are  a cause  or  a 
consequence  of  the  disturbance  we  call  toxemia. 
With  our  present  limited  knowledge  of  the  physi- 
ology involved,  we  are  far  from  an  answer.  An 
argument  against  these  hormonal  variations  having 
a causal  role  is  the  lack  of  a specific  effect  of  estro- 
gens or  of  progesterone  in  any  dose  yet  given  in 
the  control  or  alleviation  of  the  symptoms  of  pre- 
eclampsia. 

If  the  causative  role  of  the  hormones  in  toxemia 
is  not  established,  there  is  argument  favoring  their 
modifying  or  accessory  effect  in  this  disturbance. 
During  the  ten  days  preceeding  and  the  same  period 
of  time  following  delivery,  there  is  a striking  change 
in  the  concentrations  of  placental  hormones,  from 
the  high  values  of  pregnancy  to  the  low  figures  of 
the  puerperium.  Any  striking  changes  in  the  physi- 
ologic processes  at  this  time  may  be  assigned  with 
reason  to  possible  hormonal  cause.  Taylor3  has 
studied  the  salt  and  water  balance  during  this  per- 
iod. He  calls  attention  to  the  edema  of  normal  preg- 
nant women  as  clinical  evidence  of  water  and 
sodium  retention.  Similar  retention  in  laboratory 
animals  can  be  produced  by  giving  estrogen  and 
progesterone.  The  menstrual  edema  of  women  has 
been  attributed  to  these  hormones.  Taylor  found 
the  “Puerperal  loss  of  sodium  apparently  prevented 
or  reduced  by  the  artificial  administration  of  estro- 
gens or  progesterone  during  these  days  when  the 
patients’  own  hormones  are  disappearing.”  He 
found  it  impossible  to  prevent  the  much  greater 
puerperal  loss  of  sodium  in  toxic  patients  by  any 
quantity  of  hormone  that  could  be  given. 

One  is  tempted  to  conclude  that  there  is  a definite 
relation  between  the  steroid  hormones  and  the  salt 
and  water  retention  of  pregnancy.  It  is  probable, 
further,  that  by  some  nuance  of  hormonal  action, 
this  universal  tendency  of  the  pregnant  woman  is 
modified  or  exaggerated  or  perverted  and  that  the 
edema  and  perhaps  the  convulsions  of  toxemia  will 
be  found  to  have  origin  in  such  an  alteration  in 


normal  physiological  processes.  Here,  again,  wj 
must  await  the  results  of  further  biochemical  am 
physiologic  studies. 

ECLAMPSIA 

The  term  eclampsia  is  given  to  the  group  o 
symptoms  described  under  pre-eclampsia  with  th 
addition  of  convulsions  with  or  without  coma 
Upon  clinical  grounds  it  seems  safe  to  conside  l 
eclampsia  but  the  more  advanced  and  serious  phas< 
of  pre-eclampsia.  More  than  one  competent  ob 
server  has  found  the  post-mortem  tissue  change 
identical  in  either  condition.  Although  it  is  the 
fashion  to  emphasize  the  supposedly  specific  pathol 
ogy  found  in  the  liver  and  kidney,  this  is  by  nci 
means  constant  or  always  sufficient  to  be  a caus( 
of  death.  Hinselmann,4  for  example,  reported  than 
in  70%  of  509  necropsies  of  eclamptic  patients,  nci 
pathologic  changes  were  found  to  account  ade- 
quately for  death.  When  one  reviews  the  apparent 
causes  of  death  disclosed  at  necropsy,  he  is  struck 
by  the  fact  that  these  are  largely  vascular  in  nature. 
The  clinician  is  aware  that  the  most  frequent  mode 
of  death  is  circulatory  failure  with  pulmonary 
edema,  a cerebral  hemorrhage  or  shock.  The  pathol-l 
ogist  confirms  this  by  disclosing  cerebral  or  other 
visceral  or  capillary  hemorrhages,  pulmonarv 
edema,  fluid  in  the  serous  cavities,  or  focal  necrosis 
of  the  brain.  Excepting  an  occasional  case  of  acute 
yellow  atrophy  of  the  liver,  hepatic  or  renal  deaths 
do  not  take  place.  In  the  light  of  such  facts  and  of 
the  significant  results  of  follow-up  studies,  the 
pathologic  changes  in  the  general  vascular  system 
in  eclampsia  need  renewed  study. 

The  follow-up  studies  of  eclamptic  patients  are 
more  striking  than  those  of  the  pre-eclamptic.  In 
our  own  series  of  56  cases  more  than  one-third 
had  lasting  and  often  serious  signs  of  cardiovascular 
disease  within  a period  of  six  years  post-partum. 
Of  13  cases  studied  in  later  pregnancies,  9 were 
marked  by  toxemia.  Such  experience,  shared  also 
by  other  clinics,  would  indicate  that  the  more  seri- 
ous forms  of  the  so-called  specific  toxemias  inflict 
lasting  damage  upon  the  vascular  system. 

At  present  one  of  the  chief  obstacles  to  the  study 
of  eclampsia  is  its  rarity.  In  clinics  with  well  or- 
ganized ante-natal  care,  eclampsia  is  no  longer  seen. 
The  apparent  fact  that  such  submission  of  the  preg- 
nant woman  results  in  the  control  of  the  graver 
forms  of  toxemia  tends  to  refute  therapeutic  skep- 
ticism. 
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rOXEMIA  AND  ESSENTIAL  HYPERTENSION 

In  relation  to  the  toxemias  of  pregnancy,  it  is  the 
Writer's  opinion  that  hypertensive  cardiovascular 
disease  or  essential  hypertension  is  of  the  highest 
mportance.  The  more  one  studies  the  medical 
ohases  of  any  of  the  late  toxemias  the  more  is  one 
[convinced  that  vascular  disease  is  fundamental.  This 
conclusion  is  not  reached  by  study  of  the  pregnant 
and  parturient  woman  only,  but  finds  its  strongest 
support  from  observation  of  the  late  sequels  during 
die  years  following  the  toxic  pregnancy.  This  is  one 
>f  the  most  significant  results  of  the  medical  studies 
>f  the  subject. 

This  is  not  the  place  for  discussion  of  hyperten- 
sion. In  brief  most  clinicians  regard  it  as  primarily 
a functional  disturbance  in  which  factors  of  per- 
sonality, endocrine  equilibrium  and  derangements 
of  the  sympathetic  nervous  system  combine  in 
varied  degrees  to  make  an  instability  of  the  circula- 
tion. In  this  there  is  exaggerated  response  to  stimuli 
from  within  or  without,  resulting  in  rise  of  blood 
pressure.  This  rise  at  first  is  occasional  in  the  strict 
sense,  but  as  time  goes  on  the  pressure  readings  tend 
to  be  fixed  at  higher  levels  although  variable  until 
the  end  stage  when  variability  ceases  and  extremely 
high  pressures  are  constant  until  circulatory  failure 
occurs. 

The  menace  is  less  in  the  height  of  the  blood 
pressure  readings,  more  in  the  secondary  degenera- 
tive changes  in  the  arterial  tree  with  resulting  dam- 
age to  important  organs.  The  prognosis  varies  with 
the  location,  degree,  extent  and  particularly  the  rate 
of  progression  of  these  arterial  changes.  The  major- 
ity die  from  heart  failure,  a considerable  number 
from  apoplexy,  and  only  about  5%  from  renal 
sclerosis.  The  last  named  form  the  malignant  group, 
chiefly  made  up  of  males  under  fifty  years  of  age. 
The  role  of  the  kidney  in  essential  hypertension 
is  not  established.  To  the  clinician  the  results  of 
Goldblatts’  experiments  seem  applicable  only  to  a 
minority  of  cases,  largely  those  with  structural 
anomalies,  congenital  or  otherwise,  in  the  urinary 
tract. 

Hypertension  in  pregnancy  is  classified  as  mild 
when  pressures  do  not  exceed  160  mm.  systolic  and 
100  mm.  diastolic;  and  as  severe  when  readings  are 
beyond  these  figures.  This  is  a matter  not  only  of 
clinical  convenience  but  of  importance  in  that  the 
course  and  prognosis  of  hypertension  varies  appre- 
ciably in  the  two  groups.  Hypertension  may  ante- 
date pregnancy  or  begin  at  any  period  of  gestation. 


Women  who  at  onset  of  pregnancy  have  pressures 
constantly  at  or  above  150  systolic  and  95  to  100 
diastolic  are  likely  to  do  badly.  As  gestation  pro- 
ceeds such  pressures  tend  to  rise.  Quite  constantly 
when  they  exceed  170  systolic  and  no  or  120  dias- 
tolic, a further  series  of  events  occurs  quite  abrupt- 
ly. These  are  albuminuria,  edema,  vascular  retinal 
changes.  With  care  many  or  even  all  of  these  symp- 
toms including  the  hypertension  subside  or  cease 
to  advance.  Often,  however,  the  condition  progresses 
to  the  point  of  fetal  death  with  later  delivery  of  a 
macerated  fetus  or  to  the  picture  of  a serious  pre- 
eclampsia or  to  actual  convulsions  and  coma.  This 
is  termed  vascular  disease  with  superimposed  pre- 
eclampsia or  eclampsia.  At  labor  there  may  be  car- 
diac failure,  apparently  from  the  strain  of  hyper- 
tension. Usually,  however,  immediate  disaster  to 
the  mother  can  be  avoided.  The  chief  menace  is 
that  of  advancing  hypertension  during  the  years 
following  the  toxic  pregnancy. 

In  this  connection  a number  of  questions  arise 
around  which  centers  most  of  the  debate  between 
the  obstetrician  and  the  internist.  The  obstetrician 
holds  that  the  so-called  specific  toxemias  of  preg- 
nancy, labeled  pre-eclampsia  and  eclampsia,  are 
conditions  separate  and  distinct  from  vascular 
disease  with  hypertension.  An  arbitrary  point  in 
gestation,  the  twenty-fourth  week  is  chosen  as  dif- 
ferentiating these  two  conditions.  Hypertension 
appearing  after  the  twenty-fourth  week  marks  a 
specific  toxemia;  before  that  it  signifies  underlying 
vascular  disease.  Is  this  opinion  valid? 

The  internist  may  hold  that  the  evidences  of  vas- 
cular disease  are  so  clear  in  both  the  so-called  spe- 
cific toxemias  and  hypertension  in  pregnancy  that 
some  doubt  can  be  thrown  upon  the  opinion  that 
they  should  be  considered  separate  and  distinct  en- 
tities. In  both,  hypertension  is  the  dominant  clinical 
feature.  Spasm  of  the  retinal  vessels  occurs  in  both 
as  may  albuminuria  and  edema.  In  neither  is  there 
retention  of  nitrogen  in  the  circulating  blood. 
Death  in  each  is  commonly  from  apoplexy  or  car- 
diac failure.  In  future  pregnancies  there  is  tendency 
in  each  to  recurrence  of  some  form  of  toxemia 
marked  by  elevation  of  the  blood  pressure.  In  our 
series  of  154  multiparas  with  toxemia,  13%  gave 
history  of  convulsions  in  a previous  pregnancy.  In 
a series  of  patients  with  non-convulsive  toxemia, 
96%  had  recurrent  hypertension,  the  majority 
tending  to  be  in  higher  ranges  in  the  later  preg- 
nancy. While  it  is  true  that  the  milder  types  of  pre- 
eclampsia show  little  more  hypertension  than  the 
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average  expectation  in  parous  women,  this  is  by 
no  means  the  case  in  the  severe  cases  or  in  convul- 
sive toxemia.  In  a series  of  56  convulsive  cases, 
demonstrable  organic  changes  were  apparent  to  the 
internist  in  the  follow-up  period  in  61%;  and  32% 
had  hypertension.  The  obstetrician . emphasizes  the 
pathological  anatomical  findings  as  being  specific 
for  the  essential  toxemia  of  pregnancy,  such  em- 
phasis being  on  the  liver  necrosis  and  the  renal 
changes.  This  in  my  judgment  is  the  strongest  ar- 
gument for  the  separation  of  these  from  ordinary 
vascular  disease.  The  argument  loses  some  of  its 
force  when  such  changes  are  absent  in  a large  pro- 
portion of  cases.  The  finding  of  similar  necrosis  of 
the  liver  in  hyperthyroidism,  in  vascular  disease  and 
in  other  conditions,  though  excessively  rare,  has 
been  described  and  cannot  be  ignored. 

That  the  dominant  pathologic  changes  in  the 
late  toxemias  that  are  not  based  upon  a nephropathy 
are  vascular  in  nature  seems  established  beyond 
cavil.  As  suggested  by  Volhard  many  years  ago, 
arterial  spasm  seems  a most  important  factor.  Re- 
ently  the  ophthalmologist  has  confirmed  the  impres- 
sion of  the  pathologist  and  the  internist  on  this 
point.  Significant  statistics  of  the  mortality  have 
been  collected.  The  largest  series,  including  594 
women  followed  for  an  average  of  5 6/ioth  years 
by  Herrick  and  Tillman,5  revealed  a startling  inci- 
dence of  vascular  disease  and  a surprisingly  high 
mortality  rate.  Of  these  594  women,  90  had  died,— 
■ 5-7%  of  the  group.  If  calculated  on  the  basis  of 
the  death  rate  in  the  general  population  between 
the  ages  of  20  and  45  years,  which  is  0.4%,  the 
rate  in  this  series  is  2.7%  or  over  six  times  the 
average.  Of  the  90  deaths,  72  or  80%,  were  from 
causes  within  the  cardiovasculo-renal  field. 

Of  late  the  renal  function  in  normal  and  toxemic- 
pregnancy  has  been  studied  by  means  of  inulin  and 
diodrast  clearances  which  measure  the  glomerular 
filtration  rate  and  the  renal  blood  flow.  In  uncom- 
plicated pregnancy,  the  findings  are  normal  and 
seem  unaffected  by  hormonal  variations.  In  toxemia 
with  hypertension,  according  to  Taylor,3  the  renal 
blood  flow  is  normal  or  even  elevated,  but  after 
delivery,  if  the  high  blood  pressure  persists,  the 
renal  blood  flow  falls  rapidly.  In  essential  hyper- 
tension, a reduced  blood  flow  is  the  rule.  Is  renal 


blood  flow  in  a hypertensive  pregnancy  maintained 
by  hormonal  influence  which  ceases  after  delivery? 
Does  the  difference  in  renal  blood  flow  in  a toxic 
pregnancy  and  in  essential  hypertension  argue  for 
a difference  in  origin  and  nature  of  these  two  con- 
ditions? Does  the  fact  that  persistent  hypertension 
in  the  follow-up  period  after  a toxic  pregnancy  is 
marked  by  a reduced  renal  blood  flow  as  in  essen- 
tial hypertension  denote  a similarity  in  these  dis- 
turbances? 

These  are  among  the  questions  that  further  study) 
must  answer.  In  my  judgment  the  problem  of  the! 
late  toxemia  of  pregnancy  is  in  much  the  same: 
status  as  that  of  essential  hypertension;  awaiting 
advance  in  knowledge  of  physiology.  Much  more) 
must  be  known  of  endocrine  function,  of  hormonal! 
influence,  of  the  role  of  the  involuntary  nervous 
system  and  of  pathological  histology  before  con- 
fident opinion  can  be  recorded. 

It  is  my  belief,  however,  based  largely  upon  years 
of  clinical  study  that  when  the  evidence  is  all  in, 
it  will  be  found  that  the  basis  of  the  late  toxemias 
of  pregnancy  of  all  types  is  a disturbance  affecting 
the  vascular  system  primarily  and  chiefly.  I believe 
this  disturbance  has  so  much  in  common  with  hy- 
pertensive-cardiovascular disease6  as  to  suggest  that 
the  solution  of  either  problem  lies  along  similar 
lines. 
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BUREAUCRACY  AND 

Paul  P.  Swett, 

A merican  clinicians  naturally  view  with  consider- 
able  concern  the  possibility  that  the  practice  of 
medicine  may  ultimately  come  wholly  under  the 
administrative  control  of  some  agency  or  bureau  of 
government.  The  majority  of  these  physicians  do 
not  seem  to  be  aware  of  the  imminence  of  this 
eventuality.  Careful  scrutiny  should  convince  even 
the  most  obtuse  amongst  us  that  bureaucratic  con- 
trol of  medical  services  is  slowly  and  inexorably 
gaining  momentum. 

The  process  seems  to  be  following  the  same  kind 
of  a course  as  that  which  the  corporations  have  pre- 
viously taken.  According  to  Peter  Drueker  in  an 
article  entitled  “The  Future  of  The  Corporation” 
in  Harper’s  Monthly  Magazine  for  November,  1942, 
“the  corporation  managers  who,  a few  years  ago, 
seemed  firmly  entrenched,  now  seem  likely  to  lose 
permanently  all  political  and  social  power.”  He  goes 
on  to  point  out  that  “however  efficient  bureaucratic 
government  control  may  be,  freedom  can  not  be 
maintained  under  it.  A central  omnipotent  bureau- 
cracy must  soon  become  a tyranny.”  It  is  reasonable 
to  suggest  that  what  has  already  occurred  in  the  field 
of  business  will  also  occur  in  the  field  of  medicine. 

This  then  is  the  shape  of  the  grim  spectre  which, 
however  dim  its  outlines,  looms  before  the  troubled 
eyes  of  thoughtful  clinicians.  The  loss  of  precious 
freedom  and  its  replacement  by  tyranny  are  what 
the  future  holds  for  medicine  unless  the  present 
trends  are  reversed.  The  slow  steady  increase  in  the 
assumption  by  state  and  federal  agencies  of  medical 
functions  has  already  produced  a number  of  public 
administrative  agencies.  These  agencies,  created  in 
the  name  of  efficiency  in  response  to  public  need, 
require  neither  undue  aggressiveness  nor  delusions 
of  grandeur  to  stimulate  them  to  extend  their 
original  powers.  The  obligation  to  manage  effective- 
ly what  has  been  given  them  to  administer  is  all  the 
reason  required  to  lead  them  indirectly  into  a 
tyranny  which  they  had  no  intention  of  becoming 
and  which  they  would  be  the  first  to  decry. 


CLINICAL  MEDICINE 

m.d.,  Hartford 

I he  bureaucratic  control  of  medicine  might  be 
prevented  if  physicians  would  promptly  use  their 
present  freedom  to  assume  the  responsibility  for 
providing  a self-governing  organization  of  medical 
service  appropriately  geared  to  the  needs  of  the 
public.  While  this  privilege  is  still  ours  it,  like  every 
other  privilege  derived  from  the  consent  of  the 
people,  can  be  withdrawn  at  any  time.  In  any  event 
if  it  is  not  used  it  will  almost  certainly  be  lost 
through  the  atrophy  of  disuse.  To  prevent  the  com- 
plete ascendency  of  bureaucracy  the  time  is  short 
and  immediate  action  is  needed  but  in  a matter  so 
complex  no  action  should  be  taken  until  appropri- 
ate and  adequate  plans  have  been  laid. 

The  first  step  looking  towards  the  formation  of 
such  plans  is  to  secure,  on  the  part  of  every  member 
of  organized  medicine,  a realization  that  here  is  a 
responsibility  that  squarely  faces  every  single  one  of 
us.  This  is  not  the  time  or  the  place  to  suggest  what 
the  further  steps  should  be.  It  is,  however,  in  order 
to  indicate  some  of  the  areas  in  which  medical  serv- 
ices now  fail  to  meet  the  requirements  of  the  public. 

The  inadequacy  of  clinical  medicine  is  fully  mani- 
fest in  the  present  failure  to  provide  the  advantages 
of  group  practice  on  a wide  scale  for  the  vast  middle 
income  group  of  citizens.  The  rapid  extension  of 
specialization  has  marked  the  past  twenty-five  years. 
This  has  inevitably  been  accompanied  by  the  need 
for  team  work  both  in  diagnosis  and  in  treatment. 
Such  team  work  can  not  be  furnished  at  an  appro- 
priate cost  without  the  economy  and  the  efficiency 
of  some  kind  of  group  organization.  It  may  reason- 
ably be  assumed  that  the  continued  failure  to  supply 
group  practice  on  a suitable  basis  will  soon  make 
necessary  the  organization  of  means  for  supplying- 
it  on  a public,  corporative  or  quasi-public  basis.  In 
any  of  these  events  the  administration  of  the  laws 
or  the  rules  or  the  corporative  regulations  will  be 
put  in  the  hands  of  some  agency  which,  in  effect, 
will  be  a bureau  subject  to  all  of  the  objections  of 
such  an  agency. 
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Active  clinicians  are  aware  of  the  relative  inacces- 
sibility of  laboratory  and  x-ray  examinations  for  a 
vast  number  of  patients.  They  also  realize  how  diffi- 
cult it  is,  in  many  localities,  for  the  general  run  of 
sick  persons  to  secure  competent  neuro-psychiatric 
consideration.  It  is  well  known  to  most  clinicians 
that  important  features  of  the  diagnostic  procedure 
are  often  eliminated  because  of  their  expense.  In  this 
respect  the  practice  of  medicine  remains  too  largely 
in  the  horse  and  buggy  stage  of  its  development. 
This  is  not  because  of  a lack  of  knowledge  nor  be- 
cause of  an  absence  of  proper  motivation  but  it  is, 
on  the  other  hand,  almost  solely  the  result  of  the 
failure  to  bring  the  machinery  into  line.  Mechanical 
genuises  though  Americans  are  said  to  be,  it  is  clear 
that  in  this  area  we  have  failed  to  produce  the  neces- 
sary mechanical  devices.  It  is  difficult  to  understand 
why  this  is  so  since  clinicians  are  fully  aware  of  the 
necessity  for  specialization  and  they  realize  more 
than  others  the  need  for  making  available  on  a wide 
scale  all  of  the  advantages  of  specialization.  The 
necessity  for  a comprehensive  survey  of  every  new 
case  is  generally  recognized  but  the  expense  thus 


involved  now  makes  this  procedure  beyond  the 
reach  of  all  except  the  most  prosperous  patients 

In  these  areas  are  found  the  problems  which  now 
confront  clinical  medicine.  In  these  problems  there 
lies  either  a challenge  or  a burden  depending  upon 
how  the  situation  is  met.  The  challenge  is  to  put  our 
own  house  in  order  and  thus  remain  the  masters  of 
our  own  destiny.  The  burden  will  be  in  bearing  the 
heavy  hand  of  authority  as  administered  by  a bureau 
which  will  be  a potential  source  of  tyranny.  It  may 
well  be  argued,  therefore,  that  devotion  to  the  clini- 
cal aspects  of  medicine  is  not  enough  but,  whether 
we  like  it  or  not,  clinicians  must  assume  the  burden 
of  tackling  effectively  the  problems  posed  on  the 
politic-social  front. 

Freedom  to  regulate  oneself  carries  with  it  the 
need  for  assuming  that  responsibility.  It  may  be  later 
than  we  think  but  prompt  action  may  yet  enable 
us  to  retain  our  freedom  to  provide  for  the  medical 
needs  of  all  the  people  without  bureaucratic  inter- 
ference. This  freedom  is  one  of  the  great  heritages 
of  medicine  and  its  loss  must  not  be  lightly  per- 
mitted. 


OFFICE  TREATMENT  OF  MILD  DEPRESSION 
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Professor  of  Psychiatry  and  Mental  Hygiene,  Yale 
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TjWERY  physician  comes  into  professional  contact 
" with  depressed  patients.  They  may  seek  his 
advice  because  of  somatic  involvements  which  are 
directly  part  of  the  depressive  illness,  or  he  may  find 
that  the  management  of  depression  becomes  a 
baffling  part  of  his  treatment  of  some  other  chronic 
or  acute  illness. 

Everyone  has  had  sufficient  personal  experience 
with  depressed  feelings  to  have  appreciation  of  what 
the  patient  experiences.  This  serves  as  a basis  of 
sympathetic  understanding.  But  there  is  one  import- 
ant difference  between  the  usual  or  “normal”  de- 


pressive response  to  disappointment,  loss  or  frustra- 
tion and  what  might  be  called  “pathological” 
depression.  This  difference  concerns  the  elasticity 
or  buoyancy  of  the  mood.  Recognition  of  this  dif- 
ference is  basic  to  the  understanding;  and  treatment 
of  depression. 

The  “normal”  person  can  be  distracted  from  de- 
pressive moods.  It  is  possible  to  cheer  him  up  with 
good  news,  entertainment  or  enjoyable  companion- 
ship. But  there  are  times  when  people  sink  into  a 
depression  and  lose  their  affective  flexibility.  The 
depressive  feeling  and  attitude  are  held  to  rigidly 
for  weeks  or  months.  They  appear  to  have  lost  the 
capacity  for  rebound.  Experience  shows  that  even  a 
piece  of  extraordinary  good  fortune  occurring  at 
such  a time  does  not  arouse  in  the  patient  the  feeling 
of  elation  which  might  be  anticipated. 

Relatives  and  physicians  with  limited  experience 
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with  this  type  of  depression  make  the  error  of  treat- 
ing the  patient  with  distraction.  They  tell  him  that 
there  is  nothing  wrong  with  him,  that  he  should 
snap  out  of  it,  that  he  is  working  too  hard  or  worry- 
ing too  much.  They  suggest  increased  recreation. 
Or  they  send  him  on  a trip. 

Now,  the  patient  knows  that  there  is  something 
wrong  with  him,  and  he  cannot  snap  out  of  it.  He 
is  incapable  of  responding  to  entertainment.  He 
faces  the-  confusion  and  effort  of  traveling  as  he 
would  an  unbearable  burden. 

What  then  can  be  done  for  the  patient?  Is  it 
necessary  merely  to  tell  him  to  have  patience,  that 
the  depression  will  pass  spontaneously  in  the  course 
of  time?  It  is  true  that  most  depressions  do  pass 
away  after  a period  of  weeks  or  months  or  years 
and  that  there  is  little  conclusive  evidence  that  any 
special  therapeutic  procedure  will  materially  alter 
the  duration  of  the  illness.  Aduch,  however,  can  be 
done  to  make  the  patient  more  comfortable  during 
the  illness,  to  forestall  serious  or  even  fatal  compli- 
cations and  to  prevent  suffering  as  an  aftermath  of 
the  depression. 

No  one  has  ever  died  from  depression  per  se. 
However,  many  depressed  patients  have  lost  their 
lives  through  suicide,  malnutrition  and  intercurrent 
infections.  Furthermore,  these  deaths  usually  could 
have  been  avoided  by  adequate  recognition  and 
management  of  the  illness. 

The  first  duty  of  the  physician  to  the  depressed 
patient  is  the  evaluation  of  the  suicidal  risk.  In  gen- 
eral the  office  treatment  of  depressions  should  be 
restricted  to  cases  where  the  suicidal  risk  is  slight 
or  negligible.  Suicidal  patients  can  be  adequately 
protected  only  in  a well  run  psychiatric  hospital 
unless  it  is  practical  to  turn  the  home  virtually  into 
a psychiatric  hospital.  How  then  can  the  physician 
decide  which  patients  he  is  justified  in  treating  in 
his  office  and  which  must  be  referred  to  a hospital? 

There  is  no  safe  rule.  In  general,  however,  it  is 
best  not  to  treat  in  general  office  practice  depressed 
patients  who  as  part  of  the  depression  show  con- 
siderable somatic  disturbance  or  depressed  patients 
who  have  sufficient  concentration  and  motility  diffi- 
culty that  they  are  unable  to  carry  on  their  usual 
business  or  home  responsibilities.  Somatic  disturb- 
ances which  serve  as  a warning  are  weight  loss  of 
io  to  30  pounds,  constipation  and  reduction  of  the 
night’s  sleep  to  three  or  five  hours,  usually  because 
of  early  morning  awakening.  Concentration  diffi- 
culties and  general  retardation  must  be  evaluated 


objectively.  Almost  all  depressed  patients  complain 
of  thinking  difficulties  and  of  being  slowed  up. 
I hey  may  feel  that  the  daily  routine  is  too  much 
for  them.  However,  if  the  patient  is  able  to  carry  on 
so  that  his  employer  and  his  friends  are  not  aware 
of  any  marked  falling  off  in  efficiency  the  suicidal 
risk  may  usually  be  deemed  to  be  less  than  if  his 
suffering  is  so  acute  that  he  has  spontaneously  with- 
drawn from  his  activities. 

1 he  old  adage  that  he  who  talks  of  suicide  does 
not  commit  suicide  is  not  based  on  fact.  Many 
patients  who  are  successful  in  terminating  their  lives 
have  given  ample  warning  for  weeks  or  months.  On 
the  other  hand  it  is  unsafe  to  conclude  that  there  is 
no  risk  simply  because  the  patient  states  that  he 
would  not  consider  taking  his  life.  In  general  if  the 
patient  is  thinking  and  talking  much  of  suicide,  if 
he  shows  also  other  indications  of  depression,  the 
physician  must  be  very  wary  of  assuming  the  re- 
sponsibility of  continued  treatment  in  the  com- 
munity. Some  patients  even  ask  the  physician  to 
“put  them  away”  in  order  to  protect  them  from 
their  own  suicidal  impulses.  Such  requests,  of  course 
merit  the  gravest  consideration. 

When  the  physician  has  decided  that  he  is  assum- 
ing only  a reasonable  risk  in  treating  the  patient  on 
an  ambulatory  basis,  his  first  procedure  is  to  explain 
to  the  patient  the  nature  of  his  illness  in  terms  which 
are  in  accord  with  the  patient’s  understanding  and 
experience.  This  is  best  done  after  the  completion 
of  the  history  taking  and  the  physical  and  labora- 
tory examinations.  The  physician  discusses  the  ill- 
ness with  the  patient  in  such  a way  that  the  patient 
realizes  that  his  symptomatology  is  understandable 
to  the  physician  and  that  the  physician  knows  how 
to  be  helpful  and  is  confident  of  the  outcome. 

Many  depressed  patients  have  the  misfortune  to 
be  told  after  a negative  physical  examination  that 
there  is  nothing  wrong  with  them.  This  brings  scant 
comfort  to  the  patient.  It  simply  undermines  his 
confidence  in  the  physician  and  increases  his  con- 
viction of  the  futility  of  attempting  to  receive  help. 
It  is  much  better  to  bring  a patient  to  the  realization 
that  his  anorexia,  constipation,  weight  loss,  insomnia 
and  so  forth  are  consistent  with  his  depressed  mood. 
He  should  be  given  some  understanding  of  the  wav 
a depressed  organism  functions  even  though  the 
individual  organs  are  intact.  It  may  be  well  to  men- 
tion specifically  that  there  is  no  impairment  of  the 
heart,  stomach  or  bowels  but  that  when  a person  is 
depressed  all  his  functions  are  disturbed.  It  is  not 
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only  his  mood  that  is  altered.  There  are  also  changes 
in  his  thinking,  his  sleep,  his  appetite  and  his  elmina- 
tion.  The  physician  is  then  in  a position  to  explain 
to  the  patient  that  his  experience  and  the  experience 
of  others  show  that  such  an  illness  even  though 
severe  eventuates  in  recovery. 

The  physician  uses  his  knowledge  of  how  de- 
pressed persons  function  to  help  the  patient  plan 
his  day  to  day  routine.  Of  first  importance  is  the 
necessity  to  protect  the  patient  from  undue  respon- 
sibility. Many  depressed  patients  are  very  conscien- 
tious. They  feel  keenly  their  inability  to  live  up  to 
their  social  and  business  obligations.  The  patient 
should  be  relieved  of  as  many  of  these  as  is  feasible 
reserving  his  energies  for  a simplified  schedule 
covering  what  seems  most  essential  to  the  patient 
and  the  physician. 

Frequently  social  obligations  constitute  the  great- 
est burden  to  the  mildly  depressed  patient.  He  may 
be  able  to  continue  with  his  employment  and  main- 
tain his  financial  security  if  his  family  and  social 
situation  is  drastically  simplified.  This  usually  re- 
quires the  cooperation  of  his  relatives.  They  need  to 
have  a full  explanation  of  the  nature  of  the  illness 
so  that  they  will  not  frustrate  all  the  physician’s 
efforts  by  the  common  technique  of  attempting  to 
distract  the  patient  with  a whirl  of  activities. 

Most  depressed  patients  are  indecisive.  This  means 
that  the  physician  must  be  explicit  in  his  instructions 
and  not  be  content  with  outlining  general  principles. 
A practical  procedure  is  to  have  the  patient  detail 
his  day’s  activities  as  they  were  before  he  became  ill 
and  at  the  time  of  the  interview.  Using  these  data 
as  a basis  the  physician  can  then  draw  up  a day’s 
schedule,  suggesting  specific  times  for  arising  and 
retiring,  for  rest  periods  and  for  exercise.  Because 
of  the  tendency  to  weight  loss  the  diet  must  be 
explored  and  specific  suggestions  made.  Anorexia  is 
usually  so  pronounced  that  the  patient  does  not 
receive  adequate  caloric  intake  if  he  sits  down  to 
the  three  meals  that  are  served  the  rest  of  the  family. 
He  is  frequently  able  to  take  six  small  nourishing 
meals  a day  in  spite  of  poor  appetite  if  the  import- 
ance of  this  is  explained  and  if  he  is  not  left  with 
the  necessity  for  planning  the  meals  himself.  This 
should  be  entrusted  to  an  understanding  member  of 
the  family  or  the  physician  should  write  out  specific 
dietary  instructions.  The  diet  should  be  simple,  ade- 
quate and  should  cater  as  far  as  possible  to  the  tastes 
of  the  patient.  While  an  adequate  diet  does  not  need 
vitamin  supplementation,  it  must  be  realized  that 


there  are  some  depressed  patients  who  constantly 
fail  to  eat  sufficient  of  a prescribed  diet  or  whose 
families  do  not  have  the  patience  or  skill  to  see  that 
adequate  nutrition  is  maintained.  In  these  cases 
supplementary  vitamins  are  in  order  particularly  so 
as  many  patients  take  “medicine”  more  readily  than 
“food.” 

Bowel  regulation  also  needs  attention  because  of 
the  tendency  of  depressed  patients  to  be  constipated. 
Neglect  of  this  may  result  in  fecal  impaction.  Ac- 
cordingly it  is  well  during  the  first  interview  to 
establish  the  time  of  the  last  bowel  movement  and 
to  check  regularly  thereafter.  Many  depressed 
patients  are  neglectful  of  personal  hygiene.  They 
may  fail  to  mention,  or  perhaps  even  notice,  absence 
of  bowel  movements  unless  the  physician  remembers 
to  enquire  about  this  specifically.  Regulation  can 
then  be  attempted  by  diet  or  mild  laxatives. 

Some  depressed  patients  are  much  less  retarded 
and  experience  less  thinking  difficulty  toward  the 
end  of  the  day.  This  should  be  kept  in  mind  in 
planning  the  schedule.  The  more  difficult  activities 
should  be  reserved  for  the  time  of  greatest  fitness. 

If  the  patient  harps  on  some  particular  idea  of 
depressive  nature  the  physician  may  be  tempted  to 
endeavor  to  dissuade  him.  It  is  desirable  to  avoid 
argumentation  with  a depressed  patient  at  all  times. 
His  depressive  ideas  should  be  listened  to  atten- 
tively. He  should  be  kindly  but  firmly  prevented 
from  endless  profitless  repetitions  of  the  same  con- 
tent. The  physician  should  lead  the  patient  to  under- 
stand that  his  interpretation  of  the  situation  is  dif- 
ferent without  permitting  this  difference  to  become 
an  obstacle  between  him  and  the  patient.  This  is 
particularly  true  in  regard  to  the  prognosis.  Most 
depressed  patients  are  convinced  that  they  will  never 
be  better.  Sometimes  they  wish  to  make  this  the 
major  topic  of  discussion  with  the  physician.  Their 
feeling  of  hopelessness  stems  from  their  depressive 
attitude  and  is  not  open  to  modification  by  argu- 
mentation. It  is  helpful,  however,  for  the  physician 
to  occasionally  express  his  confidence  in  the  out- 
come. More  important  is  it  that  the  physician  should 
show  in  all  his  contacts  with  the  patient  that  in  spite 
of  a thorough  understanding  of  the  extent  of  the 
patient’s  suffering,  he  is  not  alarmed  and  remains 
secure  in  his  knowledge  that  the  symptoms  will 
recede.  Reassurance  by  implication  is  more  effec- 
tive than  argumentation. 

Chemical  sedation  has  limited  usefulness  in  the 
office  treatment  of  mild  depressions.  In  some  cases, 
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however,  where  the  sleep  disturbance  is  a leading 
difficulty  but  other  symptoms  are  moderate,  bar- 
biturates (such  as  barbital  grs.  V to  grs.  X qn.)  may 
be  helpful  either  through  pharmaceutical  effect  or 
through  their  value  in  reassuring  patients  who  fear 
insomnia.  If  insomnia  becomes  a leading  problem  in 
patients  in  depression  uncomplicated  by  a hypo- 
chondriacal attitude  or  tension,  serious  consideration 
must  be  given  to  hospital  care  because  of  the 
suicidal  risk.  Diurnal  administration  of  barbiturates 
or  bromide  does  not  influence  the  lowered  mood  or 
retardation.  It  has  a limited  usefulness  in  certain 
cases  where  tension  is  a complicating  feature. 

Many  physicians  are  uncertain  as  to  the  frequency 
with  which  they  should  see  depressed  patients.  This 
is  true  particularly  when  the  patient  appears  to 
show  little  response  to  contacts  with  the  physician. 
Experience  shows  that  short  but  frequent  interviews 
may  have  considerable  value  in  maintaining  the 
patient’s  morale  and  in  helping  the  relatives  preserve 
an  objective  attitude  toward  the  patient’s  limitations. 
When  the  patient  becomes  able  to  discuss  his  diffi- 
culties, interviews  can  be  lengthened  and  frequently 
can  be  spaced  with  advantage  at  longer  intervals. 

Particular  care  must  be  taken  that  the  husband  or 
wife  understands  the  nature  of  depressive  symptoms. 
Frequently  the  depressed  patient  experiences  a pro- 
found loss  of  interest  in  all  his  former  activities.  He 
does  not  respond  emotionally  to  those  close  to  him 
as  he  did  previously.  There  may  be  a sharp  decline 
in  libido.  These  changes  may  lead  to  the  conclusion 
that  his  marriage  is  a failure  or  to  suspicions  of  in- 
fidelity. It  is  the  physician’s  task  to  interpret  the  role 
of  the  depression.  He  should  urge  that  any  decision 
in  regard  to  legal  separation  or  divorce  be  postponed 
until  recovery.  Difficulties  in  the  marital  relationship 
are  common  complications  in  mild,  frequently  un- 
recognized depressions.  Experience  shows  that  when 
the  patient  becomes  capable  of  normal,  emotional 
responses,  the  marital  difficulties  tend  to  disappear 
unless  they  were  crystallized  by  ill  advised  action 
during  the  illness.  The  physician’s  advice  and  inter- 
pretations may  be  crucial  in  forestalling  decisions 
which  would  entail  unnecessary  suffering  for  all 
concerned. 

In  some  cases  the  patient  appears  to  be  depressed 
as  a response  to  difficulties  in  his  life  situation.  It  is  a 
matter  of  clinical  judgment  in  each  case  as  to 
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whether  it  is  advisable  and  safe  to  discuss  these  with 
the  patient  then  and  there.  In  some  cases  any  attempt 
at  discussion  of  personal  problems  makes  the  patient 
more  depressed.  Their  consideration  may  have  to  be 
postponed  until  his  convalescence  or  his  recovery. 
Sometimes  he  is  aide  to  handle  his  problems  without 
help  when  he  has  recovered  but  sometimes  he  needs 
and  welcomes  the  physician’s  assistance. 

When  the  patient  retains  some  plasticity  in  his 
affective  responses  but  finds  himself  in  a rut  of  dis- 
couragement and  self  pity  rather  than  in  a so-called 
simple  attack  depression,  it  may  be  necessary  to  take 
more  active  steps.  The  physician  and  the  patient  to- 
gether seek  to  gain  an  understanding  of  the  patient’s 
personality  and  of  the  situations  to  which  he  re- 
sponds with  lowered  mood.  The  problem  then  re- 
solves itself  into  working  out  feasible  solutions 
which  are  acceptable  to  the  patient.  He  may  be 
faced  with  greater  responsibilities  than  he  can  carry 
with  ease  and  be  indecisive  as  to  which  ones  he  can 
drop.  He  may  be  torn  by  obligations  which  appear 
to  him  conflicting.  He  may  have  lived  for  years  with 
a poor  balance  between  work  and  recreation  with  a 
resulting  pattern  of  boredom  and  frustration.  He 
may  have  deprived  himself  of  basic  emotional  grati- 
fications because  of  ill  founded  prejudices  or  sensi- 
tivities. Whatever  the  factors  involved,  some  return 
of  good  spirits  and  of  a sense  of  well  being  may 
depend  upon  a measure  of  modification  in  his  atti- 
tude or  his  situation.  This  demands  patient  and 
understanding  help  on  the  part  of  the  physician. 
More  frequently,  however,  the  physician  finds  that 
the  tendency  for  a spontaneous  readjustment  of 
mood  brings  about  a measure  of  increased  well  being 
before  the  patient  is  able  to  profit  bv  and  to  take  an 
active  part  in  any  constructive  reorganization  of  his 
attitudes  or  his  situation. 

In  Summary 

Adequate  treatment  of  the  mildly  depressed 
patient  entails  close  cooperation  among  the  patient, 
the  physician  and  the  family.  It  depends  upon 
understanding  and  accepting  the  limitations  inherent 
in  the  patient’s  decreased  fitness.  He  must  be  pro- 
tected from  responsibility  until  readjustment  of  his 
mood  and  energy  occurs.  Every  effort  should  be 
directed  toward  modifying  factors  in  his  attitude  or 
his  environment  which  aggravate  the  depressive 
tendency. 
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CONNECTICUT  COLONIAL  MEDICINE 

Howard  W.  Haggard,  m.d.,  New  Haven 


The  Author.  Professor  of  Applied  Physiology,  Yale 
University 


The  story  of  colonial  medicine  in  Connecticut 
has  often  been  told  and  it  has  been  told  espe- 
cially well  by  men  who  are  in  the  audience  today. 
Usually,  and  naturally,  the  emphasis  has  been  upon 
the  lives  of  those  who  have  practiced  the  healing 
arts.  This  morning,  in  contrast,  I shall  omit  the  bio- 
graphical and  emphasize  instead  the  cultural  back- 
ground and  of  it,  especially  those  influences  which 
gave  distinctive  characteristics  to  Connecticut 
colonial  medicine. 

But  let  me,  first,  in  a few  words  set  up  some  land 
marks  and  some  time  marks.  And  forgive  me  if,  in 
doing  so,  I retell  what  you  knew  in  greater  detail 
as  grade  school  students. 

As  you  are  aware,  our  state  owes  its  settlement,  in 
part  at  least,  to  the  fact  that  certain  of  those  who 
came  in  the  Puritan  migration  of  1630  were  un- 
happy in  our  older  sister  colony  of  Massachusetts. 
In  1633,  members  of  the  Plymouth  Colony  estab- 
lished a trading  post  near  Windsor  and  John  Old- 
ham explored  the  valley  and  reported  upon  its  re- 
sources. So  favorable  was  his  report  that,  as  you  will 
recall,  the  inhabitants  of  three  Massachusetts  towns, 
Watertown,  Dorchester,  and  what  is  now  Cam- 
bridge, migrated  here.  Those  from  Watertown 
founded  Wethersfield  in  the  winter  of  ’34-’35;  those 
from  Dorchester  settled  in  Hartford  the  autumn  of 
’35  and  those  from  Cambridge  in  Windsor  in  the 
summer  of  that  year.  They  moved  to  Connecticut 
because  of  their  discontent  with  the  autocratic 
character  of  the  government  of  the  Massachusetts 
Colony.  But  once  removed,  the  instrument  of  gov- 
ernment they  adopted  here  differed  in  few  particu- 
lars from  that  of  Massachusetts.  Still  another  con- 
tingent settled  near  the  mouth  of  the  Connecticut 
River  in  ’35  under  the  auspices  of  an  English  com- 
pany whose  leading  members  were  Lord  Say  and 
Sele  and  Lord  Brooke— hence  the  fort  and  town  of 
Saybrook. 

The  primary  migrations  of  1634  and  1635  were 


followed  by  others  in  rapid  succession.  There  was 
the  New  Haven  Colony  in  ’38  which  soon  spread  jf 
to  include  Milford,  Guilford,  Stamford  and  South- 
old  on  Long  Island  and  then  Branford.  The  next 
important  step  toward  the  formation  of  modern 
Connecticut  was  the  union  of  New  Haven  and  the 
older  colony  under  the  charter  of  1662. 

My  time  marks  thus  begin  with  the  30’s  of  the 
17th  century  and  they  should  run  into  the  70’s  of 
the  1 8th  century.  But  I shall  not  go  that  far;  my  q 
intention  is  rather  to  try  and  define  something  of  the h 
early  forces  which  gave  shape  to  Connecticut  , 
medicine.  \ 

Now  as  to  mv  land  marks:  The  boundaries  oL( 
Connecticut  were  once  defined  as  extending  west b 
from  Narragansett  Bay  to  the  Pacific  Ocean.  But  I , 
shall  limit  myself,  as  did  the  colonists,  more  nearly 
to  the  boundaries  of  the  state  as  we  know  them  now. 

The  physical  geography  of  our  countryside  is 
different  from  that  of  Massachusetts;  and  it  is  differ- 
ent from  that  of  New  York.  And  the  nature  of  a 
land  appears  to  make  a lasting  impression  on  the  in- 
habitants. Or  it  may  be  possible,  instead,  that  certain 
characteristics  of  men  guide  their  choice  of  the  land 
in  which  they  wish  to  live.  Whichever  it  is,  the 
colonists  of  Connecticut  and  their  doctors  had  char- 
acteristics different  from  those  of  the  people  and 
doctors  of  Massachusetts  and  of  New  York.  It  is 
probable  that  the  first  application  of  the  word 
“Yankee”  was  to  the  colonists  of  Connecticut  and 
that  from  their  characteristics,  in  turn,  it  took  on 
some  of  its  subtler  meanings.  One  of  the  best  ex- 
pressions of  the  distinctive  characteristics  of  the 
colonists  of  Connecticut— and  of  their  doctors— is  to 
be  found  in  the  none  too  idealistic  statement  in 
which  they  themselves  defined  their  own  code  of 
behavior.  I quote:  “.  . . to  avoid  notoriety  and 

public  attitude;  to  secure  privileges  without  attract- 
ing needless  notice;  to  act  as  intensely  and  vigorous- 
ly as  possible  when  action  seemed  necessary  and 
promising;  but  to  say  as  little  as  possible,  and  evade 
as  much  as  possible  when  open  resistance  was  evi- 
dent folly.” 

You  can  see  those  same  characteristics,  clear  and 
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unmistakable  today,  in  the  older  inhabitants  at  a 
town  meeting  in  any  rural  community  of  Connecti- 

I :ut— and  in  any  successful  horse  trader. 

With  these  shrewd  characteristics  there  was  an- 
other; it  was  one  rarely  possessed  by  the  doctors  of 
[Europe  from  whom  those  of  the  colonies  stemmed. 
It  was  a religious,  a spiritual  quality,  which  was 

I probably,  in  part,  an  outgrowth  of  the  fact  that 
often  the  colonial  doctor  was  the  preacher  and  the 
preacher  the  doctor;  and,  in  part,  it  may  have  been 
an  expression  of  the  deep  insecurity  that  all  men 
(must  have  felt  in  the  new  land.  Dr.  Thoms,  in  his 
.essay  on  medicine  in  the  New  Haven  Colony,  has 
expressed  admirably  this  quality  in  speaking  of  the 
ifavorite  remedies  of  colonial  physicians  and  speci- 
fically of  Winthrop’s  Rubilct.  He  says,  “While  the 
doctor  of  that  day  had  undoubted  faith  in  these  un- 
usual remedies,  we  must  not  forget  that  he  had 
greater  faith  in  God,  not  only  as  the  ruler  of  the 
Universe,  but  as  the  controller  and  participant  in 
every  act  in  daily  life.  The  Puritan  mind  trained  to 
see  the  spiritual  in  everything  saw  in  disease,  not 
the  breaking  of  Nature’s  law  but  the  manifestation 
of  a wrathful  Divine  Hand.” 

In  contrast  the  contemporary  physician  living  in 
the  cities  of  Europe  was  more  prone,  and  perhaps 
more  correct,  in  attributing  many  diseases,  at  least 
the  non-epidemic  ones,  to  the  dissipations  of  his 
patients  and  to  offer  tolerant  and  sophisticated  ad- 
vice along  with  his  secret  pill.  The  colonial  physi- 
cian saw  sin  and  prescribed  repentence  with  his 
simples. 

It  is  easy,  as  we  gather  here,  to  look  back  with 
some  condescension  at  the  doctor  of  early  colonial 
times.  He  and  his  patients  are  to  us  impersonal;  be- 
cause of  the  gap  of  time  and  of  material  and  in- 
tellectual civilization  which  separates  us,  we  can- 
not identify  ourselves  with  him  or  them.  But  those 
doctors  were  men  who  worked  as  earnestly  as  any 
one  of  you  today  to  save  life,  to  prolong  life,  and  to 
ease  suffering.  And  their  patients  were  not  imper- 
sonal if  forgotten  characters  of  history;  they  were 
men  and  women  and  children  who  loved  and  were 
beloved  and  who  had  the  same  fears  and  suffering 
that  your  patients  have  today. 

Place  yourself  in  the  position  of  the  doctor  of 
colonial  Connecticut.  You  will  find  that  you  are  not 
practicing  a specialty,  but  practicing,  in  combina- 
tion, medicine,  surgery,  pharmacy  and  dentistry— 
and  that  in  a day  when  surgery  and  dentistry  were 
beneath  the  dignity  of  the  physicians  of  Europe. 
And  you  will  find  that  you  are  practicing  all  four 


unremuneratively  so  that  to  support  your  family 
you  must  have  still  other  callings— that  of  merchant, 
mechanic,  artizan,  school  teacher  or  preacher.  There 
is  no  hospital,  few  of  the  medicaments  you  use  to- 
day are  available,  and  what  medicaments  you  do 
use  you  must  usually  prepare  yourself  from  the 
plants  and  barks  and  berries  of  the  countryside. 
\ 011  make  your  rounds,  not  through  wards  in  an 
institution,  not  by  travelling  in  an  automobile,  but 
on  horseback  over  rough  trails  and  across  unbridged 
streams  in  a sparsely  settled  and  wild  countryside. 

Picture  yourself  in  such  surroundings  with  none 
of  the  diagnostic  instruments  you  now  possess  and 
with  only  the  tiniest  part  of  the  knowledge  you  now 
have  and  among  patients  who  suffer  from  every  ill- 
ness, every  injury  and  every  misfortune  which  you 
know  today  and  many  that  you  rarely  see.  My 
sympathy  goes  to  you,  gentlemen,  in  such  sur- 
roundings—but  it  goes  even  more  to  your  patients 
as  you  do  your  surgery  in  the  cabin  with  no  knowl- 
edge of  pathology,  of  antisepsis  and  asepsis,  and  of 
anesthesia;  as  you  deal  with  malaria  and  diphtheria 
without  specifics  and  with  no  knowledge  of  the 
principles  of  infection;  as  you  cope  with  consump- 
tion even  before  the  pathology  of  the  disease  has 
been  defined;  as  you  try  your  remedies  in  the  con- 
trol of  widely  prevalent  smallpox,  typhoid  and 
dysentery  and  even  rabies  with  no  knowledge  of 
sanitation  and  prophylaxis.  Men  who  could  practice 
under  those  conditions  and  retain  the  love  and  re- 
spect of  their  patients,  and  who  could  bring  actual 
benefit  to  their  patients,  were  indeed  great  men  of 
medicine. 

It  was  with  intent  that  a moment  ago  I emphasized 
the  peculiar  combination  of  spiritual  and  practical 
qualities  of  the  early  doctor  of  Connecticut.  In  him, 
as  an  individual,  there  was  almost  typified  the  two 
great  streams  of  medical  philosophy  which,  with  the 
coming  of  the  settlers,  actually  met  in  their  extremes 
of  practice  in  the  lands  of  Connecticut.  One  of  these 
streams  was  the  lore  of  the  Indian;  the  other  was 
the  learning  of  the  European.  The  refined  spiritual 
beliefs  of  the  settler  tinctured  his  medicine  even  as 
some  empirical  knowledge  tinctured  the  crude 
spirit  medicine  of  the  savage. 

The  lore  of  the  Indian  was  the  ancient  spiritual- 
istic medicine  which  was  the  inevitable  development 
of  all  untutored  people.  Under  its  philosophy, 
disease  was  the  result  of  the  machinations  of  malign 
supernatural  creatures  and  of  magic.  The  essence 
of  the  medicinal  treatment  was  psychotherapy.  But 
it  extended  to  include  a crude  surgery  which  was 
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too  often  turned  to  mutilation  rather  than  repair, 
an  especially  robust  physiotherapy,  a hygiene  of 
taboos,  an  education  in  the  priestly  medicine  and  a 
drug  therapy  which  included  the  herbs— even  to 
hemlock  buds  for  scurvy— and  animal  flesh  and  oil. 
It  is  this  drug  therapy  which  has  survived  in  our 
memory  as  the  famous  Indian  remedies  sold  in  our 
boyhood  by  the  peddler  and  the  street  corner 
faker  and  it  is  a therapy  different  mainly  in  its 
principles  from  that  of  Galen. 

The  learning  of  European  medicine  which  the 
colonists  brought  with  them  was  a branch  from  that 
main  stream  of  the  enormously  ancient  spiritualistic 
medicine  possessed  by  the  Indian.  The  medicine  of 
the  Indian  was  no  different  in  principle  from  that 
of  the  ancient  but  civilized  Egyptians  and  of  the 
Greeks  up  to  some  2,000  years  before  the  days  of 
our  colonies. 

At  that  time  the  new  stream  branched  from  the 
old.  It  started  with  the  separation  of  medicine  from 
religion  at  the  hands  of  the  Grecian  philosophers 
and  the  equally  important  separation  of  the  philoso- 
phers from  medicine  by  the  physicians  whom  we 
revere  under  the  name  of  Elippocrates.  It  was  a 
medicine  in  which  man  sought  to  work  out  his 
salvation  on  earth  by  bis  own  observations  and 
reasonings.  It  is  the  stream  of  medicine  which  we 
follow  today;  it  is  now  wide  and  deep  but  mainly  its 
width  and  depth  have  come,  not  from  new  philoso- 
phies but  from  well  springs  of  factual  knowledge 
arisen  long  since  the  period  with  which  I deal.  In 
the  time  of  the  Connecticut  colonists  the  philosophy 
of  medicine  was  different  from  that  of  the  savage 
but  any  advantage  of  this  difference  to  the  patient 
was  perhaps  greater  in  principle  than  in  fact.  The 
factual  medical  knowledge  was  pitifully  meager.  It 
carried  with  it  much  of  the  flotsom  of  the  Middle 
Ages. 

You  will  recall  that  it  was  less  than  a century 
before  the  colonists  settled  in  Connecticut  that 
Vesalius  founded  modern  anatomy;  that  it  was  in 
the  same  period  that  Pare  raised  surgery  from  a 
trick  of  barbers,  executioners  and  mountebanks  to 
at  least  a manual  art  from  which,  for  want  of  inter- 
est, it  then  declined.  Forty  years  before  the  colo- 
nists, Elarington,  the  godson  of  Queen  Eizabeth, 
invented  the  water  closet— which  certainly  no  colo- 
nist of  Connecticut  ever  saw.  Seventeen  years  before 
the  colonists,  the  first  edition  of  the  London  Phar- 
macopoeia was  printed.  And  only  7 years  before 
the  colonists,  Harvey  published  his  discovery  of  the 
circulation  of  the  blood. 


1 he  colonial  physician  had  something  of  the 
philosophy  of  Hippocrates.  He  had  the  gentle  herb 
therapy  of  Galen  cautiously  accentuated  here  and 
there  with  the  harsher  mineral  medicaments  of 
Paracelsus.  He  had  some  fairly  sound  knowledge 
of  anatomy  from  the  heritage  of  Vesalius;  he  had  a 
little  of  the  common  sense  in  surgery  from  Pare  and 
his  followers;  and  he  had  a smattering,  no  more,  of 
the  sciences  that  were  generating  in  the  universities 
of  Europe. 

It  was  not  so  much  in  useful  knowledge  as  in  his 
attitude  and  behavior  that  the  colonial  doctor  dif- 
fered from  most  physicians  of  Europe.  Across  the 
ocean,  too  often  the  little  knowledge  was  over- 
compensated by  a show  of  charlatanism  which,  in 
coming  years,  Moliere  was  to  ridicule  in  France. 
Fortunately,  unlike  the  physicians  whom  Moliere 
goaded  with  his  barbed  pen,  the  doctors  of  Con- 
necticut had  no  appreciative  audiences  for  medical 
theorization.  Life  was  hard;  and  it  was  serious.  The 
doctor  here  had  no  opportunity  to  over-compensate 
for  his  lack  of  knowledge  by  the  extravagant  attire 
and  arrogant  manners  of  many  of  the  English  prac- 
titioners of  his  time.  Connecticut  of  that  day  was 
hardly  the  place  for  such  ostentation. 

Far  more  often  than  not  the  colonial  physician 
did  not  attend  a medical  school— there  was  none  in 
this  country  until  well  into  the  1 8th  century.  Some 
young  men  went  back  to  Europe  for  their  medical 
education  but  most  learned  their  healing  by  appren- 
ticeship and  got  their  grant  to  practice  on  applica- 
tion to  the  General  Court.  The  apprentice  lived  at 
the  doctor’s  house,  he  cared  for  his  horse  and  rolled 
his  pills.  He  read  what  few  books  were  in  the  doc- 
tor’s library.  But  his  real  training  was  gained  when 
he  rode  with  the  doctor  on  visits  to  his  patients. 

I here  at  the  bedside  the  older  man  pointed  out  the 
symptoms  of  disease  and  indicated  the  treatment.  As 
they  rode  from  one  home  to  the  next,  they  discussed 
the  case  and  there  was  plenty  of  time  for  both  dis- 
cussion and  thought.  It  was  clinical  instruction. 
And  it  was  instruction  by  doctors  who  had  those 
characteristics  common  to  the  people  of  Connecti- 
cut. From  it,  to  paraphrase  a quotation  I used  earlier, 
there  came  a medicine  without  notoriety  and  public 
attitude;  a medicine  intended  to  secure  benefit  with- 
out attracting  needless  attention;  and  a medicine 
applied  as  intensely  and  as  vigorously  as  possible 
when  action  seemed  necessary  and  promising. 

A moment  ago  I drew  a contrast  between  the 
medicine  of  the  Indian  and  the  medicine  of  the 
colonial  physician.  My  words  were  general— let  me 
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now  make  them  specific  with  two  examples,  both 
from  writers  of  the  period  with  which  T deal. 

The  first  is  Lawson’s  description  of  an  Indian 
medicine  man  in  therapeutic  action.  He  says:  “As 
soon  as  the  doctor  comes  into  the  cabin,  the  sick 
person  is  set  on  a mat  or  skin  stark  naked  except  for 
some  trifle.  In  this  manner  the  patient  lies  when  the 
conjurer  appears  and  the  king  of  that  nation  comes 
to  attend  him  with  a rattle  made  of  a gourd  with 
peas  in  it.  This  the  king  delivers  into  the  doctor’s 
hand  whilst  another  brings  a bowl  of  water  and  sets 
it  down.  Then  the  doctor  begins  and  utters  some 
words  very  soft;  afterward  he  smells  the  patient’s 
naval  and  belly;  and  sometimes  scarifies  him  a little 
with  a flint,  or  an  instrument  made  of  rattlesnake 
teeth  for  this  purpose;  then  he  sucks  the  patient  and 
gets  out  a mouthful  of  blood  and  serum— which  he 
spits  in  the  bowl  of  water.  1 hen  he  begins  to  mutter 
and  talk  apace,  and  at  last  cuts  capers  and  claps  his 
hands  on  his  breeches  and  sides  till  he  gets  into  a 
sweat,  so  that  a stranger  would  think  that  he  was 
running  mad,  now  and  then  sucking  the  patient- 
still  continuing  his  grimaces  and  antic  postures  . . . 
At  last  you  will  see  the  doctor  all  over  of  a dripping 
sweat  and  scarcely  able  to  utter  one  word,  having 
quite  spent  himself;  and  then  he  will  cease  for 
awhile,  and  so  begin  again  till  he  comes  in  the  same 
pitch  of  raving  and  seeming  madness  as  before;  all 
this  time  the  sick  body  never  so  much  as  moves, 
although  doubtless  the  lancing  and  sucking  must  be 
a great  punishment  to  them.  ...  At  last  the 
conjurer  makes  an  end,  and  tells  the  patient’s  friends 
whether  the  patient  will  live  or  die;  and  then  one 
that  waits  at  this  ceremony  takes  the  blood  away— 
and  buries  it  in  the  ground  in  a place  unknown  to 
anyone  but  he  that  inters  it.” 

Now,  as  a contrast,  let  me  recount  in  a few 
words,  and  again  in  quotation,  this  time  from  Gov- 
ernor Winslow  in  the  “Good  News  from  New 
England,”  the  treatment  of  Massasoit  by  Winslow 
himself.  He  says: 

“When  we  came  thither  we  found  the  house  so 
full  of  men  as  we  could  scarcely  get  in;  though  they 
used  their  best  diligence  to  make  way  for  us.  They 
were  in  the  midst  of  their  charms  for  him,  making 
such  a hellish  noise,  as  to  distemper  us  that  were 
well.” 

Winslow  finally  made  his  way  through  the  mill- 
ing Indians  to  the  chief’s  side  and  offered  help.  1 he 
chief  nodded.  “And,”  says  Winslow,  “having  a con- 
fection of  many  comfortable  conserves,  etc.;  on  the 
point  of  my  knife  I gave  him  some;  which  I could 


scarcely  get  through  his  teeth.  When  it  was  dis- 
solved in  his  mouth,  he  swallowed  the  juice  of  it 
whereat  those  that  were  about  him  much  rejoiced 
saying,  he  had  not  swallowed  anything  in  two  days 
before.  I then  desired  to  see  his  mouth  which  was 
exceedingly  furred;  and  his  tongue  swelled  in  such 
a manner,  as  it  was  not  possible  for  him  to  eat  such 
meat  as  they  had,  his  throat  being  stopped  up.  Then 
I washed  his  mouth  and  scraped  his  tongue;  and  got 
abundance  of  corruption  out  of  the  same.  . . . 

Then  he  desired  to  drink;  I dissolved  some  of  the 
confection  in  water  and  gave  him  thereof.  Within 
an  hour,  this  wrought  a great  alteration  in  him;  in 
the  eyes  of  all  that  beheld  him.” 

Winslow  then  sent  back  to  the  colony  for  chicken 
broth  and  such  physic  as  the  surgeon  “durst” 
administer. 

I do  not  wish  to  leave  the  impression  that  the 
simple  nursing  of  Winslow,  which  was  good  medi- 
cine and  was  mingled,  no  doubt,  with  a fervent 
prayer,  was  wholly  representative  of  the  practices 
of  the  period.  The  colonial  doctor,  especially  of 
rhe  1 8th  century,  had  a great  fondness  for  the  lancet 
and  bled  his  patients  on  the  slightest  provocation. 
He  was  an  adept  at  concocting  shotgun  prescrip- 
tions and  he  sometimes  had  a grim  confidence  in 
boiled  or  calcined  toads,  decoctions  of  sow  bugs 
and  nauseating  and  horrible— but  impressive— reme- 
dies in  general.  Later  also  there  came  to  the  towns 
some  practitioners  of  less  sterling  character  than  the 
early  doctors,  a feature  which  contributed  toward 
the  needs  of  standards  in  ethics,  education  and 
licensing  and  was  one  of  the  contributing  forces 
toward  the  founding  of  medical  societies. 

In  mv  philosophizing  on  the  characteristics  of 
our  early  physicians,  I have  left  myself  no  time  for 
the  men  themselves.  You  will  find  them  listed  in  the 
scholarly  Connecticut  medical  bibliography  by  Dr. 
Steiner  in  the  recent  publication  of  this  society,  The 
Heritage  of  Connecticut  Medicine.  Nor  have  1 
touched  upon  the  gradual  changes  that  came  in  the 
medicine  of  Connecticut  with  the  growth  of 
European  medicine  in  the  1 8th  century,  with  the 
collection  of  books  in  this  country,  with  the  growth 
of  cities  here,  with  the  greater  culture  of  our  doc- 
tors as  life  became  less  primitive,  but  more  com- 
plex. And  I have  said  nothing  of  the  contribution 
of  our  doctors  to  that  war  which  marked  the  close 
of  the  colonial  period.  I have,  as  I said  in  the  begin- 
ning, tried  only  to  define  something  of  the  early 
forces  which  have  left  indelibly  their  mark  upon  the 
medicine  of  Connecticut. 
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The  151st  Annual  Meeting 

On  the  occasion  of  the  Centennial  Celebration  of 
the  New  Haven  Medical  Association  on  January  6, 
1903,  Sir  William  Osier  spoke  these  words:  “The 
well  conducted  medical  society  should  represent  a 
clearing  house,  in  which  every  physician  of  the  dis- 
trict would  receive  his  intellectual  rating  and  in 
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which  he  would  find  out  his  professional  assets  and 
liabilities.  We  doctors  do  not  ‘take  stock’  often 
enough,  and  are  very  apt  to  carry  on  our  shelves, 
out-of-date  goods.  The  society  helps  to  keep  a man 
‘up  to  the  times’  and  enables  him  to  refurnish  his 
mental  shop  with  the  latest  wares.  Rightly  used,  it 
may  be  a touch-stone  to  which  he  can  bring  his 
experiences  to  the  test  and  save  him  from  falling  into 
the  rut  of  a few  sequences.  It  keeps  his  mind  open 
and  receptive,  and  counteracts  that  tendency  to 
premature  senility  which  is  apt  to  overtake  a man 
who  lives  in  a routine.”  In  surveying  the  program 
for  our  151st  annual  meeting  one  has  a feeling  that 
the  writer  of  the  above  words  would  have  been  in 
accord  with  the  objectives  of  our  Program  Com- 
mittee in  presenting  to  our  members  a program  so 
well  suited  to  their  needs  at  this  time.  In  certain 


essentials,  it  differs  from  that  of  previous  years  for 
it  places  a distinct  emphasis  on  the  affairs  of  the 
Society  as  an  organization  as  well  as  on  the  clinical 
aspects  of  medicine.  We  congratulate  the  Com- 
mittee in  this  forward  looking  viewpoint,  for  never 
before  in  our  lifetime  has  medicine  faced  a more 
indistinct  future  in  its  social  relationships.  What- 
ever that  future  may  hold,  it  is  certain  that  it  will 
bring  changes  to  each  of  us  in  the  conduct  of  clini- 
cal practice,  for  which  we  should  endeavor  to  be 
somewhat  prepared.  Such  preparation  can  best  come 
about  through  the  free  discussion  of  at  least  those 
problems  which  appear  capable  of  some  solution.  A 
most  important  one  at  this  time  is  the  question  of 
prepaid  medical  insurance,  and  this  subject  xvill  be 
presented  at  our  meeting  by  those  whose  words 
may  be  regarded  as  authoritative.  The  clinical  side 
of  the  progam  has  b\T  no  means  been  neglected  and 
both  the  general  program  and  the  section  meetings 
present  subjects  which  appear  to  be  of  unusual  in- 
terest. Our  many  guest  speakers  have  been  carefully 
chosen  and  the  list  is  an  impressive  one.  The  Society 
owes  a deep  obligation  to  the  generosity  of  these 
men  who  come  to  us  in  these  trying  and  very  busy 
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imes.  The  best  way  of  showing  our  appreciation 
vill  be  for  each  of  us  to  make  every  effort  to  be  in 
ttendance  at  these  meetings. 

Our  members  do  not  need  to  be  reminded  that 
The  Connecticut  State  Medical  Society  is  “their” 
iociety.  It  is  doubtful  if  there  is  a single  member 
vho  by  some  way  or  another  during  the  past  year 
las  not  been  in  some  personal  contact  with  some  of 
he  far  reaching  activities  of  our  central  organiza- 
ion  as  represented  by  our  Officers  and  our  Council. 
Therefore,  let  us  through  further  cooperation  give 
hese  men  the  support  which  their  continued  and 
inselfish  efforts  so  richly  deserve. 

The  Knight  United  States  Army  General 
Hospital 

Our  frontispiece  shows  a reproduction  of  Curtis’ 
Irawing  of  the  New  Haven  Hospital  during  the 
ime  of  the  Civil  War.  From  1862  to  1865  the  hos- 
pital building  and  grounds  were  used  by  the  Gov- 
ernment and  the  regular  civilian  work  was  carried 
m in  temporary  quarters  on  Whalley  Avenue. 
\mong  the  25,340  soldiers  treated  during  that  time 
rhere  were  but  185  deaths  and  of  these  11  were 
accidental.  At  the  time  of  the  establishment  of  the 
nilitary  hospital  Dr.  Jonathan  Knight,  one  of  the 
ncorporators  of  the  New  Haven  Hospital,  was  still 
ictive  in  the  hospital  and  the  new  project  was  named 
for  him. 

The  "Available”  Physician  and  die  War 

In  the  great  total  war  in  which  we  are  now  en- 
gaged it  becomes  clear  that  certain  groups  of  citi- 
zens whose  training  and  education  normally  con- 
tribute to  social  welfare  have  now  become  of  utmost 
importance  to  the  war  effort.  The  medical  profes- 
sion represents  the  outstanding  group  of  this 
character  and  that  its  members  realize  this  is  wit- 
nessed by  the  fact  that  42,000  of  their  number  are 
already  serving  with  our  soldiers  and  sailors  by  their 
voluntary  action.  Their  right  to  make  such  volun- 
tary action  in  a time  of  war  is  unique  for  no  other 
group  in  the  nation  has  been  given  this  privilege. 
This  great  number  of  our  physicians  now  serving  as 
medical  officers  is  a fine  tribute  to  the  ideal  of  serv- 
ice that  characterizes  our  American  doctors  but 
still  the  demand  for  physicians  to  care  for  our  armed 
forces  is  not  yet  satisfied.  That  such  demand  is  of 
urgent  necessity  must  be  plain  to  anyone  who 
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realizes  the  size  of  these  forces  which  will  be 
required. 

In  a recent  editorial  in  the  Journal  of  the  Ameri- 
can Medical  Association  it  was  pointed  out  that 
much  of  the  present  delay  in  the  medical  officer 
program  was  due  to  a lack  of  applications  for  com- 
mission from  the  urban  areas  of  our  eastern  sea- 
board. Our  own  state  was  mentioned  as  one  of  four 
that  up  to  the  present  time  have  not  approximated 
their  desired  quota.  This  is  by  no  means  the  fault 
of  the  Procurement  and  Assignment  Service,  the* 
very  existence  of  which  rests  basically  upon  the 
right  of  voluntary  action  of  the  physician.  It  is  the 
duty  of  this  organization  to  use  every  means  to 
protect  this  right  and  it  is  its  duty  also  to  insure 
adequate  medical  service  for  the  civil  population. 
It  is  on  this  latter  basis  that  rests  the  question  of 
availability  or  non  availability  of  our  physicians  for 
military  service.  Such  selection  is  made  by  the  mem- 
bers of  the  Connecticut  Committee  for  Procure- 
ment and  Assignment  by  no  means  haphazardly  or 
inadvertently,  but  by  careful  and  mature  considera- 
tion of  the  facts  in  each  individual  case.  The  decision 
of  this  committee  therefore  should  be  of  essential 
aid  to  the  physician  for  it  should  serve  to  make  his 
decision  for  voluntary  service  far  clearer  than  would 
otherwise  be  the  case. 

To  the  physician  under  45  who  has  been  thus 
declared  available  and  who  has  not  taken  advantage 
of  the  opportunity  of  applying  for  a commission 
now  has  come  a time  for  sober  thought.  He  must  be 
mindful  that  hundreds  of  thousands  of  citizens  will 
enter  the  armed  services  as  enlisted  men  during  the 
next  few  months  and  that  there  will  be  little  con- 
sideration for  dependency.  This  means  that  his  status 
as  an  independent  citizen  will  change.  If  he  wishes 
to  maintain  the  privilege  still  accorded  him  as  a 
physician  this  can  be  insured  with  certainty  only  by 
applying  for  a commission  without  delay.  If  this  is 
not  done  there  is  no  doubt  that  like  the  rest  of  his 
fellow  citizens  he  will  become  subject  to  the  dis- 
position of  the  Selective  Service.  When  this  occurs 
the  matter  passes  completely  out  of  the  hands  of  the 
Committee  which  has  been  endeavoring  to  cooperate 
with  him  in  securing  an  officer’s  commission.  He  is 
now  under  the  jurisdiction  of  the  Selective  Service. 
Under  a recent  ruling  he  will  be  subject  not  only  to 
the  usual  induction  procedure  but  will  be  required 
to  take  the  basic  four  months  training  before  he  may 
be  considered  for  a commission  as  a medical  officer. 
In  one  nearby  state  this  actually  has  happened  to 
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some  physicians  who  did  not  apply  for  commissions 
in  time  to  avoid  the  dilemma. 

Finally,  the  physician  who  has  been  declared  avail- 
able for  service  should  realize  that  the  voluntary 
program  which  is  still  open  to  him  has  been  success- 
ful solely  because  other  physicians  have  voluntarily 
entered  service  in  sufficient  numbers  to  meet  the 
needs  of  the  armed  forces.  He  should  be  reminded 
also  that  each  of  us  possesses  the  right  of  voluntary 
action  only  so  long  as  Our  Nation  can  depend  upon 
such  action  for  support  in  a national  crisis. 

Medical  Examiners  and  Coroners 

At  the  request  of  the  Editors , Judge  Charles  E. 
Clark  of  the  United  States  Court  of  Appeals  presents 
the  following  editorial  comment  on  the  article  by 

Dr.  A.  R.  Moritz  appearing  in  this  issue. 

Dr.  Moritz  has  stated  with  clarity  and  force  a 
real  problem  which  should  engage  the  attention  not 
only  of  law  enforcing  officials,  but  of  the  public  gen- 
erally. Readers  of  the  slick  detective  story  where 
Scotland  Yard  helps  the  provincial  police  to  make 
the  kill  may  perhaps  be  surprised  to  know  that  in 
this  country  close  by  metropolitan  centers  are  com- 
munities with  essentially  no  crime  detecting  service 
worthy  of  the  name.  Here  is  a tip  to  crime  authors: 
the  cruder  the  means  of  disposition  of  the  victim, 
the  safer  may  be  the  villain.  For  a blow  with  a stone 
is  easily  an  accident;  while  a stab  by  a pearl  handled 
dagger  might  possibly  arouse  the  interest  of  the 
state’s  attorney  and  his  all  too  meager  staff  to  make 
the  serious  investigation  which  the  circumstances 
demand. 

Of  course,  the  medical  examiner  is  only  part  of 
the  problem.  Discussion  usually  centers  about  the 
coroner,  that  historic  official  whose  authority  in 
Norman  England  was  great,  but  who  now,  as  one 
commentator  puts  it,  offers  a curious  combination 
of  “power,  obscurity,  and  irresponsibility.”  Thus,  in 
this  state,  notwithstanding  his  ancient  history,  and 
considerable  statutory  authority,  his  powers  and 
duties  have  hardly  ever  been  the  subject  of  comment 
in  the  reported  decisions.  Seemingly  he  steps  com- 
pletely out  of  the  picture  of  actual  criminal  adjudi- 
cation. The  usual  argument  of  reform  is  that  the 
office  of  coroner  be  abolished,  and  the  medical  ex- 
aminer substituted  therefor,  as  in  Massachusetts 
since  1877,  New  York  City  and  New  Jersey  with 
seemingly  excellent  results.  While  our  coroners, 
being  appointed  by  the  judges,  are  not  so  deeply  in 
politics  as  are  those  of  some  states,  yet  agitation  for 


abolition  of  the  office  has  been  constant,  although 
so  far  without  result. 

A major  problem  such  as  this  cannot  be  settled  by 
armchair  theorizing.  One  may  perhaps  suggest, 
however,  that  attack  on  either  the  coroner  or  the 
medical  examiner  is  as  limited  in  point  of  view  as  it 
has  generally  been  useless  in  practical  effect.  A sub- 
stantially irresponsible  medical  examiner  is  as  in- 
effective as  a coroner  who  has  no  vital  and  respon- 
sible place  in  a consistent  plan  of  law  enforcement. 
What  is  needed  is  an  integrated  system  of  crime  con- 
trol. Dr.  Moritz  suggests  that  control  might  be  with 
the  attorney-general  of  the  state— a system  which 
apparently  has  worked  well  elsewhere.  But  with  us, 
our  attorney-general  is  a political,  elective  official, 
whose  function  is  only  as  the  state’s  lawyer.  It  would 
probably  be  difficult  to  renovate  him  into  the  state’s 
chief  law  enforcing  agent.  Here  the  state’s  attor- 
neys of  each  county  seem  the  agencies  to  be  devel- 
oped, with  increased  staffs  and  perhaps  a central 
office  and  control  to  operate  throughout  the  state. 
They  are  now  the  state’s  effective  law  enforcing 
arm.  Being  appointed  by  the  Superior  Court  judges, 
they  are  not  the  professional  politicians  of  other 
states.  If  their  work  is  thus  integrated  and  expanded, 
the  coroner  may  perhaps  prove  to  be  a useful  part 
of  their  staff  and  thus  survive  elimination.  The  need 
for  the  medical  expert,  whether  called  medical  ex- 
aminer or  something  else,  is,  of  course,  clear. 

Selective  Service  Compliments  the  Medical 
Profession 

“Selective  Service  is  much  impressed  with  the 
devotion  and  patriotism  of  its  examining  physicians 
and  dentists,”  writes  Colonel  L.  G.  Rowntree,  Chief 
of  the  Medical  Division  of  Selective  Service.  “As 
you  no  doubt  know,”  he  goes  on  to  sav,  “these 
professional  men  in  Selective  Sendee  are  making 
the  preliminary  examination  of  registrants  who  are 
to  be  inducted  into  all  branches  of  the  military 
service.  This  represents  a national  service  of  great 
magnitude  and  importance.” 

National  Headquarters  of  the  Selective  Service 
System  recently  issued  Medical  Circular  No.  3,  con- 
taining the  regulations  for  physical  examination  by 
the  examining  physician,  to  be  used  as  a guide  “to 
the  end  that  all  selectees  will  be  physically  exam- 
ined and  processed  locally  in  like  manner.”  In  this 
circular  General  Hershey,  Director  of  Selective 
Service,  expresses  “to  the  examining  physicians  and 
dentists  of  the  Selective  Service  System,  the  appre- 
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ciation  of  this  Headquarters  for  their  loyal  and 
valuable  professional  service  which  has  proved  of 
the  utmost  importance  in  helping  the  Nation  to 
meet  its  wartime  needs.” 

The  purpose  of  Medical  Circular  No.  3 obviously 
is,  as  it  states,  “to  call  attention  to  the  present  regu- 
lations dealing  with  the  character  of  the  examina- 
tion and  to  the  occasional  mistakes  on  the  part  of 
the  local  board  examining  physicians  which  have 
been  due  largely  to  failure  to  adhere  strictly  to  the 
regulations.  In  some  instances  registrants  have  been 
forwarded  to  recruiting  and  induction  stations  with 
only  one  leg,  with  a draining  urinary  fistula,  or  with 
marked  deformities  of  advanced  Pott’s  Disease.”  It 
would  seem  superfluous  to  remind  examining  physi- 
cians that  to  be  effective  the  preliminary  examina- 
tion of  the  registrant  must  be  in  the  nude  and  must 
be  made  only  by  a physician.  To  meet  the  present 
needs,  Selective  Service  has  revised  the  regulations, 
pertaining  to  this  preliminary  physical  examination, 
and  the  List  of  Defects.  It  has  also  listed  these  de- 
fects, deficiencies,  disorders,  and  diseases  which, 
though  not  manifest  in  character,  do  nevertheless 
disqualify  registrants,  if  properly  certified  by  affi- 
davit (See  Section  623.33,  Selective  Service  Regula- 
tions). 

Coming  at  this  time  when  the  preliminary  daily 
physical  examination  is  getting  to  be  a chore  un- 
attended by  the  glamour  of  a new  procedure,  the 
expressed  appreciation  of  General  Hershey  and  of 
Colonel  Rowntree  is  doubly  welcome.  Selective 
Service  has  shown  its  confidence  in  its  examining 
physicians  by  adopting  this  preliminary  physical 
examination.  To  ensure  the  success  of  this  program 
enthusiastic  acceptance  by  the  examining  physicians 
has  been  and  continues  to  be  essential.  There  are 
many  tasks  which  go  to  make  tip  our  war  effort 
these  days  and  from  which  the  glamour  has  been 
worn  off.  Some  of  these  can  be  accomplished  only 
by  physicians  whose  daily  round  of  toil  seems 
already  more  than  can  be  borne.  To  become  en- 
thusiastic over  the  performance  of  this  present  type 
of  screening  examination  may  seem  to  some  hypoc- 
risy, and  yet  there  are  physicians  who  consider  it  a 
privilege  to  participate  in  what  they  term  a refresher 
course  which  is  making  them  more  alert  and  is 
developing  their  senses  of  sight,  hearing,  and  touch 
in  the  detection  of  physical  defects.  To  find  some- 
thing of  merit  in  every  task,  no  matter  how  routine, 
adds  to  the  glory  of  the  job  and  makes  the  all  war 
effort  that  much  easier. 


Office  Treatment  of  Mild  Depression 

Dr.  Vera  M.  Behrendt  skillfully  brings  to  the 
practicing  physician  certain  technics  which  may  be 
used  to  aid  patients  who  are  experiencing  what  is 
called  a mild  depressive  state.  It  seems  inevitable  that 
such  conditions  may  become  more  frequent  in  our 
population  when  we  consider  the  states  of  fatigue 
to  which  they  may  be  subjected  by  the  pressures  of 
our  all  out  war  effort.  The  author  properly  empha- 
sizes that  such  treatment  by  the  physician  cannot 
be  of  haphazard  design.  Furthermore  it  must  be 
appreciated  that  in  the  individual  case  the  difficulties 
may  be  so  great  as  to  demand  the  services  of  the 
trained  psychiatrist.  The  difficulty  of  evaluating 
lives  other  than  our  own  was  once  voiced  by 
William  James.  “We  are  practical  beings,”  he  wrote, 
“each  of  us  with  limited  functions  and  duties  to  per- 
form. Each  is  bound  to  feel  intensely  the  importance 
of  his  own  duties  and  the  significance  of  the  situa- 
tions that  call  these  forth.  But  this  feeling  is  in  each 
of  us  a vital  secret,  for  sympathy  with  which  we 
vainly  look  to  others.  The  others  are  too  much  ab- 
sorbed in  their  own  vital  secrets  to  take  an  interest 
in  ours.  Hence  the  stupidity  and  injustice  of  our 
opinions,  so  far  as  they  deal  with  the  significance  of 
alien  lives.  Hence  the  falsity  of  our  judgments,  so 
far  as  they  presume  to  decide  in  an  absolute  way  on 
the  value  of  other  persons’  conditions  or  ideals.” 

To  a largely  neglected  part  of  the  field  of  general 
therapy  Dr.  Behrendt  brings  an  important  and 
timely  message. 

The  Quality  of  Man  Power 

Under  this  title  in  a recent  issue  of  Medical  Care, 
Dr.  John  P.  Peters  of  New  Haven  has  some  thought- 
ful things  to  say.  Dr.  Peters  has  for  a long  time  been 
critical  of  the  economics  and  soundness  of  competi- 
tive practice  on  a fee-for-service  basis  and  his  ob- 
servations on  this  subject  have  had  a considerable 
audience  if,  however,  not  a wide  acceptance.  In  his 
present  contribution  some  of  his  statements  are 
worthy  of  sober  consideration,  for  they  well  express 
a good  deal  of  the  medical  thought  in  the  minds  of 
many  students  of  these  problems.  What  he  has  to 
say  about  the  tendency  of  medical  practice  toward 
institutionalism  is  reflected  in  the  following:  “Re- 
cent advances  of  medicine  in  the  United  States  can- 
not be  attributed  to  our  system  of  private  practice; 
the  practitioner  is  playing  continuously  less  part  in 
the  progress  of  medicine  and  is  being  driven  more 
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and  more  into  a purely  derivative  position  because 
this  system  of  practice  does  not  afford  time  or 
opportunity  for  study  and  investigation.  These 
activities  require  highly  organized  facilities  and 
associations.  They  are  being  conducted  almost  en- 
tirely by  full  time  salaried  workers  in  institutions.  It 
is  imperative  that  they  be  augmented,  not  curtailed. 
A discovery  that  increases  the  effectiveness  of  medi- 
cine is  worth  more  to  the  health  of  the  civilian  and 
military  population  than  a host  of  distributing  hands. 
These  investigations  should  not  be  limited  to  the 
obvious  problems  of  military  warfare.  Morbidity 
and  mortality  from  usual  peacetime  causes  do  not 
cease  during  the  war,  and  create  as  great  disability 
and  disorganization  as  battle  casualties.  . . . If 

the  quality  of  medicine  is  to  be  maintained  or  im- 
proved, steps  should  be  taken  to  establish  experi- 
ments in  the  practice  of  medicine  along  exemplary 
lines.  This  could  be  best  accomplished  by  the  insti- 
tution of  well  balanced  groups  within  the  integrated 
facilities  about  hospitals  in  industrial  and  rural  com- 
munities. The  best  existing  hospital,  public  and 
private,  as  well  as  medical  schools,  should  be  utilized 
for  this  purpose,  and  strengthened  if  and  so  far  as 
they  can  be  adapted  to  such  a program  and  can  meet 
the  standards  for  qualification.  In  order  that  per- 
sonnel of  high  quality  may  be  procured,  payment 
in  these  groups  should  be  by  salary,  proportioned  to 
the  value  of  the  services  rendered  and  generous 
enough  to  attract  and  retain  talent.  Prepayment  sys- 
tems should  be  established  for  those  of  the  popula- 
tion who  can  afford  to  pay  for  their  own  care; 
subsidies  for  the  needy.  Philanthropy  is  too  uncer- 
tain an  instrument  to  meet  the  demands  of  such  a 
critical  situation.  . . . The  idea  that  social  ex- 

perimentation and  reorganization  aimed  to  increase 
efficiency  should  wait  until  the  war  is  ended  is  un- 
realistic in  the  extreme.  Efficiency  was  never  so 
urgently  needed  as  it  is  in  this  critical  period.” 

In  these  statements  Dr.  Peters  expresses  in  a force- 
ful manner  a development  for  medicine  which  is 
largely  reasonable  and  probably  correct.  If  anyone 
doubts  this  trend  in  medical  practice  he  should  con- 
sider the  great  number  of  our  own  Society  members 


who  in  civil  life  already  are  working  on  a part  time 
or  full  time  salary  basis.  However,  it  is  fair  to  Dr 
Peters  and  to  our  readers  to  state  that  he  attribute 
a great  lack  of  progress  to  what  he  terms  the  dis- 
position of  organized  medicine  to  resist  any  changt 
in  the  present  method  of  practice.  We  have  no  desire 
to  enter  the  lists  with  him  on  this  score,  althoug! 
we  are  convinced  that  no  one  can  justify  this  sweep- 
ing statement.  Medicine  has  been  organized  as  h|s 
no  other  social  group  since  before  the  time  of 
Hippocrates,  and  the  position  that  she  now  holds, 
the  public  and  private  interests  that  she  now  pro- 
tects, and  the  standards  which  govern  the  mass  of 
her  adherents  have  only  come  about  because  the 
men  of  medicine  worked  together  in  cooperative 
effort.  All  through  the  history  of  time  the  brother- 
hoods, the  guilds,  the  societies  have  expressed  the 
good  will  and  interest  of  the  physician.  All  physi- 
cians share  this  heritage.  Dr.  Peters  is  a stimulating 
writer  and  in  his  present  essay  there  is  much  with 
which  we  are  in  agreement.  One  thing  is  certain  and 
that  is  medicine  can  always  profit  by  thoughtful  and 
even  sharp  criticism,  especially  by  those  within  her 
own  family. 

"Social  Betterment” 

The  order  of  the  day  seems  to  be  the  launching 
of  plans  for  radical  change  in  our  social  system 
under  the  guise  of  social  betterment,  but  we  would! 
do  well  to  hesitate  before  giving  approval  to  efforts 
which  promise  too  much  “uplift.”  History  has 
shown  that  put  into  actual  operation  many  of  such 
utopian  schemes  have  in  effect  created  an  opposite 
result  to  that  which  was  intended  by  their  well- 
meaning  sponsors.  In  our  own  time  we  have  expe- 
rienced one  disastrous  and  even  dangerous  experi- 
ment of  this  kind  in  the  Prohibition  Era.  It  is  a good 
time  to  remind  ourselves  that  over  the  years  our 
democratic  society  has  been  definitely  and  success- 
fully progressive  and  at  present  by  no  means  is  at 
the  standstill  that  many  of  the  starry-eyed  would 
have  us  believe.  Many  self  appointed  mourners 
lament  the  decadence  of  our  democratic  system,  but 
we  do  not  need  to  be  told  that  this  same  system 
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IF  YOU  HAVE  NO  PRIORITY  for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention— a bandage  scissor,  or  an  x-ray 
machine— call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,” 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 
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today  is  doing  no  mean  job  in  an  all  out  war  against 
social  systems  opposite  to  our  own. 

Ill  defined  though  it  may  be,  there  is  an  American 
Way  of  which  we  are  all  conscious  and  which  each 
of  us  shares.  What  we  are  apt  to  forget  is  that  it 
has  been  socially  progressive  for  the  most  part  in  the 
healthy,  if  apparently  slow,  manner  that  occurs  only 
in  true  social  advance.  In  any  consideration  of  such 
social  problems  we  would  do  well  to  pay  sincere 
attention  to  the  words  of  two  of  the  greatest  stu- 
dents of  social  affairs  that  this  hemisphere  has  yet 
produced  and  who,  incidentally,  were  both  clergy- 
men. “Then  again,”  wrote  Ralph  Waldo  Emerson, 
“do  not  tell  me  as  a good  man  did  today,  of  my 
obligation  to  put  all  poor  men  in  good  situations. 
Are  they  my  poor?  I tell  thee  thou  foolish  phil- 
anthropist that  I grudge  thee  the  dollar,  the  dime, 
the  cent  I give  to  such  men  as  do  not  belong  to  me 
and  to  whom  I do  not  belong.  There  is  a class  of 
persons  to  whom  by  all  spiritual  affinity  I am  bought 
and  sold;  for  them  I will  go  to  prison  if  need  be; 
but  your  miscellaneous  popular  charities;  the  educa- 
tion at  college  of  fools;  the  building  of  meeting- 
houses to  the  vain  end  of  which  many  now  stand; 
alms  to  sots,  and  the  thousand-fold  Relief  Societies;— 
though  I confess  with  shame  I sometimes  succumb 
and  give  the  dollar,  it  is  a wicked  dollar,  which  by 
and  by  1 shall  have  the  manhood  to  withhold.”  And 
to  William  Graham  Sumner  we  can  also  listen  to 
words  of  rare  wisdom.  “I  therefore  maintain,”  he 
wrote,  “that  it  is  at  the  present  time  a matter  of 
patriotism  and  civic  duty  to  resist  the  extension  of 
State  interference.  It  is  one  of  the  proudest  results 
of  political  growth  that  we  have  reached  the  point 
where  individualism  is  possible.  Nothing  could 
better  show  the  merit  and  value  of  the  institutions 
which  we  have  inherited  than  the  fact  that  we  can 
afford  to  play  with  all  these  socialistic  and  semi- 
socialistic  absurdities.  They  have  no  great  import- 
ance until  the  question  arises:  Will  a generation 
which  can  be  led  away  into  this  sort  of  frivolity  be 
able  to  transmit  intact  institutions  which  were  made 
only  by  men  of  sterling  thought  and  power,  and 
which  can  be  maintained  only  by  men  of  the  same 
type?  . . . The  only  question  at  this  point  is: 

which  may  we  better  trust,  the  play  of  free  social 
forces  or  legislative  and  administrative  interference? 
This  question  is  as  pertinent  for  those  who  expect 
to  win  by  interference  as  for  others,  for  whenever 
we  try  to  get  paternalized  we  only  succeed  in  get- 
ting policed.” 


If  we  consider  the  immediate  problem  in  socio- 
medical relationships  that  faces  the  medical  profes- 
sion in  Connecticut  we  have  every  reason  to  con- 
gratulate ourselves  in  the  restraint  that  has  been 
shown  in  the  matter  of  adopting  a system  of  prepay- 
ment medical  insurance.  Because  of  this  conservative 
attitude  the  committee  to  study  this  subject  has 
been  enabled  to  make  a careful  and  highly  profitable 
study  of  many  such  schemes,  some  of  which  have 
been  launched  with  great  buoyancy  only  to  end  in 
disaster  or  near  disaster.  It  stands  without  question 
that  as  physicians  we  should  be  vitally  interested  in 
cooperating  with  sound  measures  aimed  at  the  pub- 
lic good.  Furthermore,  that  such  cooperation  should 
extend  to  participation  in  sound  and  equable  medical 
insurance  for  the  individual  seems  a right  policy 
provided  it  is  approached  in  the  beginning  on  a 
modest  scale.  But  even  here  we  should  be  warned 
not  to  expect  too  much  in  the  way  of  real  social 
advance. 

Whenever  we  are  faced  with  problems  having  to 
do  with  social  betterment,  we  should  never  forget 
Sumner’s  profound  words  concerning  the  “for- 
gotten man.”  They  are  ever  worth  repeating.  He 
said,  “The  type  and  formula  of  most  schemes  of 
philanthropy  or  humanitarianism  is  this,  A and  B 
put  their  heads  together  to  decide  what  C shall  do 
for  D.  The  radical  vice  of  all  these  schemes,  from  a 
sociological  point  of  view,  is  that  C is  not  allowed 
a voice  in  the  matter,  and  his  position,  character  and 
interests,  as  well  as  the  ultimate  effects  on  society 
through  C’s  interests,  are  entirely  overlooked.  I shall 
call  C the  Forgotten  Man.”  For  American  Medicine 
the  lesson  is  readily  apparent. 

Social  Security  and  World  Peace 

Fouis  H.  Pink,  president  of  the  Associated  Hos- 
pital Service  of  New  York,  will  be  one  of  the  speak- 
ers at  the  annual  meeting  of  the  State  Medical 
Society  to  be  held  this  month  in  New  Haven.  Mr. 
Pink  will  bring  to  this  Society  a wealth  of  experi- 
ence gained  from  his  former  position  as  superin- 
tendent of  insurance  of  the  State  of  New  York,  as 
well  as  from  his  present  position  with  Associated 
Hospital  Service  of  New  York.  Voluntary  and 
compulsory  health  insurance  programs  are  upper- 
most in  the  minds  of  the  medical  profession  and  the 
laity  alike  these  days,  since  the  Beveridge  Plan  was 
proposed  in  England  and  our  own  government  has 
expressed  its  interest  in  an  expansion  of  Social 
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Security  in  this  country.  As  Mr.  Pink  writes  in  his 
article  on  “The  American  Society  and  the  ‘Bever- 
idge Plan’  ” which  appears  elsewhere  in  this  issue, 
“Security  must  be  based  first  of  all  upon  a different 
kind  of  world.  . . . Are  we  not  getting  the 

cart  before  the  horse?  ” 

Francis  Gallo  Prisoner  of  War 

Captain  Francis  Gallo,  MC-AUS,  Winsted,  Con- 
necticut, reported  missing  in  action  in  the  African 
theater  of  war,  is  now  known  to  be  in  an  Italian 
prison  camp. 

Captain  Gallo  was  born  in  Sicily  in  1910,  received 
his  b.s.  degree  from  St.  Bonaventure  College,  and 
his  m.d.  from  Jefferson  Medical  College  in  1934. 
He  served  an  interneship  at  the  Chester  Hospital, 
Chester,  Pennsylvania,  was  licensed  to  practice 
medicine  in  Connecticut  in  1935,  and  was  in  practice 
in  Winsted  when  he  joined  the  Army,  and  became  a 
member  of  the  State  Medical  Society  in  1937. 

Word  has  recently  been  received  from  Captain 
Gallo  that  he  was  not  wounded  prior  to  his  capture, 
as  had  been  reported,  and  that  he  is  receiving  good 
food,  thanks  to  the  work  of  the  International  Red 
Cross. 

The  following  editorial  from  the  Hartford 
Courant  is  reprinted  because  it  presents  the  problem 
in  unmistakable  language. 

Scraping  the  Manpower  Barrel 

The  Manpower  Commission  and  the  House  of 
Representatives  have  been  busy  with  the  Selective 
Service  Act.  A few  days  ago  the  Commission  revised 
the  draft  regulations  so  as  to  call  married  men  with- 
out children  into  the  service  as  soon  as  possible  and 
to  defer  married  men  with  children  as  long  as  pos- 
sible. Manpower  Commissioner  McNutt  gave  little 


hope  that  many  in  the  latter  group  could  hope  to 
remain  out  of  the  service  long  after  July  1. 

The  House  turned  to  the  Selective  Service  Act 
with  some  amendments  setting  forth  the  order  of 
induction  based  on  dependency.  As  finally  passed 
by  the  House  the  only  major  difference  between  the 
bill  before  it  and  the  new  regulations  of  the  Man- 
power Commission  is  that  the  bill  forbids  the  indue-  | 
tion  of  men  by  classes.  On  the  whole,  there  is  not 
much  to  be  said  for  congressional  interference  with 
the  administration  of  the  draft  law.  True,  there  has 
been  much  confusion  due  to  the  juggling  of  classi- 
fications. But  Congress  will  only  add  to  it,  without 
much  chance  of  eliminating  inequity  through 
political  action. 

The  plain  truth  of  the  draft  situation  is  that  the 
bottom  of  the  manpower  barrel  must  be  scraped. 
The  Army  and  the  Navy  want  10,800,000  men  bv 
the  end  of  this  year.  Between  the  ages  of  eighteen 
and  thirty-eight  there  are  20,000,000  men.  Of  these 
only  14,000,000  are  physically  fit,  according  to 
General  Hershey.  Over  half  of  these  14,000,000  are 
already  in  the  services.  Of  those  not  in  the  services 
now,  3,200,000  are  exempt  by  law.  Take  that  num- 
ber from  the  14,000,000  originally  available  and  the 
needed  number  of  10,800,000  is  left.  Plainly,  every 
physically  able  man  between  the  ages  of  18  and  38, 
whether  married  or  not,  with  or  without  depend- 
ents, must  bear  arms. 

The  Manpower  Commission  and  the  Congress 
agree  on  the  order  of  calling  men,  but,  on  present 
figures,  the  question  for  the  individual  is  not  one  of 
going  into  the  services,  but  of  when.  The  manpower 
barrel  is  going  to  be  scraped  clean  by  January,  1944. 

Major  Townsend  Promoted 

Word  has  just  been  received  of  the  promotion  of 
Major  Wilmot  C.  Townsend,  Hartford,  to  Lieuten- 
ant Colonel,  M.C.,  U.S.A.  Lt.  Col.  Townsend  is  now 
stationed  at  New  Orleans,  La. 


PROFESSIONAL  HEADACHES:  Few  medical  men  can  run 

an  office  without  an  occasional  headache.  N®  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 


(SEE  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 


ANNUAL  MEETING  OF  TEIE  HOUSE  OF  DELEGATES 

The  1943  annual  meeting  of  the  House  of  Delegates  will  be  held  at  the  New  Haven  Medical  Association, 
364  Whitney  Avenue,  New  Haven,  on  Tuesday,  May  25,  commencing  at  10:30  o’clock. 

Members  of  the  House  will  be  the  guests  of  the  Society  at  luncheon  at  1 :00  o’clock. 

Detailed  Agenda  for  the  meeting  will  be  distributed  to  the  Officers  of  the  Society,  the  members  of  the 
Council  and  Delegates  officially  elected  from  County  Associations. 

Roy  L.  Leak,  President 
Creighton  Barker,  Secretary 


House  of  Delegates  Program 

10:00  a.  m.  Registration 

10:30  a.  m.  House  of  Delegates  Executive  Session 
The  President,  Roy  L.  Leak,  presiding 

1:00  P.  M. 

Luncheon 

Members  of  the  House  of  Delegates  and  Officers 
and  Committee  Chairmen  will  be  guests  of  the 
Society 

2:00  p.  m.  House  of  Delegates  reconvenes 

Round  Table  Discussion  of  Prepaid 
Medical  Service,  James  R.  Miller,  pre- 
siding 

Louis  H.  Pink,  Esq.,  President  of 
the  Associate  Hospital  Service  of 
New  York;  formerly  Commis- 
sioner of  Insurance  of  the  State 
of  New  York 

Lester  H.  Perry,  Executive  Direc- 
tor of  the  Pennsylvania  Prepaid 
Medical  Service  Plan 
Matthew  A.  Reynolds,  Esq., 
Counsel  and  member  of  the  Board 
of  Directors  of  the  Connecticut 
Plan  for  Hospital  Care 
John  C.  Blackall,  Esq.,  Commis- 
sioner of  Insurance,  State  of  Con- 
necticut 

James  C.  McCann,  President  of 
the  Massachusetts  Medical  Service 
4:  30  p.  m.  House  of  Delegates  Executive  Session 


Reports  of  Committees 

Annual  reports  of  the  Society’s  committees  are 
published  in  this  issue  of  the  Journal.  The  reports 
of  a few  officers  and  committees  that  are  omitted 
will  be  be  published  in  the  Agenda  for  the  meeting, 
or  read  before  the  House  of  Delegates. 

Council  Meeting 

The  monthly  meeting  of  the  Council  was  held 
on  April  2.  Important  on  the  agenda  of  the  meeting 
was  the  appointment  of  a subcommittee  of  the 
Council  consisting  of  Dr.  Miller,  Dr.  1 horns  and 
Dr.  Landry,  which  will  confer  with  the  Society’s 
Committee  on  Hospitals  and  representatives  of  the 
Connecticut  Hospital  Association  in  an  endeavor  to 
outline  a plan  whereby  the  intern  staffs  for  the  hos- 
pitals in  smaller  communities  in  the  State  may  be 
maintained. 

Dr.  Paul  C.  Barton,  Associate  Executive  Officer  of 
the  Procurement  and  Assignment  Service,  Washing- 
ton, met  with  the  Council  and  discussed  at  length 
the  recruitment  of  medical  officer  candidates  from 
Connecticut.  The  present  response  of  officer  candi- 
dates from  this  State  is  not  meeting  the  requirements 
of  the  War  and  Navy  Departments  and  the  Council 
considered  carefully  new  means  for  voluntary  re- 
cruitment before  physicians  are  faced  with  induc- 
tion through  the  Selective  Service. 

Food  Allotments  for  Hospitals 

Dear  Dr.  Barker: 

OPA  General  Ration  Order  No.  5 is  attached  with 
Section  11.6  indicated.  This  is  “supplemental  allot- 
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ments  for  hospitals”  and  defined  very  clearly  the 
way  in  which  hospitals  obtain  additional  food  re- 
quirements. 

In  a practical  way  the  only  thing  the  hospital 
needs  to  do  is  to  determine  reasonably  the  additional 
rationed  foods  required,  express  it  in  cases,  cans,  and 
points  and  make  application  on  a Form  R-315. 

This  office  is  deeply  concerned  with  the  welfare 
of  hospitals  and  will  appreciate  your  assistance  in 
securing  widespread  distribution  of  this  information. 

Very  truly  yours, 

Ivan  W.  Burdick, 

Food  Rationing  Officer 

Sec.  11 .6.  Supplemental  allotments  for  hospitals. 

(a)  An  institutional  user  who  operates  a hospital  or 
other  establishment  engaged  in  the  care  and  treat- 
ment of  the  sick  may  apply  for  a supplemental  allot- 
ment of  a rationed  food,  if  needed  to  meet  the  diet- 
ary requirements  of  the  persons  living  and  receiving 
care  there.  Application  must  be  made  to  the  board 
on  OPA  Form  R-315.  It  must  contain  a statement 
by  the  physician  in  charge  of  the  establishment 
showing  the  reason  why  a supplemental  allotment 
is  required  and  the  additional  amount  of  the  rationed 
food  needed  for  that  purpose. 

(b)  The  board  shall  grant  a supplemental  allot- 
ment in  the  amount  which  it  finds  necessary  to  meet 
the  dietary  requirements  of  the  persons  living  and 
receiving  care  in  the  establishment. 

(c)  An  institutional  user  who  has  received  a 
supplemental  allotment  under  this  section  must  re- 
port at  the  end  of  the  allotment  period  in  which  it 
was  granted,  the  amount,  if  any,  which  was  not 
used  for  such  purpose  during  that  period.  That 
amount  shall  be  treated  as  excess  inventory. 

Physicians  Recommended  for  License 

The  Connecticut  Medical  Examining  Board  has 
announced  the  names  of  successful  candidates  at  the 
March  examinations  given  by  this  Board.  The  fol- 
lowing have  been  found  qualified  to  practice  medi- 
cine in  Connecticut. 


BY  WRITTEN  EXAMINATION 

Mary  M.  Allen,  West  Hartford 
Leo  Amarant,  Winsted 
Isabelle  Blum,  Washington,  D.  C. 

John  J.  Gager,  Bozrah 

Charles  M.  Grossman,  New  Haven 

Ernst  Junginger,  Philadelphia 

Rolf  Katzenstein,  New  Haven 

Joseph  F.  Keeley,  Bridgeport 

Jeno  Kelenien,  Greenwich 

Irving  H.  Krall,  Hartford 

Frank  E.  Each,  New  Haven 

Frank  S.  Marino,  Hartford 

Philip  A.  Marinoff,  New  Haven 

Vincent  D.  O’Neil,  Concord,  New  Hampshire 

Andrew  P.  Owens,  Bridgeport 

Marion  L.  Robbins,  New  Haven 

Paul  Rousseau,  Norwalk 

Frank  E.  Smith,  Jr.,  New  York  City 

Paul  Sutton,  New  York  City 

Frank  Tortora,  New  Haven 

Maurice  Tulin,  Hartford 

OSTEOPATH  LICENSED  TO  PRACTICE  MEDICINE 

Robert  G.  Nicholl,  Greenwich 

ON  BASIS  OF  ENDORSEMENT  OF  CREDENTIALS  AND  ORAL 
EXAMINATION 

Louis  C.  Acquarulo,  New  Haven 

John  J.  Boland,  Pittsfield,  Massachusetts 

Robert  N.  Creadick,  New  Haven 

Alphonse  F.  Gencarelli,  New  Haven 

Weaver  O.  Howard,  New  York  City 

Carl  T.  Kirchmaier,  West  Hartford 

Lome  A.  MacLean,  Concord,  New  Hampshire 

Rhoda  U.  Musgrave,  Greenwich 

Robert  W.  Nevin,  New  London 

Gerald  W.  Pelteson,  Columbus,  Ohio 

Alexander  N.  Riskin,  Collinsville 

W.  Leslie  Smith,  West  Hartford 

Lyman  J.  Spire,  Stamford 

Diodato  Villamena,  Hartford 

Irving  Waltman,  Hartford 
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MEDICINE  AND  THE  WAR 


Army’s  1943  Recruiting  Program  Will 
Require  6,900  Physicians 

The  1943  recruiting  program  of  the  Surgeon 
General  of  the  Army  calls  for  the  commissioning  of 
6,900  physicians  and  approximately  3,000  hospital 
interns  and  residents,  it  is  reported  in  The  journal 
of  the  American  Medical  Association  for  March  1 3 
in  an  outline  of  the  new  procedure  of  processing 
physicians,  dentists  and  veterinarians  for  the  Army. 
The  program  also  calls  for  the  commissioning  of 
4,800  dentists  and  900  veterinarians. 

Physicians  will  be  procured  from  the  following 
twenty  states  and  the  District  of  Columbia:  Cali- 
fornia, Colorado,  Connecticut,  Illinois,  Iowa,  Mary- 
land, Massachusetts,  Minnesota,  Missouri,  Nebraska, 
Nevada,  New  Hampshire,  New  Jersey,  New  York, 
Ohio,  Oregon,  Pennsylvania,  Rhode  Island,  Ver- 
mont and  Wisconsin. 

The  following  states  have  already  contributed 
more  physicians  to  the  armed  forces  than  the  sum 
of  their  1942  and  1943  quotas  and  will  not  be  called 
on  to  furnish  any  more  physicians,  except  interns 
and  residents  and  except  special  cases  for  specific 
position  vacancies,  during  1943:  Alabama,  Arizona, 
Delaware,  Georgia,  Idaho,  Kentucky,  Louisiana, 
Mississippi,  New  Mexico,  North  Carolina,  South 
Carolina,  Tennessee,  Texas,  West  Virginia  and 
Wyoming. 

It  is  stated  that  at  present  there  will  be  no  pro- 
curement of  physicians,  except  interns  and  residents 
and  in  special  cases  for  specific  position  vacancies, 
in  those  states  not  listed  above.  There  will  be  no 
procurement  of  dentists,  except  special  cases  for 
specific  position  vacancies,  in  the  following  sixteen 
states:  Alabama,  Arizona,  Arkansas,  Delaware, 

Florida,  Georgia,  Kentucky,  Louisiana,  Mississippi, 
New  Mexico,  North  Carolina,  Oklahoma,  South 
Carolina,  Tennessee,  Texas  and  Virginia. 

At  the  present  time  there  are  no  restrictions  on 
the  recruiting  of  veterinarians. 

In  the  instructions  issued  by  the  Army  it  is  pointed 
out  that  the  Surgeon  General  has  discontinued  all 
medical  officer  recruiting  boards  and  that  under  the 
new  procurement  program  no  physician,  dentist  or 
veterinarian  will  be  commissioned  in  the  armed 


forces  of  the  United  States  until  lie  has  been  declared 
“available”  by  the  Procurement  and  Assignment 
Service  of  the  War  Manpower  Commission. 

In  each  state  the  Procurement  and  Assignment 
Service  has  set  up  three  state  chairmen:  medical, 
dental  and  veterinary.  Each  of  these  prepares  a 
monthly  quota  list  of  physicians,  dentists  and  vet- 
erinarians who  are  apparently  suitable  and  who  are 
available,  for  commissioning  in  the  Army  of  the 
United  States.  This  list  is  submitted  to  the  central 
office  of  the  Procurement  and  Assignment  Service 
which  sends  a communication  inviting  such  indi- 
viduals to  apply  for  service  with  the  armed  forces. 
On  the  reply  card  enclosed  with  the  invitation  the 
individual  states  his  preference  for  the  Army,  Navy 
or  Medical  Department  of  the  Air  Forces.  These 
reply  cards  are  sent  by  the  potential  applicants  to 
the  state  chairmen  of  the  Procurement  and  Assign- 
ment Service  who  in  turn  submit  lists  of  such  poten- 
tial applicants  to  the  Officer  Procurement  Service  of 
the  Army. 

On  receipt  of  such  lists  the  officer  procurement 
district  office  contacts  the  potential  applicant  and 
arranges  for  an  interview  regarding  a commission. 

Applicants  will  be  requested  by  the  officer  pro- 
curement district  office  to  complete  all  papers  and 
take  all  steps  required  of  them  within  fourteen  days 
of  the  date  of  such  request.  If  this  is  not  complied 
with,  a report  thereon  will  be  transmitted  by  the 
officer  procurement  district  office  to  the  state  chair- 
man of  the  Procurement  and  Assignment  Service. 

Fiic  decision  as  to  the  grade  and  appointment  to 
be  recommended  for  each  candidate  rests  with  the 
Surgeon  General,  not  with  the  Officer  Procurement 
Service. 

Journal  Says  Physicians  Must  Volunteer 
From  Larger  Cities 

Young  available  physicians  in  the  large  cities  of 
the  country,  particularly  in  those  of  the  eastern  sea- 
board, whose  failure  to  volunteer  has  caused  a lag 
in  the  procurement  of  medical  officers  for  the  armed 
forces,  should  be  called  before  the  bar  of  public- 
opinion,  The  Journal  of  the  American  Medical 
Association  for  March  27  declares  in  an  editorial. 
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The  Journal  says: 

“At  a recent  meeting  in  Washington  of  the 
Directing  Board  of  the  Procurement  and  Assign- 
ment Service  for  Physicians,  Dentists  and  Veteri- 
narians with  the  Officer  Procurement  Service  of  the 
United  States  Army  and  with  representatives  of 
other  governmental  agencies,  evidence  was  clearly 
set  forth  that  the  procurement  of  medical  officers 
for  the  armed  forces  is  lagging.  The  responsibility 
rests  unquestionably  on  the  failure  of  young  avail- 
able physicians  in  the  large  cities  of  the  country, 
particularly  those  of  the  eastern  seaboard,  to  volun- 
teer. Officers  of  the  medical  societies  of  New  York, 
Massachusetts  and  Connecticut  were  present  and 
the  situation  was  placed  before  them.  The  rural 
areas  of  the  United  States  have  contributed  doctors 
not  only  up  to  such  quotas  as  were  assigned  to  them 
but  in  many  instances  well  beyond  these  quotas;  it 
is  simply  impossible  to  anticipate  that  they  will 
make  a further  contribution  at  this  time.  In  the 
meantime,  New  York,  Brooklyn,  Boston  and  some 
of  the  larger  communities  in  the  states  of  Connecti- 
cut, New  Jersey,  Pennsylvania  and  California  have 
failed  even  to  approximate  their  quotas. 

“ I he  needs  of  the  armed  forces  for  physicians 
during  1943  are  well  defined.  The  number  of  physi- 
cians to  be  expected  from  recent  graduates,  interns 
and  those  now  holding  residencies  has  been  deter- 
mined. Beyond  this  number  at  least  six  thousand 
more  physicians  must  come  from  the  civilian  popu- 
lation. I he  Procurement  and  Assignment  Service 
for  Physicians,  Dentists  and  Veterinarians  has  de- 
vised a technic  which  involves,  first,  a determina- 
tion of  the  availability  of  the  physician  concerned 
or  his  essentiality  for  any  civilian  position  which  he 
occupies;  second,  notification  of  the  physician  of 
his  availability  and  a request  that  he  appear  before 
his  local  procurement  board;  third,  a notification  of 
the  Selective  Service  Board  of  the  fact  that  the 
physician  concerned  is  considered  available  and  that 
he  has  failed  to  volunteer,  d hus  far  pressure  beyond 
this  has  not  been  exercised.  I here  remains,  however, 
the  mobilization  of  the  pressure  of  public  opinion. 

In  some  instances  physicians  have  declared  flatly 
to  representatives  of  the  Procurement  and  Assign- 
ment Service  and  the  Officer  Procurement  Service 
that  they  do  not  wish  to  volunteer  and  that  they 
will  not  volunteer.  When  it  is  known  to  other  physi- 
cians in  the  community  that  a physician  under  38 
years  of  age,  declared  available  bv  the  Procurement 
and  Assignment  Service,  refuses  to  volunteer  in  this 
time  of  the  nation’s  need,  when  many  an  older 


physician,  frequently  with  innumerable  obligations, 
has  given  up  his  home,  his  practice  and  the  respon- 
sibilities of  years  to  participate  in  this  war,  the  pub- 
lic has  a right  to  know  that  the  younger  physician 
is  not  willing  to  do  his  part.  Certainly  the  Procure- 
ment and  Assignment  Service  should  consider  the 
possibility  at  this  advanced  stage  of  the  war  effort 
of  making  public  through  the  state  medical  journals 
not  only  the  names  of  those  who  are  already  par- 
ticipating in  the  war  but  also  the  names  of  those 
who  have  been  declared  available  and  have  not 
themselves  ever  indicated  a willingness  to  partici- 
pate. Let  them  be  called  before  the  bar  of  public 
opinion!  ” 

WERS  War  Emergency  Radio  Service 

T he  Office  of  Civilian  Defense  and  the  Federal 
Communications  Commission  are  now7  making  avail- 
able an  important  protection  aid,  the  War  Emer- 
gency Radio  Service.  WERS  is  a new  system  of 
two  way  radio  communication  for  the  use  of 
Civilian  Defense  and  other  defense  forces  in  local 
areas,  and  can  be  set  up  only  by  specific  authoriza- 
tion of  the  Federal  Communications  Commission. 
It  has  a range  of  approximately  ten  miles;  it  can 
reach  many  points  simultaneously;  it  is  virtually 
impossible  to  put  the  new  system  out  of  action;  it 
can  reach  defense  forces  in  motion. 

In  the  case  of  hospitals,  it  is  crucial  to  know 
during  a raid  exactly  what  beds  are  available  and 
what  operating  rooms  are  free  in  the  casualty  re- 
ceiving hospitals  of  a community  and  to  direct 
casualties  rapidly  to  available  facilities.  If  telephones 
go  out  the  control  center  can  still  keep  a complete 
picture  of  the  hospital  situation  by  W ERS.  It 
represents  a communication  asset  whose  value  is 
written  in  terms  of  saved  lives. 

Pennant  to  Identify  Vehicles  in  Blackout 

A uniform  system  of  identification  of  emergency 
vehicles  to  enable  them  to  operate  during  real  or 
practice  air  raid  alarms  was  announced  by  the  Office 
of  Civilian  Defense  in  Operations  Letter  No.  111, 
which  is  a supplement  to  Operations  Letter  No.  97. 

The  primary  identifying  device  is  a white  pen- 
nant measuring  18  inches  along  each  side  with  a 6 
inch  basic  Civilian  Defense  insigne;  that  is  the 
letters  CD  in  red  inside  a white  triangle  superim- 
posed on  a red  circle.  The  pennant  is  to  be  attached 
to  the  left  front  portion  of  the  vehicle. 

To  identify  emergency  motor  vehicles  at  night, 
the  Operations  Letter  further  prescribes  a headlight 
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mask  to  be  used  over  the  right  headlamp.  This  mask 
may  be  made  of  any  opaque  material  that  can  be 
easily,  quickly,  and  securely  fastened  to  the  head- 
lamp. It  is  intended  for  use  where  blackout  regula- 
tions permit  the  use  of  headlights;  in  coastal  dimout 
areas  it  should  be  used  in  conjunction  with  dimout 
equipment.  The  design  of  the  mask  embodies  the 
“CD”  insigne  i/2  to  3 inches  in  diameter  in  green. 

Vehicles  entitled  to  use  the  emergency  identifica- 
tion include  (a)  vehicles  of  the  armed  forces  of  the 
United  States  or  of  her  allies  or  other  vehicles  act- 
ing under  orders  or  traveling  with  permission  there- 
of; (b)  vehicles  of  fire  departments  and  govern- 
mental police  agencies;  (c)  ambulances  and  rescue 
cars  and  other  vehicles  converted  to  such  use  in 
emergency  services;  (d)  public  utility  repair 
vehicles  operating  in  emergency  service;  (e)  vehicles 
in  emergency  service  as  defined  by  State  Civilian 
Defense  authorities. 

Use  of  the  pennants  and  masks  described  was 
made  mandatory  for  the  16  States  and  the  District 
of  Columbia  in  the  Eastern  Defense  Command  in 
an  administrative  order  issued  by  the  Director  of 
Civilian  Defense  in  accordance  with  the  new  Air 
Raid  Protection  Regulations  which  went  into  effect 
February  17.  1 he  Operations  Letter  recommends 
that  all  States  adopt  the  definition  of  emergency 
motor  vehicles  and  the  methods  of  identification 
prescribed.  Although  many  States  have  already 
adopted  different  methods  of  identifying  emergency 
motor  vehicles,  it  was  urged  that  all  States  adopt 
the  new  devices.  It  was  pointed  out  that  a uniform 
system  is  particularly  important  in  order  that  emer- 
gency motor  vehicles  which  may  be  crossing  State 
lines  may  not  face  unnecessary  interference. 

Nurses’  Aides  for  Army  Hospitals 

Volunteer  Nurses’  Aides  trained  under  the  joint 
program  of  the  Office  of  Civilian  Defense  and  the 
American  Red  Cross  may  now  be  used  in  Army- 
hospitals,  according  to  announcements  from  the 
two  agencies. 

The  Surgeon  General  of  the  Army  has  requested 
this  service,  and  the  sponsoring  agencies  have  rec- 
ommended that  Nurses’  Aides  be  assigned  to  Army 
general  or  station  hospitals  on  request  of  the  Com- 
manding Officer  of  the  hospital.  1 he  Aides  must 
receive  their  training  in  civilian  hospitals  as  hereto- 
fore, however,  and  service  in  Army  hospitals  must 
not  interfere  with  supplying  Aides  to  civilian  hos- 
pitals and  health  agencies  both  now  and  in  the  event 


of  enemy  action,  according  to  Medical  Circular  No. 
28,  issued  by  Dr.  George  Baehr,  Chief  Medical 
Officer,  Office  of  Civilian  Defense. 

This  proposed  extension  of  the  services  of  Nurses’ 
Aides  emphasizes  the  need  for  increased  effort  in 
recruitment  in  localities  which  have  not  yet  par- 
ticipated in  the  program,  the  Circular  pointed  out. 

Changes  in  Medical  Officers 

Dr.  A.  William  Reggio,  Boston,  recently  State 
Chief  of  Emergency  Medical  Service  for  Massa- 
chusetts, has  been  appointed  Regional  Medical 
Officer  for  the  First  Civilian  Defense  Region,  suc- 
ceeding Dr.  Dudley  A.  Reekie.  Dr.  Reggio,  a 
graduate  of  Harvard  Medical  School,  was  formerly 
an  instructor  in  surgery  at  Harvard  Medical  School; 
assistant  visiting  surgeon,  Massachusetts  General 
Hospital,  and  consulting  surgeon  at  the  Massa- 
chusetts Eye  and  Ear  Infirmary.  The  First  Region 
includes  the  new  England  States. 

Transportation  Plans  for  Civilian  Defense 

Transportation  for  casualties  from  scenes  of 
disaster  to  hospitals  and  for  injured  persons  or  other 
patients  removed  from  Casualty  Receiving  Hos- 
pitals to  Emergency  Base  Hospitals  are  included  in 
plans  for  emergency  transport  service  during  war 
disasters,  described  in  recent  Operations  Letters 
issued  by  the  Office  of  Civilian  Defense. 

Plans  for  local  transportation  are  centered  in  the 
Transport  Officer  of  the  U.  S.  Citizens  Defense 
Corps.  It  is  the  duty  of  the  Transport  Officer  to 
maintain  inventories  of  local  equipment  that  can  be 
used  by  the  various  emergency  services  of  the  Citi- 
zens Defense  Corps,  and  he  is  responsible  for  organi- 
zation, training,  and  supervision  of  volunteer  drivers’ 
units.  Such  equipment  may  include  passenger  cars, 
station  wagons,  motorcycles,  ambulances,  and  other 
private  vehicles.  The  instructions  provide,  however, 
that  ambulances  and  cars  or  trucks  used  as  impro- 
vised ambulances,  with  their  drivers,  should  be 
assigned  regularly  to  the  Emergency  Medical  Serv- 
ice and  be  under  its  direction. 

Through  joint  action  of  the  Office  of  Defense 
Transportation  and  the  Office  of  Civilian  Defense, 
concurred  in  by  the  War  and  Navy  Departments, 
local  commercial  motor  vehicles,  including  taxi- 
cabs and  trucks  of  small  operators,  which  are  now 
under  the  jurisdiction  of  the  Office  of  Defense 
Transportation,  have  been  released  to  and  also  are 
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available  to  the  Transport  Officer  for  local  service  in 
case  of  war  emergency.  He  may  make  use  of  such 
vehicles  immediately,  without  application  to  the 

ODT. 

For  transport  facilities  needed  outside  the  local 
area,  such  as  might  be  required  for  evacuation  of 
civilians  or  for  transfer  of  injured  persons  to  Emer- 
gency Base  Hospitals  in  other  cities  or  rural  areas, 
the  OCD  and  the  ODT  are  cooperating  in  the  or- 
ganization of  motor  transport  units  in  the  larger 
common,  contract,  and  private  motor  carriers  of  the 
critical  areas  of  the  country.  These  units,  which  will 
be  trained  in  convoy  service,  will  be  provided  by 
the  ODT  on  request  of  the  local  Commander  of  the 
Citizens  Defense  Corps  through  the  State  Trans- 
port Officer  and  proper  ODT  district  managers. 
ODT  is  at  present  developing  an  organization  in  the 
critical  areas  of  the  country  under  which  its  district 
managers  will  make  contact  with  the  local  Trans- 
port Officers  to  make  certain  that  each  community 
is  organized  to  function  under  the  plan. 

Operations  Letter  No.  1 14,  issued  March  3,  which 
describes  the  above  arrangements,  urges  cooperative 
planning  between  the  Citizens  Defense  Corps  and 
such  agencies  as  the  American  Red  Cross,  the 
Women’s  Defense  and  Ambulance  Corps,  and  local 
or  State  automobile  associations  or  clubs,  in  order 
that  several  agencies  may  not  seek  to  mobilize  the 
same  equipment  and  drivers  independently,  but  may 
do  so  in  cooperation.  It  is  pointed  out,  for  instance, 
that  most  local  Red  Cross  chapters  have  permanent 
transportation  committees  to  provide  motor  trans- 
port facilities  for  disaster  relief.  By  cooperative 
planning,  such  facilities  can  be  made  available  also 
to  the  Citizens  Defense  Corps. 

The  Venereal  Disease  Problem 

“While  the  fight  against  the  venereal  diseases  is 
going  better  in  the  present  war  than  it  did  in  the 
first  World  War,  it  is  not  going  well  enough,  and 
the  loss  to  the  armed  forces  will  be  colossal  unless 
civilians  do  their  part  much  better,”  Dr.  Walter 
Clarke,  executive  director  of  the  American  Social 
Hygiene  Association  said  recently  in  making  public 
the  Association’s  Annual  Report  for  1942. 

“ 1 he  Federal  government  has  announced  its  in- 
tention of  building  the  armed  forces  up  to  10,800,- 
000  men,”  Dr.  Clarke  said.  “If  a venereal  disease  rate 
only  one-half  that  of  the  first  World  War  is 
achieved,  about  378,000  of  these  men  will  acquire 
syphilis  or  gonorrhea  each  year.  If  the  infected  men 


lose  on  the  average  only  one-half  the  time  lost  by 
first  World  War  victims,  the  loss  will  total  7,560,000 
man  days  per  year.  This  figure  is  equivalent  to 
2 1 ,000  men  out  of  service,  and  a burden  to  the  medi- 
cal facilities  of  the  armed  forces  for  one  full  year. 

“\\  here  will  these  378,000  men  become  infected? 
Every  one  of  them  will  be  infected  in  civilian  com- 
munities which  allow  prostitutes,  and  promiscuous 
women  and  girls  to  spread  disease  to  soldiers,  sailors, 
marines,  and  coast  guardsmen.  It  is  perfectly  pos- 
sible to  prevent  a large  part  of  this  waste  if  civilian 
communities  will  use  the  scientific  weapons— legal, 
medical,  social,  and  educational— which  are  available. 

“A  smoothly  operating  national  team  composed 
of  the  Army,  Navy,  Public  Health  Service,  Social 
Protection  Section  of  the  Federal  Security  Agency, 
and  the  American  Social  Hygiene  Association  is 
working  day  and  night  on  this  vital  problem  of  war 
manpower.  1 he  work  of  the  Association,  which  is 
a participant  in  the  National  War  Fund,  is  illus- 
trated by  the  1942  Annual  Report  released  by  the 
Association  today.” 

In  the  report,  Dr.  Clarke  states  that  the  greatest 
achievement  during  the  past  year  is  the  obvious 
conversion  of  public  opinion  and  particularly  of  lay 
and  government  leaders  in  strategic  communities 
from  coast  to  coast  to  a realization  of  the  importance 
of  the  venereal  disease  fight  and  to  a belief  that  the 
conditions  which  lead  to  their  spread  can  and  must 
be  corrected.  The  report  warns  that  the  prostitu- 
tion interests  and  the  racketeers  are  not  yet  defeated 
and  that  the  fight  begun  so  successfully  is  not  yet 
won.  The  report  of  the  Association  calls  for  ex- 
panded activities,  constant  vigilance,  and  increased 
vigor  during  1943  as  our  armed  forces  grow  and 
our  war  industries  approach  peak  production. 

War  Problems 

“The  war  has  in  many  senses  been  tardy  in  de- 
ranging our  scheme  of  things”  says  Dr.  Ashford, 
writing  in  a recent  issue  of  Transactions  and  Studies 
of  the  College  of  Physicians , “but,”  he  goes  on  to 
say,  “we  realize  that  it  is  about  to  shatter  the  present 
structure,  and  we  must  adjust  our  procedure  to  new 
conditions. 

“In  the  first  place,  we  expect  that  ten  million 
Americans  will  be  in  the  military  services  within  a 
few  months,  which  means  that  50,000  doctors  will 
be  withdrawn  from  civil  life;  that  is  to  say,  more 
than  60  per  cent  of  the  doctors  in  the  active  period 
of  professional  life.  This  means,  also,  that  the  men 
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who  remain  to  care  for  more  than  90  per  cent  of 
the  National  population,  have  a tremendous  respon- 
sibility. I do  not  suggest  that  any  Governmental 
agency  is  indifferent  to  the  welfare  of  the  general 
civil  population,  but  it  is  manifest,  as  well  as  proper, 
that  the  primary  objective  of  the  Government  in 
wartime  must  be  the  support  of  the  armed  forces, 
and  the  medical  profession  must  therefore  expect  a 
certain  disregard  by  the  Government  of  the  prob- 
lems of  civil  life  and  must  meet  these  as  best  it  can. 

“The  great  burden  thus  thrown  upon  the  older 
members  of  our  profession  means,  among  other 
things,  that  there  will  be  a far  greater  need  for  the 
continued  education  of  the  ageing  and  reactivated 
block  of  our  profession,  and  at  the  same  time  de- 
creased opportunity  to  conduct  this  reeducation. 
This  decrease  in  opportunity  to  conduct  post  gradu- 
ate medical  training  arises  from  two  sources:  the 
absence  in  the  military  service  of  a high  proportion 
of  our  more  competent  instructors;  and  the  inabil- 
itv  of  the  over  worked  minority  left  in  practice  to 
find  time  or  strength  simultaneously  to  carry  on 
their  practice  and  attend  education  courses  and 
lectures. 

“Then,  it  must  be  borne  in  mind  that  the  relatively 
narrow  specialization  in  former  years  must  of  neces- 
sity be  temporarily  set  aside,  to  meet  the  broad  and 
heavy  requirement  of  public  need.  It  may  well  be 
that  the  surgeon,  who  now  performs  only  the 
special  surgery  of  his  chosen  field,  may  be  obliged 
to  resume  the  practice  of  general  surgery;  that  the 
heart  or  gastroenterologic  internist  may  have  to 
carry  on  a general  practice  of  medicine. 

“Finally,  we  must  always  remember  that  civilian 
populations  may  at  any  time  be  subjected  to  bomb- 
ing and  chemical  warfare. 

“From  the  foregoing,  it  is  apparent  that  three 
considerations  must  govern  the  educational  plans  of 
medical  associations: 

1 . That  programs  be  arranged  with  the  primary 
purpose  of  assisting  reactivated  physicians  to  resume 
practice  on  a present  day  basis;  specialists  to  under- 
take general  medical  or  surgical  work;  and  physi- 
cians, whose  basic  and  habitual  methods  date  back 
to  the  first  decade  of  this  unhappy  century,  to  learn 
the  procedures  of  1 943 - 

2.  That  all  men  in  civil  practice  be  taught  the 
present  methods  of  traumatic  surgery  and  the  treat- 
ment of  the  casualties  arising  from  chemical  warfare. 

3.  That  the  value  of  time  to  these  over  burdened 
men  must  be  appreciated  to  the  end  that  our  pro- 


grams be  on  the  target,  that  the  number  of  meetings 
be  materially  reduced  by  combined  or  joint  pro- 
grams; that  research,  theoretical,  academic,  histori- 
cal, and  cultural  programs  be,  for  the  time  being, 
subordinated  to  the  mighty  task  now  laid  upon  our 
shoulders.” 


(From  Review  of  World  Affairs,  London,  England) 

Medical  Troubles  in  Germany 

The  shortage  of  manpower  in  the  medical  world 
has  now  become  so  acute  that  the  training  of  nurses 
has  been  reduced  to  two  years,  and  that  of  doctors 
from  five  and  one-half  to  three  years;  even  further 
curtailment  is  being  considered. 

In  order  to  reduce  absence  from  industry  owing 
to  sickness,  consultation  hours  for  panel  patients 
have  had  to  be  arranged  in  large  munition  factories. 
As  a rule  treatment  of  patients  able  to  work  will 
now  be  given  by  doctors  attached  to  factories,  and 
not  by  the  individual’s  panel  doctor,  to  whom  he 
w ill  go  only  when  so  sick  as  to  be  unable  to  work. 

In  Saxony  a system  of  trained  health  wardens  has 
been  introduced.  Their  duty  is  to  set  a good  example 
in  matters  of  hygiene,  and  to  act  as  health  pioneers 
in  order  to  teach  people  preventive  measures,  and 
thus  it  is  hoped  to  reduce  sickness.  They  are  not 
responsible  for  any  treatment  in  case  of  actual 
illness. 

In  the  Ukraine 

German  law  is  now  in  force  in  this  section  of 
Russia.  All  the  Jewish  doctors  have  been  removed, 
which  means  the  disappearance  of  from  60  to  80  per 
cent  of  the  prewar  total.  There  is  a consequent 
grave  shortage  of  doctors.  The  illnesses  which  have 
caused  most  trouble  are  malaria  and  spotted  fever, 
but  the  number  of  cases  is  decreasing,  and  the  occu- 
pied forces  do  not  seem  to  have  been  affected. 
German  soldiers  and  officials  are,  however,  suffer- 
ing from  what  they  call  “Ukrainian  fever.”  This 
lasts  about  ten  days,  and  produces  some  pain  and 
rash. 

In  the  Baltic  States 

There  is  a serious  shortage  of  all  medicines,  partly 
due  to  the  heavy  requirements  of  military  hospitals, 
and  partly  to  the  export  of  medicinal  herbs  to 
Germany. 
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Doctors  and  Nurses  in  China’s  Northwest 
Now  Growing  Plants  that  Produce 
Needed  Drugs 

Doctors  and  nurses  in  China’s  vast  northwest 
territory,  surrounded  on  three  sides  by  Japanese 
armies,  have  been  forced  by  necessity  to  become 
farmers. 

Because  of  a crucial  shortage  of  drugs  such  as 
belladonna,  digitalis,  codein  and  morphine,  Chinese 
physicians  and  surgeons  looking  after  ill  and 
wounded  guerrilla  soldiers  are  now  attempting  to 
cultivate  plants  producing  the  drugs.  China  Aid 
Council,  a participating  agency  of  United  China 
Relief,  announces  that  Mine.  Sun  Yat-sen,  who  spon- 
sors medical  aid  to  guerrilla  fighters  and  their  chil- 
dren in  the  northwest,  has  just  cabled  an  urgent 
appeal  for  information  on  tbe  cultivation  of  the 
purple  foxglove,  whose  leaves  provide  digitalis,  and 
on  the  cultivation  of  the  deadly  nightshade  plant, 
whose  leaves  produce  belladonna. 

Mme.  Sun,  who  is  the  widow  of  the  founder  of 
the  Chinese  Republic,  writes  that  codein  and  mor- 
phine, so  necessary  on  the  battlefront,  are  now  being 
extracted  in  small  quantities  from  opium. 

Blockaded  on  three  sides  by  Japanese  armies,  this 
northwest  area  had  not  received  outside  medical  aid 
for  two  years  until  recently,  when  four  truckloads 
of  medical  supplies  were  sent  through  from  Free 
China.  In  the  past  five  and  a half  years,  medical  treat- 
ment of  the  thousands  of  Chinese  guerrilla  soldiers 
was  made  possible  almost  entirely  by  drugs  and 
medicines  captured  from  the  Japanese  or  smuggled 
out  from  Peiping,  and  by  the  small  quantities  of 
drugs  and  serums  manufactured  in  the  local  drug 
factory. 

Mme.  Sun  writes  that  thousands  of  guerrilla  sol- 
diers have  died,  and  many  more  have  suffered  un- 
necessarilv  for  want  of  medicines  in  the  northwest 
region,  where  fighting  has  been  constant  since  Japan 
started  her  invasion  in  1937.  The  death  last  Decem- 
ber of  Dr.  Kotnis,  a young  doctor  from  India,  direc- 
tor of  the  International  Peace  Hospital  in  Wutai- 
shan,  is  said  to  have  resulted  from  inadequate  medi- 
cal treatment  resulting  from  drug  shortage.  His 
predecessor,  the  Canadian,  Dr.  Norman  Bethune, 
founder  of  the  International  Peace  Hospitals,  died 
in  1939  as  a result  of  lack  of  drugs  needed  to  treat 
an  infection. 

A drug  factory  and  serum  institute,  aided  by 
funds  sent  by  China  Aid  Council  of  United  China 
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Relief,  are  now  producing  medicines  made  from 
local  herbs  and  indigenous  materials.  Mme.  Sun  also 
writes  that  the  low  grade  vaseline  obtained  from 
local  oil  fields  is  being  improved  upon  by  Chinese 
research  chemists  working  in  the  drug  factory. 

United  China  Relief  is  now  participating  in  the 
National  War  Fund. 

Aid  to  China 

$81,400  worth  of  medical  supplies,  representing 
shipments  made  over  a period  of  months  by  the 
American  Bureau  for  Medical  Aid  to  China,  an 
agency  of  United  China  Relief,  have  arrived  safely 
at  Kunming,  China,  according  to  information  re- 
ceived here  by  the  Bureau.  Forty-six  packages  of 
medical  goods  are  at  Dibrugharh,  India,  according 
to  the  letter,  awaiting  transport  into  China,  and  a 
group  of  rare  chemicals  have  been  safely  delivered 
in  Chungking. 

Dr.  Donald  D.  Van  Slyke,  in  announcing  the  safe 
arrival  of  the  ABMAC  shipments,  said  that  despite 
transportation  difficulties,  the  Bureau  had  pursued 
the  policy  of  continuing  small  shipments  of  urgently 
needed  medical  supplies  to  China  “in  the  faith  that 
the  Allies  are  going  to  win  this  war,  that  transpor- 
tation from  India  to  China  will  ease  up  in  the  near 
future,  and  that  if  we  do  not  secure  priorities  to 
purchase  the  goods  and  have  them  in  India,  there 
w ill  be  long  delay  in  getting  them  through  to  China 
when  easier  communications  open  up.” 

He  explained  that  essential  chemicals,  acids  and 
stains,  not  obtainable  in  China,  were  sent  in  small 
packages,  and  when  transport  planes  were  loaded  in 
India,  these  packages  were  stowed  in  spaces  too 
small  for  other  cargo.  In  such  “driblets,”  he  said, 
tons  of  materials  had  reached  the  National  Health 
Administration,  the  Army  Medical  Corps  and  the 
Emergency  Medical  Service  Training  Schools.  The 
Bureau  also  is  sending,  according  to  Dr.  Van  Slyke, 
important  medical  texts  and  data  on  microfilm, 
which  can  be  carried  in  the  personal  baggage  of 
medical  personnel  returning  to  China. 

I he  $81,400  worth  of  supplies  now  at  Kunming 
include  hospital  and  surgical  instruments  valued  at 
$37,500;  ambulances  valued  at  $20,000;  medical 
books  and  journals  valued  at  $12,000;  drugs,  includ- 
ing those  of  the  sulfa  group  and  vitamins,  valued  at 
$6,500;  laboratory  equipment  and  supplies,  valued  at 
$2,400;  and  miscellaneous  items  to  the  value  of 
$2,900. 
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Trailer  X-ray  Units  for  Russia 

Thirteen  mobile  trailer  units,  each  compactly 
fitted  with  portable  x-ray  equipment  that  can  be  set 
up  during  battle  or  air  raids  in  20  minutes,  have  been 
purchased  in  this  country  by  English  donors  for  the 
Russian  army. 

Designed  for  use  on  the  fighting  fronts  and  in 
civilian  emergency  areas,  the  trailers  are  equipped 
with  x-ray  units  manufactured  by  the  Westinghouse 
X-ray  Division,  Baltimore.  Each  trailer  carries  com- 
plete facilities  for  fluoroscopy  and  radiography. 

The  x-ray  equipment  can  be  quickly  removed 
from  the  trailer  and  set  up  in  a shack  or  tent  by  two 
members  of  the  medical  crew  assigned  to  each  unit. 
These  two  men— an  x-ray  specialist  and  his  assistant- 
can  then  examine  wounded  soldiers  or  civilians  for 
bone  fractures,  shrapnel  wounds  and  other  war- 
injuries. 

The  fluoroscopic  facilities  of  the  trailer  unit  en- 
able the  x-ray  specialist  to  determine  whether  a 
wounded  soldier  or  civilian  can  be  safely  moved  to 
a hospital  for  expert  care,  or  whether  he  must  be 
treated  immediately. 

With  the  radiographic  facilities,  the  x-ray  tech- 
nician can  make  a permanent  record  of  an  injury 
for  immediate  study  or  to  aid  in  treatment  after  a 
victim  has  been  hospitalized.  Complete  dark  room 
equipment,  including  chemicals,  films  and  a devel- 
oping tank,  is  provided  for  making  permanent 
records  of  injuries  on  regular  size  x-ray  films. 

The  trailers  are  constructed  of  sheet  metal,  with 
hinged  sides  and  ends  to  permit  speedy  loading  and 
unloading.  To  prevent  damage,  the  x-ray  apparatus 
is  packed  in  padded  boxes,  that  are  arranged  to 
receive  each  component  part  of  the  equipment  in 
its  proper  order.  Power  to  operate  the  x-ray  equip- 
ment is  supplied  by  a three  kilowatt  generator 
mounted  in  the  trailer  and  driven  by  a gasoline  en- 
gine. An  ample  length  of  supply  cord  enables  the 
generator  to  be  stationed  up  to  150  feet  from  the 
x-ray  unit,  if  necessary. 

Spanish  refugees  in  England  donated  two  of  the 
units,  and  various  English  organizations  the  others. 
Two  units  will  be  shipped  first  to  England  for 
acceptance  ceremonies  featuring  Mrs.  Ivan  Maisky, 
wife  of  the  Russian  ambassador  to  England. 


Food  In  Great  Britain 

From  Nutrition  Reviews  (Feb.  1943)  comes  to  us 
the  following  information  on  a subject  of  growing 
interest: 

According  to  addresses  made  recently  by  Sir  John 
Boyd  Orr  in  this  country  the  food  situation  in  Great 
Britain  now  is  on  a reasonably  satisfactory  basis. 
What  may  be  called  an  iron  ration  is  being  con- 
sumed, with  practically  all  luxury  foods  eliminated, 
but  it  is  ascertained  that  the  diet  is  nutritionally  as 
good  as  it  was  under  peacetime  conditions.  More 
fresh  vegetables  are  being  grown  for  home  con- 
sumption, with  emphasis  on  carrots,  cabbage,  and 
greens.  British  scientists  have  cooperated  in  studies 
of  the  soil  with  a view  to  making  use  of  every  avail- 
able portion  of  arable  land,  and  fields  on  which 
crops  had  not  been  grown  for  years  have  been 
treated  with  appropriate  fertilizers  so  that  they 
would  be  productive.  Entomologists  have  made  sur- 
veys of  destructive  insects  such  as  cutworms,  and 
soils  which  are  heavily  infested  are  planted  only 
with  the  types  of  crops  which  those  insects  do  not 
harm.  The  food  that  is  imported  is  wisely  used  with 
the  nutritional  viewpoint  being  given  prime  con- 
sideration. Wheat  is  ground  to  meet  the  govern- 
ment specifications  for  national  wheat  meal  of  85 
per  cent  extraction  in  order  to  use  more  of  the  grain 
and  to  obtain  its  best  nutrients  for  making  bread- 
stuffs.  Among  the  farm  animals,  which  compete 
with  man  for  food,  the  dairy  cow  and  the  laying  hen 
receive  priority  ratings  because  of  the  high  effi- 
ciency of  the  cow  for  converting  feeds  into  food  for 
man  and  because  of  the  need  for  fresh  milk  and 
eggs.  Since  early  in  1942  all  babies  and  expectant 
mothers  are  receiving  cod  liver  oil  and  orange  juice 
by  government  action.  It  is  Sir  John’s  impression 
that  many  of  the  poor  children  are  actually  in  better 
nutritive  condition  now  than  children  in  similar 
circumstances  were  before  the  war. 

Some  reports  are  encouraging,  but  there  is  reason 
to  believe  that  it  would  be  prudent  to  avoid  overly 
optimistic  conclusions  until  the  evidence  becomes 
available  in  such  form  as  to  permit  independent  in- 
terpretation of  the  data.  Certainly  constant  vigilance 
will  need  to  be  given  to  the  food  situation  by  experts 
in  nutrition. 


DRAFTEES  AND  VOLUNTEERS:  — To  sell  or  not  to  sell, 

to  store  or  not  to  store,  that  is  the  question.  Why  not  turn  the  entire  head- 
ache over  to  us?  If  you  want  to  dispose  of  your  medical  furniture  and  equip- 
ment, we  are  an  immediate  cash  customer.  Better  yet,  why  not  let  us  issue 
you  a credit,  larger  than  any  possible  cash  settlement,  to  apply  on  your  new, 
modern  equipment  after  Hitler’s  funeral?  For  details,  call  Professional  Equip- 
ment Company,  7-2138,  New  Plaven,  Connecticut. 

(SEE  PAGE  2) 
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FROM  THE  ARMED  FORCES 

The  following  letter  was  received  recently  from 
Lt.  Col.  A.  W.  Oughterson,  U.  S.  A.  Hosp.  No.  39. 
To  the  Editor: 

Eddie  receives  his  copies  of  the  Connecticut  State 
Medical  Journal  regularly  and  we  all  read  them  with 
great  interest.  Particularly  we  are  interested  in  the 
news  items  and  the  policy  articles.  It  is  worthy  of 
note  that  all  of  the  men  are  much  more  interested 
in  these  than  they  are  in  the  scientific  articles.  1 
would  like  to  express  my  compliments  to  whoever 
wrote  the  editorial  “The  Beveridge  Plan.”  It  gives 
those  of  us  who  are  away  from  home  and  out  of 
touch  with  social  trends  renewed  confidence  and 
hope  that  all  this  may  not  be  in  vain.  This  is  what 
the  war  is  really  about  in  the  long  run.  The  war 
cannot  be  won  on  the  battlefield  alone;  that  is  only 
a preliminary.  It  will  be  really  won  or  lost  at  home 
at  the  polls  and  in  the  local  and  national  legislature. 
If  the  public  esteem  of  the  medical  profession  is  to 
be  retained  it  will  be  by  such  utterances  rather  than 
the  organized  effort  to  maintain  it  as  a privileged 
class. 

Always  sincerely, 
Scotty 


Nutrition  Yardstick 

The  National  Live  Stock  and  Meat  Board  has 
developed  the  Nutrition  Yardstick  as  a contribution 
to  the  National  Nutritional  Program.  The  Yard- 
stick is  a graphic  calculator  or  slide  rule  device  for 
measuring  the  food  value  and  adequacy  of  any  diet. 
Food  value  requirements  are  given  for  six  groups 
and  for  various  activities  and  conditions.  541  foods 
and  food  combinations  are  listed  together  with  the 
amounts  of  the  various  food  essentials  which  each 
supplies.  The  Yardstick  bears  the  Seal  of  Acceptance 
of  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


Academic  Qualifications  of  Nurses 

According  to  the  1941  National  Survey  of  Regis- 
tered Nurses,  New  England  showed  the  smallest 
percentage  of  nurses  with  advanced  educational 
preparation.  The  Pacific  area  had  the  largest  propor- 
tion with  higher  academic  qualifications.  In  1928 
only  49  per  cent  of  the  nurses  were  high  school 
graduates;  in  1941,  87  per  cent  of  the  active  nurses 
had  completed  high  school.  The  progress  of  the 
nursing  profession  has  been  steadily  and  consist- 
ently in  the  direction  of  more  adequate  preparation. 

Squibb’s  Army-Navy  "E”  Renewed  For 
Six  Months 

A star  has  been  added  to  the  Army-Navy  “E” 
pennants  which  fly  over  the  New  York  office  and 
the  Brooklyn  and  New  Brunswick,  N.  J.,  labora- 
tories of  E.  R.  Squibb  & Sons.  This  is  the  outward 
symbol  of  the  renewal  for  another  six  months  of 
the  “E”  award  first  granted  to  Squibb  in  September, 
J942* 

Industrial  Nutrition  and  the  War 

It  is  . . . safe  to  conclude,  as  the  author  does, 

that  the  diets  of  a great  many  of  our  industrial 
workers  are  below  a standard  that  is  believed  to  be 
necessary  for  good  health  and  efficiency  at  work. 
Improvement  in  the  nutrition  of  industrial  workers 
is  a problem  of  prime  importance  to  the  nation  at 
this  time,  when  the  maximum  production  of  our 
factories  is  essential  to  win  the  war.  A sympathetic 
consideration  of  the  problem  and  cooperation  with 
established,  reliable  agencies  that  are  actively  inter- 
ested in  better  nutrition  probably  would  repay  the 
management  of  many  war  industries. 

Nutrition  Reviews,  Vol.  I,  No.  3,  Jan.  1943 

The  Connecticut  State  Medical  Society’s  two 
publications  for  1942  were  The  Heritage  of  Coti- 
necticut  Medicine  and  The  Essentials  of  Emergency 
Treatment.  You  may  secure  a copy  of  both  by 
ordering  NOW  from  the  Secretary,  258  Church 
Street,  New  Haven. 


TONSIL  SEASON  IS  HERE  AGAIN!  — Are  you  prepared? 

Let  us  re-equip  you  with  a modern,  portable  model  Sklar  pump.  Success  and 
prestige  accompany  your  investment  in  this  Deluxe  Suction  and  Pressure  Out- 
fit. Ask  our  representative  to  show  you  our  complete  line  of  nose  and  throat 
instruments  and  accessories  for  your  busy  season  coming  up.  Professional 
Equipment  Company,  36  Howe  Street,  New  Haven,  Connecticut. 

(SEE  PAGE  2) 
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NEWS  FROM  WASHINGTON 


REPORTS  OF  NATIONAL  RESOURCES  PLANNING  BOARD 

On  March  10,  President  Roosevelt  submitted  two 
reports  of  the  National  Resources  Planning  Board  to 
Congress.  One  report,  entitled  “National  Resources 
Development— Report  for  1943,”  consists  of  81  pages 
of  proposals  “to  meet  the  problems  of  the  transition 
period  from  war  to  peace  and  for  the  longer  range 
development  of  an  expanding  economy,”  and  may 
be  purchased  from  the  Superintendent  of  Docu- 
ments, Washington,  D.  C.,  for  25  cents.  1 he  second 
report,  entitled  “Security,  Work,  and  Relief 
Policies,”  consists  of  617  pages,  exclusive  of  index, 
reviews  a “decade  of  experience  in  meeting  the 
needs  of  our  disadvantaged  citizens  through  the 
provision  of  work,  social  insurance,  and  public 
assistance,”  and  may  be  procured  from  the  Super- 
intendent of  Documents  for  $2.25. 

Report  number  one  suggests  that  “We  must  seek 
not  merely  to  avoid  the  loss  through  ill  health,  acci- 
dents, and  premature  death  of  our  most  valuable 
national  resource  and  to  eliminate  the  unnecessary 
costs  of  maintaining  those  who  are  rendered  incap- 
able by  reason  of  previous  neglect,  but  we  must  also 
see  that  it  is  possible  for  all  our  people  to  enjoy  a 
state  of  buoyant  health  and  vigor.”  To  achieve  these 
objectives,  the  report  recommends  action  along  the 
following  lines: 

“a.  Health  Measures  and  adequate  nutrition  in 
order  to  eliminate  all  diseases,  disabilities,  and  pre- 
mature deaths  which  are  preventable  in  the  light  of 
existing  knowledge,  through: 

“(1)  The  development  of  adequate  public  health 
services  and  facilities  in  every  county  within  the 
country. 

“(2)  The  development  of  a health  program  for 
mothers  and  children  ensuring  remedial  treatment 
as  well  as  diagnosis  and  advisory  services;  maternal 
and  child  health  clinics;  and  health  services  in  the 
schools. 


“(3)  Protection  of  workers  whether  in  the  fac- 
tory or  on  the  farm  from  unnecessary  accidents, 
controllable  occupational  diseases,  and  undue 
fatigue. 

“(4)  Continued  support  from  public  and  private 
funds  for  public  health  research  and  education  with 
a view  to  the  progressive  expansion  of  the  frontiers 
of  control  over  health  hazards. 

“(5)  Continued  support  for  public  and  private 
agencies  engaged  in  the  dissemination  of  knowledge 
of  sound  nutritional  principles  and  practices.  Espe- 
cial attention  should  be  devoted  to  demonstration 
work  in  the  schools,  the  factories,  and  farming  areas. 

“b.  Assurance  of  adequate  medical  and  health  care 
for  all,  regardless  of  place  of  residence  or  income 
status  and  on  a basis  that  is  consistent  with  the  self 
respect  of  the  recipient,  through: 

“(1)  Federal  appropriations  to  aid  States  and 
localities  in  developing  a system  of  regional  and 
local  hospitals  and  health  centers  covering  all  parts 
of  the  country. 

“(2)  Assurance  of  an  adequate  and  well  dis- 
tributed supply  of  physicians,  dentists,  nurses,  and 
other  medical  personnel. 

“(3)  Expansion  and  improvement  of  public  medi- 
cal care  for  needy  persons  through  larger  appropria- 
tions and  through  increased  cooperation  by  and 
with  the  medical  and  dental  professions. 

“(4)  Immediate  action  by  government  in  coop- 
eration with  the  medical  profession  to  formulate 
plans  which  enable  the  patient  to  budget  expenses 
over  a reasonable  period  and  to  contribute  toward 
the  costs  of  care  according  to  his  ability,  and  which 
at  the  same  time  assure  to  medical  personnel  a decent 
livelihood  commensurate  with  the  high  costs  of 
their  professional  training.” 

Part  VIII  of  Report  number  one  is  devoted  to  an 
expansion  of  the  foregoing  recommendations. 
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MEDICAL  CARE  FOR  WIVES  AND  INFANTS  OF  ENLISTED 
MEN 

On  March  1 8,  the  President  approved  a deficiency 
appropriation  bill  making  available  to  the  Children’s 
Bureau  $1,200,000  for  grants  to  States  to  provide 
medical,  nursing  and  hospital  maternity  and  infant 
care  for  wives  and  infants  of  enlisted  men  in  the 
armed  forces  of  the  fourth,  fifth,  sixth  and  seventh 
grades.  An  estimate  for  this  appropriation  was 
initially  submitted  to  the  Congress  last  February  bvT 
the  President  but  the  House  of  Representatives  re- 
fused to  include  the  estimate  in  an  appropriation  bill 
H.  R.  1975.  When  this  bill  reached  the  Senate,  how- 
ever, it  was  amended  to  include  the  estimate  and 
thereafter  the  House  agreed  to  the  Senate  amend- 
ment. 

The  authorized  appropriation  will  enable  a con- 
tinuation of  the  program  that  was  initiated  last  year 
until  the  end  of  the  present  fiscal  year,  June  30.  A 
bill  has  been  introduced  in  the  House  by  Representa- 
tive Keefe,  Wisconsin,  to  authorize  additional  funds 
for  this  purpose  so  that  the  program  may  continue 
beyond  the  present  fiscal  year.  This  bill,  H.  R.  2041, 
is  pending  in  the  House  Committee  on  Labor.  It 
authorizes  for  each  fiscal  year  during  the  period  of 
the  present  war  and  for  six  months  following  its 
termination  a sum  not  in  excess  of  $6,000,000  for 
payments  to  States  to  provide  medical,  nursing,  and 
hospital  maternity  and  infant  care  for  wives  and 
infants  of  enlisted  men  in  the  armed  forces  of  the 
United  States  of  the  fourth,  fifth,  sixth  and  seventh 
grades,  under  allotments  by  the  Secretary  of  Labor 
and  plans  developed  and  administered  by  state  health 
agencies  and  approved  by  the  Chief  of  the  Chil- 
dren’s Bureau.  A state  plan,  to  be  accepted,  must 
provide  ( 1 ) that  the  cost  of  administration  in  the 
State  will  be  met  from  funds  other  than  those 
authorized  by  the  bill;  (2)  for  administration  of 
the  plan  or  supervision  of  administration  of  the  plan 
by  the  state  health  agency  through  its  division  of 
maternal  and  child  health;  (3)  for  such  methods  of 
administration  as  are  necessary  for  the  proper  and 
efficient  operation  of  the  plan;  (4)  that  maternity 
and  infant  care  be  authorized  under  the  plan  only  as 
requested  by  or  in  behalf  of  wives  and  infants  of 
enlisted  men  in  the  indicated  grades,  when  similar 
care  is  not  readily  available  from  the  medical  or 
hospital  facilities  of  the  Army  or  Navy  or  from 
facilities  provided  by  or  through  official  state  or 
local  health  agencies;  (5)  that  the  state  health  agency 
will  submit  such  reports  as  may  be  required  from 
time  to  time  by  the  Chief  of  the  Children’s  Bureau; 


and  (6)  for  cooperation  with  medical,  nursing  and 
welfare  groups  and  organizations. 

APPOINTMENT  OF  FEMALE  PHYSICIANS  IN  THE  MEDICAL 
CORPS  OF  THE  ARMY  AND  NAVY;  CREATION  OF 
WOMEN’S  ARMY  CORPS 

1 he  Sparkman  bill,  H.  R.  1857,  providing  for  the 
appointment  of  female  physicians  and  surgeons  in 
the  Medical  Corps  of  the  Army  and  Navy  has  been 
reported  to  the  House  by  the  House  Committee  on 
Military  Affairs  with  recommendation  that  it  pass. 

I'he  Committee  suggested  an  amendment  to  the  bill 
eliminating  the  restriction  contained  in  the  original 
kill  that  female  physicians  could  be  assigned  to  duty 
only  in  hospitals  or  other  stations  where  female 
nurses  were  employed.  1 he  provisions  of  the  bill 
will  be  effective,  if  it  be  enacted,  during  the  present 
war  and  for  six  months  thereafter. 

Another  bill,  S.  495,  to  establish  a Women’s  Army 
Corps  for  service  in  the  Army  of  the  United  States, 
has  passed  the  Senate  and  has  been  favorably  re- 
ported to  the  House  by  the  House  Committee  on 
Military  Affairs.  I'he  purpose  of  this  bill  is  to  make 
the  Women’s  Army  Auxiliary  Corps,  established 
under  an  act  approved  May  14,  1942,  a component 
of  the  Army  of  the  United  States.  At  the  present 
time  the  Corps,  as  described  by  the  Secretary  of 
War,  is  “a  body  of  uniformed  civilians  which  per- 
forms its  duty  with  the  Army  but  is  not  a part  of 
it.  ’ As  reported  to  the  House,  the  bill  provides  that 
physicians  and  nurses  shall  not  be  enlisted  in  the 
Corps.  Both  of  these  measures  have  been  passed  by 
the  House  and  Senate  and  have  become  a law. 

DIVISION  FOR  THE  PHYSICALLY  HANDICAPPED  IN  THE 
U.  S.  EMPLOYMENT  SERVICE 

S.  J.  Res.  43,  introduced  by  Senator  Davis,  Penn- 
sylvania, and  pending  in  the  Senate  Committee  on 
Education  and  Labor,  and  H.  J.  Res.  103,  introduced 
by  Representative  Carson,  Ohio,  and  pending  in  the 
House  Committee  on  Labor.  Companion  joint 
resolutions  to  establish  a Division  for  the  Physically 
Handicapped  in  the  United  States  Employment 
Service. 

Comment.  1 hese  joint  resolutions  propose  to 
establish  in  the  Chfited  States  Employment  Service  j 
a division  to  be  known  as  the  Division  for  the  ( 
Physically  Handicapped  in  order  to  aid  in  the  effec- 
tive prosecution  of  the  war  by  utilizing  the  services  1 
of  persons  who  are  physically  handicapped.  This  j 
division,  it  is  proposed,  will  make  public  monthly 
the  number  of  physically  handicapped  persons  who 
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have  been  registered  with  and  provided  with  em- 
ployment by  the  division  and  the  number  and  types 
of  positions  to  which  such  physically  handicapped 
persons  may  be  appointed.  The  division,  too,  will 
report  to  Congress  every  three  months  the  number 
of  physically  handicapped  persons  who  have  been 
appointed  to  positions  through  the  United  States 
Employment  Service,  the  types  of  disabilities  of  the 
persons  so  appointed,  and  the  positions  held  by 
them. 

WARTIME  CARE  AND  PROTECTION  OF  CHILDREN  OF 
EMPLOYED  MOTHERS 

S.  876,  introduced  by  Senator  Hayden,  Arizona, 
and  pending  in  the  Senate  Committee  on  Education 
and  Labor.  A bill  to  provide  for  the  wartime  care 
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and  protection  of  children  of  employed  mothers. 

Comment.  1 his  bill  would  authorize  an  appro- 
priation for  the  fiscal  year  1943  of  $2,884,000  and 
not  to  exceed  $10,000,000  for  any  fiscal  year  there- 
after for  payments  to  the  States  for  expenditure  in 
accordance  with  state  plans  for  the  wartime  care 
and  protection  of  children  of  employed  mothers, 
approved  by  the  Office  of  Defense  Health  and  Wel- 
fare Services,  upon  recommendation  of  the  Chil- 
dren’s Bureau,  Department  of  Labor,  or  Office  of 
Education,  Federal  Security  Agency,  and  for  pay- 
ments to  subdivisions  of  States  for  expenditure  in 
accordance  with  such  plans.  The  bill,  if  enacted, 
will  be  in  effect  for  the  duration  of  the  present  war 
and  for  six  months  thereafter. 


THE  AMERICAN  SOCIETY  AND  TEIE  "BEVERIDGE  PLAN" 

Louis  H.  Pink,  New  York  City 


The  Author.  President  of  Associated  Hospital  Serv- 
ice of  New  York;  former  Superintendent  of  Insur- 
ance of  the  State  of  New  York 


We  are  told  by  Secretary  Perkins  that  a compre- 
hensive plan  for  the  extension  of  social  secur- 
ity, similar  to  that  proposed  for  Great  Britain,  will 
be  released  here  in  the  near  future.  Sir  William 
Beveridge,  whose  report  has  aroused  interest  not 
only  in  Britain  and  the  United  States,  but  all  over 
the  world,  is  said  to  have  been  in  close  consultation 
with  those  working  on  the  plan  in  this  country. 

Although  compulsory  social  insurance  as  outlined 
by  Miss  Perkins,  leaves  out  for  the  time  being,  medi- 
cal care,  one  of  the  most  important  features  of  any 
social  plan,  it  will  cost  approximately  ten  per  cent 
of  the  payrolls.  Medical  insurance  may  be  deferred 
but  is  undoubtedly  very  much  in  the  minds  of  the 
authorities. 

In  applying  the  British  plan  to  the  LTnited  States, 
consideration  must  be  given  to  the  differences 
which  exist  in  wage  scales  in  the  two  countries;  to 
the  sincere  attachment  of  our  people  to  the  preser- 
vation of  reasonable  political  power  and  authority 
in  the  States  and  local  communities;  and  to  their 
desire  to  provide  voluntarily  for  themselves  and 
their  families.  The  development  and  acceptance  of 
all  types  of  insurance  as  a means  for  achieving  social 
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sccuuty  have  come  gradually;  there  has  been  a 
process  of  trial  and  error;  one  step  has  lead  to 
another. 

No  forward  looking  person  objects  to  the  gradual 
extension  of  social  insurance  if  properly  integrated 
with  local  and  private  efforts.  But  Europe  had 
various  forms  of  social  insurance  more  than  a quar- 
ter of  a century  before  we  started  here,  and  we 
cannot  make  up  for  lost  time,  or  even  surpass 
Europe,  as  some  suggest,  in  a very  short  period. 
Any  comprehensive  extension  must  be  based  on  past 
experience,  sound  principles,  and  adequate  financial 
safeguards. 

While  we  have  always  had  some  class  distinc- 
tions in  this  country,  we  profess  that  we  have  none. 
To  our  great  credit,  it  has  always  been  possible  for 
a person  in  the  lower  economic  brackets  to  rise  In- 
ins own  energy  and  ability  to  a higher  economic 
level.  There  is  no  social  distinction  here  such  as 
existed  in  Britain  before  the  war.  This  democratic 
social  attitude  and  the  opportunity  for  individual 
initiative  should  not  be  discouraged. 

While  Sir  William  calls  his  proposal  a “British 
Revolution,”  it  does  not  seem  to  be  a revolution  at 
all  in  so  far  as  Great  Britain  is  concerned.  It  is 
merely  an  extension  of  what  already  exists.  Because 
of  our  higher  standards  of  living,  anything  done 
here  will  have  to  lie  priced  much  higher. 
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Sir  William’s  contribution  to  Britain  and  to  all 
countries  lies  not  only  in  his  definite  social  proposal. 
His  philosophy  is,  in  the  main,  sound,  but  has  been 
little  quoted  here.  He  says: 

“So  far  as  voluntary  insurance  meets  real  needs, 
it  is  an  essential  part  of  security;  scope  and  encour- 
agement for  it  must  be  provided.  ...  In  con- 
sidering the  action  of  the  State  in  regard  to  volun- 
tary insurance,  regard  must  be  had  to  the  extent  to 
which  voluntary  insurance  is  already  developed  in 
various  fields  and  the  different  circumstances  under 
which  it  has  developed.” 

In  this  connection  we  should  remember  that  in 
no  place  in  the  world  has  voluntary  insurance  of  all 
kinds  been  sold  so  extensively  as  in  the  United 
States. 

While  the  immediate  plans  of  the  Federal  admin- 
istration apparently  exclude  medical  care,  hospitali- 
zation which  is  so  intimately  connected  with  it,  is 
included  in  many  of  the  Plans.  This  is  undoubtedly 
due  in  part  to  the  fact  that  hospitalization  insurance 
is  so  much  easier  to  administer,  and  that  so  much 
experimental  work  has  already  been  accomplished 
by  the  voluntary  non  profit  hospital  Plans  and  the 
insurance  companies.  These  non  profit  Plans  have 
developed  in  a brief  period  of  about  io  years,  and 
now  provide  hospital  care  by  prepayment  in  small 
amounts  for  more  than  io  million  people.  In  addi- 
tion, the  group  and  commercial  insurance  com- 
panies provide  hospital  coverage  to  some  5 million 
people.  The  present  rate  of  growth  of  the  non  profit 
Plans  alone  is  running  at  the  rate  of  approximately 
two  million  persons  a year.  This  development  is 
only  the  beginning,  and  so  far  has  been  confined 
largely  to  employed  groups.  Such  voluntary 
methods  of  prepaid  hospital  insurance  can  and 
should  be  extended  to  groups  not  now  included, 
and  to  individuals  who  cannot  belong  to  groups. 

While  hospitalization  is  one  of  the  first  things 
contemplated  in  the  proposed  extensions  in  the 
United  States,  it  is  one  of  the  last  things  in  the 
Beveridge  Plan.  Speaking  of  the  hospitals,  Sir 
Williams  says: 

“Institutional  treatment  is  not  included  in  the 
present  health  insurance  contribution  except  to  a 
small  extent  as  an  additional  benefit.  It  is  obtainable 
by  any  citizen  in  a public  hospital  subject  to  re- 
covery of  the  cost,  that  is  to  say  to  payment  accord- 
ing to  his  means,  or  free  if  he  has  no  means.  . . . 

The  growth  of  hospital  contributory  schemes  in  the 
years  just  before  this  war  has  been  remarkable.  . . . 


British  people  are  clearly  ready  and  able  to  pay 
contributions  for  institutional  treatment.  . . . 

If  a payment  for  institutional  treatment  is  included 
in  the  compulsory  insurance  contribution,  there 
will  be  little  or  nothing  left  for  which  people  can 
be  asked  to  contribute  voluntarily,  and  an  import- 
ant financial  resource  of  the  voluntary  hospitals 
will  come  to  an  end.” 

Important  as  is  the  extension  of  social  insurance, 
it  should  be  gradual,  and  we  should  always  try  to 
put  first  things  first.  Before  we  provide  new  bene- 
fits, the  base  for  the  present  benefits  should  be 
broadened  to  include  these  persons  not  now 
covered,  such  as  individually  employed  persons, 
employees  of  non  profit  organizations,  farm  and 
domestic  employees.  It  is  equally  important  that 
we  raise  living  standards  by  providing  better  housing 
and  employment  conditions,  which  will  tend  to 
improve  health  standards  and  reduce  the  amount  of 
hospital  and  medical  care  required. 

The  rapid  enlargement  of  social  security  benefits 
contemplated  may  fail  and  injure  the  entire  move- 
ment, if  they  are  based  on  a war  economy.  War 
babies  seldom  endure.  Sir  William  wisely  makes  it 
clear  that  he  is  planning  for  peace.  Any  extension 
that  we  make  must  fit  into  a peace  economy,  for 
global  wars  seldom  occur,  and  if  there  is  proper 
planning  for  a just  and  workable  peace,  no  major 
war  should  ever  come  again. 

A ten  per  cent  levy  on  payrolls  is  a very  real 
burden.  It  cannot  be  imposed  above  existing  high 
taxes  and  the  still  higher  taxes  yet  to  come,  unless 
the  earning  capacity  is  able  to  carry  it  in  the  years 
to  come.  After  the  war  there  will  still  be  a huge 
tax  burden,  and  even  under  the  most  optimistic- 
views,  with  upwards  of  10  million  young  men  and 
women  seeking  new  jobs,  there  must  come  a con- 
siderable dislocation  of  our  economic  system.  We 
should  buy  now  only  as  much  additional  social 
security  as  we  can  continue  to  pay  for  after  the 
war  without  seriously  reducing  living  standards. 

Sir  William  makes  it  clear  that  his  plan  for  free- 
dom from  want  is  based  upon  very  important  prior 
considerations,  which  have  not  been  sufficiently 
stressed  in  this  country: 

“ I hat  the  world  after  the  war  is  a world  in  which 
the  nations  set  themselves  to  cooperate  for  produc- 
tion and  peace,  rather  than  to  plotting  for  mutual 
destruction  by  war,  whether  open  or  concealed. 

“That  the  readjustments  of  British  economic 
policy  and  structure  that  will  be  required  by 
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changed  conditions  after  the  war  should  be  made, 
so  that  productive  employment  is  maintained.” 
Increasing  the  number  of  persons  covered  and  the 
amount  of  benefits,  provided  such  broadening  is 
based  upon  long  term  ability  to  pay,  need  not  be 
postponed  until  after  the  war.  But,  standing  alone, 
increased  insurance  coverage  cannot  provide  free- 
dom from  want.  Security  must  be  based  first  of  all 
upon  a different  kind  of  world.  The  nations  must 
cooperate  with  each  other  so  that  economic  bene- 
fits will  be  available  to  all  and  trade  may  flow  free- 
ly. The  standard  of  living  must  be  increased,  not 
only  in  one  or  two  nations,  but  generally  through- 
out the  world.  We  must,  through  encouragement 
and  stimulation  of  private  initiative  and  worthwhile 
public  enterprises,  see  to  it  that  people  are  fully 
employed  in  productive  effort.  If  these  two  objec- 
tives are  not  accomplished  it  is  idle  to  talk  about 
any  considerable  extension  of  social  security  as  a 
permanent  plan.  Why  is  so  little  thought  and  plan- 
ning given  to  these  basic  necessities  and  so  much  to 
the  mere  passing  of  laws  which  will  extend  com- 
pulsory insurance  benefits?  Arc  we  not  getting  the 
cart  be  fort  the  horse? 

Social  insurance  cannot  create  wealth,  it  can  only 
distribute  it  more  equitably.  Any  politician  can 
propose  a plan  for  extending  social  security,  but 
only  a statesman  can  erect  it  upon  the  base  of  full 
employment  and  international  economic  coopera- 
tion. We  should  increase  our  social  security  benefits 
and  extend  them  as  rapidly  as  we  can,  but  there  is 
danger  that  if  we  get  this  intricate  machine  speed- 
ing too  rapidly  and  have  not  sufficient  oil,  we  may 
burn  out  the  bearings. 


Tuberculosis  Control  Accomplishments  in 
Connecticut 

Speaking  before  the  semi-annual  meeting  of  the 
Board  of  Directors  of  the  Connecticut  1 uberculosis 
Association  held  in  joint  session  with  the  State 
Tuberculosis  Commission,  Paul  S.  Phelps,  m.d.  and 
Helen  M.  Green,  r.n.  outlined  the  development  and 
accomplishments  during  the  past  two  years  of  the 
Commission’s  Department  of  Tuberculosis  Control. 

Stressing  the  tremendous  cooperation  received 
from  all  the  Medical  Directors  of  the  Sanatoria,  I he 
Connecticut  Tuberculosis  Association  and  its  affili- 
ated local  organizations,  the  State  Department  of 
Health  and  local  Health  Officers,  the  Private  Physi- 
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cians  throughout  the  State,  the  Public  Health 
Nurses,  the  officers  in  charge  of  the  United  States 
Army  Induction  center,  in  fact  all  organizations  and 
persons  concerned  with  tuberculosis  control— Dr. 
Phelps  stated  that  Connecticut  may  well  take  pride 
in  the  progress  made. 

Broadly  speaking  the  achievements  of  the  Depart- 
ment of  Tuberculosis  Control  were  outlined  as  fol- 
lows: 

1.  Established  a system  of  records. 

2.  Devised  a system  for  diagnosis  and  follow  up 
care  of  tuberculosis  patients. 

3.  Divided  the  State  into  districts  for  the  purpose 
of  diagnosis  and  follow  up  and  consultation  service, 
as  well  as  for  the  purpose  of  assigning  patients  to 
sanatoria. 

4.  Revised  the  sanatorium  application  form  with 
the  view  to  systematizing  the  examination  of  con- 
tacts. 

5.  Acquired  facilities  for  carrying  out  x-ray 
surveys. 

6.  Secured  the  cooperation  of  all  groups  whose 
work  touched  the  field  of  tuberculosis  control. 

7.  Concentrated  efforts  on  Case  Finding  among 
those  groups  in  which  the  incidence  of  tuberculosis 
was  known  to  be  high. 

Dr.  Phelps  reported  that  through  survey  work 
alone  116,905  persons  had  been  x-rayed  and  1,235 
cases  of  tuberculosis  found.  Miss  Green  told  of  the 
concentrated  work  in  follow  up  done  to  assure  that 
these  cases  are  brought  under  adequate  medical 
supervision. 

Pointing  out  the  effects  noted  so  far  of  the  pro- 
gram now  carried  out  which  includes: 

1.  An  increase  of  33%  in  the  number  of  reported 
cases  of  tuberculosis  since  1939. 

2.  An  increase  of  51%  in  the  number  of  Sanatoria 
applications. 

3.  An  increase  of  6%  in  the  number  of  minimal 
cases  of  tuberculosis  admitted  to  State  Sanatoria. 

Dr.  Phelps  stated  that  plans  now  are  to  carry  on 
in  the  fields  developed  in  the  past  and  to  expand  in 
the  next  logical  field,  surveys  in  industry.  Citing 
Greenwich  as  an  example  where  through  the  efforts 
of  the  local  health  officer  arrangements  have  been 
made  to  x-ray  practically  all  industrial  employees, 
Dr.  Phelps  stated  that  in  the  next  few  weeks  5,000 
workers  in  Connecticut  will  be  x-rayed. 
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Anniversary  Numbers 

January  of  this  year  brought  forth  among  the 
State  Society  journals  two  Anniversary  Numbers. 
Medical  Annals  of  the  District  of  Columbia  pub- 
lished its  125th  Anniversary  Number,  in  com- 
memoration of  one  hundred  twenty-five  years  of 
continued  existence  of  its  Aledical  Society.  Arthur 
C.  Christie,  professor  of  clinical  radiology  at 
Georgetown  University  School  of  Medicine,  pre- 
sented an  excellent  paper  entitled  “Medicine  in  the 
Nation’s  Capitol— 1817-1942”  at  the  anniversary 
meeting  of  the  Society.  This  is  published  in  full  in 
the  Anniversary  Number  of  Medical  Annals  and 
recounts  many  important  contributions  of  the 
Society  to  the  community.  The  number  itself  ap- 
pears in  a neat  blue  and  white  cover  adorned  with 
a likeness  of  William  Thornton,  m.d.,  architect  of 
the  United  States  Capitol  building  and  vice  president 
of  the  Medical  Society  of  the  District  of  Columbia, 
1820-1823. 

From  the  midwest  comes  the  Twenty-fifth  Anni- 
versary Number  of  Minnesota  Medicine.  Unlike 
Medical  Annals  which  is  in  its  twelfth  year  of  pub- 
lication only,  this  anniversary  number  from  Minne- 
sota represents  a milestone  in  medical  journalism  in 
that  State.  The  first  number  of  Minnesota  Medicine 
appeared  in  January  1918.  The  present  Anniversary 
Number  is  attractively  bound  in  a cover  of  blue  and 
silver  on  a white  background  and  bears  on  the 
front  the  staff  of  Aesculapius,  son  of  the  physician 
god  Apollo,  and  the  significant  emblem  of  the 
medical  profession.  The  contents  of  this  issue  of 
Minnesota  Medicine  comprise  articles  recording  the 
development  of  the  various  specialties  during  the 
twenty-five  year  period  just  ended. 

We  offer  our  congratulations  to  both  of  these 
excellent  publications,  representing  as  they  do  the 
very  best  among  our  State  Society  publications. 

Fifteenth  Anniversary  Number  of  Hebrew 
Medical  Journal 

The  attention  of  the  medical  profession  is  directed 
to  the  appearance  of  a special  issue  of  the  Hebrew 
Medical  Jounal  (Harofe  Haivri),  a semi  annual,  bi- 
lingual publication  edited  bv  Moses  Einhom,  m.d. 
This  volume  commemorates  the  fifteenth  anniver- 


sary of  the  Journal.  Encouraged  by  the  success  of 
the  symposium  on  diabetes  published  in  its  last 
number,  this  journal  presents  in  this  issue  a sym- 
posium on  peripheral  vascular  disease  among  Jews. 
Fhe  subject  is  one  of  particular  interest,  for  it  is 
among  the  Jewish  immigrants  who  came  to  this 
country  in  the  eighties  that  these  diseases  were 
found  to  be  greatly  prevalent.  In  each  contribution 
to  the  symposium  a leading  authority  treats  of  the 
subject  from  his  own  particular  angle.  The  intro- 
duction is  contributed  by  Dr.  Leo  Burger  who  was 
the  pioneer  in  calling  attention  to  the  nature  of 
these  diseases,  and  whose  work  in  this  field  has  been 
such  as  to  cause  his  name  to  be  permanently  identi- 
fied with  the  subject. 

All  of  the  original  articles  appear  both  in  English 
and  in  Hebrew,  so  that  they  are  available  to  all 
readers. 

Socialized  Medicine 

The  President  of  the  Providence  Medical  Associa- 
tion, in  his  annual  address  published  recently  in  The 
Rhode  Island  Medical  Journal , expresses  certain 
views  on  the  controversial  subject  of  socialized 
medicine  which  are  worthy  of  careful  perusal.  The 
following  is  taken  from  this  address: 

In  our  armed  forces  we  are  trying  the  experiment 
of  impersonality  in  medicine.  When  a member  of 
the  medical  staff  in  the  Army  or  Navv  is  off  dutv, 
he  is  relieved  of  all  responsibility  in  the  care  of  a 
medical  case.  It  will  be  interesting  to  note  the  re- 
action of  these  men  upon  their  return.  Their 
opinions  should  help  in  shaping  the  course  of  social- 
ized medicine.  The  impersonality  of  socialized  medi- 
cine may  work  in  the  Army,  but  when  our  wives 
and  children  are  involved,  I wonder  how  we  as 
physicians  will  take  to  the  idea  of  accepting  in  our 
homes  the  physician  who  happens  to  be  on  duty 
when  perhaps  we  know  all  too  well  his  personal 
qualifications  for  good  or  bad.  Tt  is  doubtful  if  medi- 
cine in  this  country  will  ever  be  completely  social- 
ized. We  are  a race  of  immigrants  perhaps  several 
generations  removed,  but  those  who  landed  on  the 
shores  of  Virginia  and  Massachusetts  came  here 
with  a spirit  of  adventure  in  the  quest  of  freedom, 
and  those  who  came  later  were  a restless  group  in- 
spired with  ambition  to  secure  greater  things  offered 
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by  this  country.  This  vital  essence  of  independence 
exists  in  the  soul  of  every  American  and  it  is  ques- 
tionable if  this  fire  can  be  completely  extinguished. 

Whatever  the  future  brings  us  we  must  study  the 
trend  and  be  prepared  to  join  in  whatever  is  right 
for  the  benefit  of  mankind.  If  socialized  medicine  is 
to  be  the  cure  for  our  ills,  we  must  help  the  plan 
and  give  freely  of  our  advice  in  matters  pertaining 
to  health.  We  have  seen  too  many  reforms  which 
theoretically  seemed  perfect  and  yet  which  failed 
under  operation.  During  the  recent  depression,  we 
have  seen  our  tax  money  used  to  employ  men  upon 
projects  artificially  created  for  their  benefit.  Little 
have  these  men  appreciated  what  was  done  for  them 
and  little  have  they  given  in  return.  Their  apparent 
desire  has  been  to  give  not  of  their  best  but  as  little 
as  possible.  So  with  socialized  medicine,  there  will 
be  much  unhappiness  before  a satisfactory  plan  be- 
comes operative.  If  universal  national  insurance  is 
adopted,  there  will  be  a change  in  the  type  of  man 
entering  the  profession  of  medicine.  Members  of  our 
cult  have  for  generations  affiliated  ourselves  with 
medicine  because  we  liked  the  independence,  the 
opportunity  to  express  our  own  ideas  and  practice 
the  art  according  to  our  desires.  Medicine  is  not  a 
perfect  science  and  any  scheme  which  aims  toward 
the  regimentation  of  our  profession  will  find  itself 
confronted  with  the  obstacle  of  overcoming  what 
has  always  been  a manifestation  of  the  personal 
element  of  an  individual  asserting  itself.  Personality 
can  never  be  regimented.  Personality  is  made  of  a 
too  tangible  fibre. 

Meantime  we  must  not  lose  faith  in  ourselves. 
The  individual  will  eventually  reign  supreme  regard- 
less of  all  social  experiments.  We  must  not  forfeit 
our  own  individualists  nor  our  power  of  insurgency. 
Truth  and  righteousness  will  prevail.  In  the  words 
of  the  sage  who  has  few  peers,  “To  thine  own  self 
be  true  and  it  must  follow  as  the  night  the  day,  thou 
canst  not  then  be  false  to  any  man.” 

Virginia  Publishes  Medical  Legislation 
Number 

The  November  issue  of  Virginia  Medical  Monthly 
is  labelled  Medical  Legislation  Number.  It  contains 
an  excellent  review  of  Virginia  laws  of  interest  to 
physicians  by  Ralph  T.  Catterall,  Esq.,  associate 
professor  of  law  at  the  University  of  Richmond. 
The  great  bulk  of  the  law  that  doctors  deal  with  in 
Virginia  comes  within  the  field  of  “administrative 
law,”  that  is,  law  made  and  enforced  by  official 


boards.  Mr.  Catterall  notes  that  many  of  the  statutes, 
like  the  ones  forbidding  people  to  spit  on  the  side- 
walk or  to  go  to  church  with  a cold,  are  obviously 
unenforceable  while  others,  like  the  one  forbidding- 
doctors  to  give  a cocktail  party  unless  all  guests  are 
“bona  fide”  patients  who  actually  need  liquor,  are 
probably  not  meant  to  be  taken  too  literally. 

Mr.  Catterall  suggests  that,  since  legislators  are  too 
subject  to  pressure  from  small  but  noisy  groups, 
the  best  way  to  improve  the  laws  relating  to  the 
practice  of  medicine  is  for  the  doctors  to  form  a 
large  and  noisy  group.  This  may  be  the  most 
effectual  way  of  obtaining  results  in  Virginia  but 
experience  has  not  proven  such  to  be  the  case  in 
Connecticut. 

Paul  de  Kruif  Again 

This  column  has  found  fault  previously  with  Mr. 
de  Kruif  and  other  lay  writers  who  are  so  fond  of 
rushing  into  print  on  medical  matters  of  which  they 
know  little.  Recently  the  Journal  of  the  American 
Medical  Association  also  took  exception  to  an  article 
by  Mr.  de  Kruif  which  appeared  in  The  Reader's 
Di  gest.  In  the  current  issue  of  the  same  publication 
this  writer  again  makes  his  appearance  with  “Enter 
Atabrine— Exit  Malaria.” 

The  trouble  with  this  article  like  the  one  on  the 
use  of  sufathiazole  in  gonorrhea  is  that  it  is  meant 
for  the  laity  and  is  a direct  bid  for  self  medication. 
As  an  illustration  the  following  is  a direct  quota- 
tion. “Compared  to  the  month-long  bitter  dosing 
with  quinine,  15  yellow  pills  of  atabrine,  given  over 
five  days,  were  all  that  was  needed  to  cure  the  great 
majority  of  malaria  victims.”  Later  he  says,  “This 
means  that  when  the  disease  is  tackled  on  a large 
scale  an  average  case  of  malaria  can  be  cured  for 
just  a little  over  six  cents— the  cost  of  an  airmail 
letter!”  How  many  laymen  after  reading  such 
statements  would  consider  it  necessary  to  incur  a 
physician’s  bill  when  they  are  told  they  can  cure 
themselves  for  six  cents! 

Atabrine  is  a valuable  drug  in  malaria,  more  valu- 
able now  than  ever  since  our  sources  of  quinine 
have  been  largely  eliminated.  But  that  does  not  mean 
that  it  is  a completely  safe  drug  for  a layman  to  use 
without  medical  supervision.  While  Air.  de  Kruif 
does  not  mention  it,  atabrine  is  not  without  toxic 
properties,  some  of  which  may  be  severe  and  at 
times  hazardous.  Psychoses,  severe  delirium,  and 
intense  cephalgia  have  all  been  reported  from  the 
use  of  atabrine,  not  to  mention  the  rather  unimport- 
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ant  yellow  pigmentation  of  the  skin  which  is  so 
common.  Also,  it  should  be  noted  that  the  “Exit 
Malaria”  of  his  title  does  not  always  follow,  since  a 
relapse  rate  as  high  as  20  per  cent  has  been  reported 
following  the  use  of  atabrine. 

It  is  too  much  to  expect  that  lay  writers  will  stick 
to  sane  facts  when  they  can  find  a readier  market 
for  such  data  dressed  up  in  sensational  costume. 
Nevertheless,  we  have  a right  to  more  circumspec- 
tion on  the  part  of  the  publishers. 

Thus  the  Editor  of  Philadelphia  Medicine  ex- 
presses himself.  We  heartily  agree. 

Industry  Protects  Itself 

We  are  indebted  to  the  Texas  State  Journal  of 
Medicine  for  these  valuable  observations: 

It  is  expensive  to  employ  a man  and  train  him  at 
bis  work,  and  it  has  been  found  that  there  is  entirely 
too  great  a deterioration  of  the  man  power  in  in- 
dustry due  to  degenerative  and  non  occupational 
diseases.  The  economic  loss  due  to  the  decline  of 
efficiency  of  trained  employees,  beginning  at  about 
the  age  of  45  has  brought  the  realization  on  the  part 
of  industry  of  the  necessity  of  preserving  the  effi- 
ciency and  prolonging  the  usefulness  of  its  em- 
ployees. As  a consequence  of  this  changed  point  of 
view  practically  all  large  industries  are  developing 
their  own  medical  departments,  whose  function  it 
is  to  pass  upon  the  physical  eligibility  of  the  pros- 
pective employees  and  to  guard  the  health  of  those 
already  on  the  pay  roll.  This  is  done  with  the  com- 
bined efforts  of  their  saftey  engineering  departments 
and  most  employees  are  now  given  repeated  annual 
or  semi-annual  physical  examinations  and  admitted 
to  the  advice  of  the  health  department  at  company 
expense.  The  purpose  of  these  examinations  is  to 
protect  people  in  early  stages  of  disease  and  to  direct 
the  employee  to  his  personal  physician,  at  a time 
when  such  conditions  can  be  corrected.  It  is  not  the 
desire  nor  the  purpose  of  any  organization  that  I 
have  knowledge  of  to  take  over  the  treatment  of  its 
employees  if  that  treatment  can  be  adequately  ob- 
tained elsewhere  in  private  life.  It  is  their  purpose 
and  desire  to  protect  their  investment  in  the  effi- 


ciency and  welfare  of  their  employees  by  making 
readily  available  to  them  medical  advice  at  a time 
when  such  advice  can  be  most  effective,  namely,  in 
the  early  stages  of  disease.  The  writer  lays  no  claim 
to  the  power  of  prophesy  but  in  view  of  the  rapid 
development  of  industrial  medicine  in  the  last  fifty 
years  from  the  simple  application  of  well  understood 
treatment  of  minor  injuries  to  its  present  extremely 
complicated  and  highly  complex  specialization,  it 
would  seem  obvious  that  the  effectiveness  of  this 
type  of  medical  practice  will  continue  to  grow  and 
become  an  ever  increasing  force  for  the  protection 
of  employees  and  the  detection  of  disease  in  its 
earliest  stages,  and  by  this  example  exert  profound 
influence  on  the  public  health. 

Compulsory  Retirement  for  Age 

Interesting  comment  on  the  tragedy  of  forced 
retirement  at  the  age  of  sixty  may  be  found  in 
Philadelphia  Medicine  for  January  9,  1943.  Dr.  Dor- 
land,  formerly  a member  of  the  Philadelphia  Countv 
Medical  Society  and  now  writing  in  The  New  York 
Times , is  quoted.  Dr.  Dorland  believes  that  there  is 
no  reason  why  a man  who  shows  initiative  up  to  the 
age  of  sixty  should  cease  to  show  it  after  that  age. 
He  believes  also  that  the  man  of  sixty  can  succeed 
as  well  as  the  man  of  thirty  if  he  keeps  his  health, 
his  optimism  and  his  interest,  that  compulsory  re- 
tirement at  sixty  is  an  economic  waste,  and  that 
retirement  of  machine  workers  in  particular  at  too 
early  an  age  is  decidedly  wasteful.  “The  age  at 
which  a man  at  the  linotype  and  the  locomotive,  the 
carpenter’s  bench  and  the  lathe  does  his  best  work 
needs  to  be  determined  by  careful  investigation,” 
Dr.  Dorland  said.  “Certainly  it  is  far  beyond  the 
traditional  forty''  years,  an  age  after  which,  they  say, 
a man  has  difficulty  in  finding  work  in  industry. 
Introduction  of  machinery  into  industry  lengthens 
the  working  life  of  men.  The  pick  and  shovel  man 
sees  his  strength  declining  after  forty  years,  but 
the  engineer  of  the  trench  digger  and  the  big  crane 
may  be,  and  probably  is,  better  for  his  job  at  sixty 
than  at  thirty.” 

Mr.  McNutt,  take  notice! 


THE  PSYCHOLOGICAL  EFFECT  — on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 


(SEE  PAGE  2) 
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ANNUAL  REPORTS 

OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

1942  - 1943 

REPORT  OF  THE  SECRETARY 


FAIRFIELD  COUNTY 

Membership  January  i,  1942 429 

New  members  30 

459 

Died  4 

Lost  by  resignation,  transfer,  dropped  non- 
payment   6 10 

Membership  April  r,  1943 449 

I IARTFORD  COUNTY 

Membership  January  1,  1942 557 

New  members  38 

595 

Died  7 

Lost  by  resignation,  transfer,  dropped  non- 
payment   13  20 

/Membership  April  1,  1943 575 

LITCHFIELD  COUNTY 

Membership  January  1,  1942 79 

New  members  9 


Lost  by  resignation,  transfer,  dropped  non- 


payment   3 6 

Membership  April  1,  1943 82 

MIDDLESEX  COUNTY 

Membership  January  1,  1942 69 

New  members  9 

78 

Died  3 


Lost  by  resignation,  transfer,  dropped  non- 


payment   2 5 

Membership  April  1,  1943 73 

NEW  HAVEN  COUNTY 

Membership  January  1,  1942 549 

New  members  48 


597 


Died  

Lost  by  resignation,  transfer,  dropped  non- 


payment   14  19 

Membership  April  1,  1943 578 

NEW  LONDON  COUNTY 

Membership  January  1,  1942 116 

New  members  15 


Died  1 

Lost  by  resignation,  transfer,  dropped  non- 


payment   5 6 

Membership  April  1,  1943 125 

TOLLAND  COUNTY 

/Membership  January  1,  1942 21 

New  members  1 


Died  

Lost  by  resignation,  transfer,  dropped  non- 


payment   2 2 

Membership  April  1,  1943 20 

WINDHAM  COUNTY 

Membership  January  1,  1942 41 

New  members  1 


V- 

Died  2 

Lost  by  resignation,  transfer,  dropped  non- 


payment   o 2 

Membership  April  1,  1943 40 

TOTALS 

Fairfield  449 

Hartford  575 

Litchfield  82 

Middlesex  73 

New  Haven  578 

New  London  125 

Tolland  20 

Windham  40 

Total  1942 

Associates  8 

1950 

Net  gam  for  year 40 
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There  are  365  members  of  the  Society  serving  as  commis- 
sioned officers  in  the  Armed  Forces. 

MEMBERS  WHO  HAVE  DIED  MAY  1 942  TO  MAY  1 943 
Reuben  H.  Alpert,  New  Haven,  February  1943 
Elmer  F.  Blank,  Bridgeport,  March  1943 
Noah  A.  Burr,  Higganum,  January  1943 
William  C.  Clarke,  Cornwall  Bridge,  February  1943 
Jeremiah  J.  Cohane,  New  Haven,  April  1943 
William  H.  Coon,  Easton,  October  1942 
Charles  C.  Davis,  Essex,  November  1942 
Francis  Downing,  Norwich,  date  unknown 
Thomas  B.  Enders,  Mystic,  January  1943 
Clarence  M.  Hatheway,  Hartford,  August  1942 
George  R.  R.  Hertzberg,  Stamford,  October  1942 

A.  Elizabeth  Ingraham,  Wethersfield,  November  1942 
Franklin  L.  Lawton,  Hartford,  September  1942 

B.  Henry  Mason,  West  Hartford,  January  1942 
Almon  W.  Finney,  Norfolk,  December  1942 
George  M.  Smith,  Hartford,  June  1942 
Albert  Stein,  Thompsonville,  December  1942 
Walter  R.  Steiner,  Hartford,  November  1942 
Carl  P.  Wagner,  Portland,  August  1942 


REPORT  OF  THE  TREASURER 

The  House  of  Delegates 
Connecticut  State  Medical  Society 
Gentlemen: 

As  Treasurer  of  the  Connecticut  State  Medical  Society,  I 
submit  herewith  the  report  of  the  finances  of  the  Society  for 
the  calendar  year  1942,  as  certified  by  Seward  and  Monde. 

Again,  the  many  details  incidental  to  the  receiving  and 
disbursing  of  funds  have  been  capably  handled  by  the 
Secretarial  Staff  of  the  State  Office.  To  that  group  I express 
my  sincere  thanks. 

The  report  of  Seward  and  Monde,  Certified  Public 
Accountants  is  appended.  Their  services  in  supervisory  and 
advisory  capacities  have  been  most  helpful  and  have  resulted 
in  the  simplification  of  details  and  the  elimination  of  unnces- 
sary  procedures. 

The  securities  in  the  Russell  Fund  and  in  the  Smith  Fund 
are  invested  in  bonds  noted  in  this  and  previous  reports. 

Inquiries  are  frequently  made  from  the  membership  con- 
cerning the  origin  and  purpose  of  the  trust  funds.  The 
Russell  Fund  was  established  on  February  15,  1910,  by  a 
legacy  of  $6,853.17  from  the  estate  of  Dr.  Gurdon  W. 
Russell.  The  income  may  be  applied  to  the  general  purposes 
of  the  Society. 

The  Smith  Fund  became  operative  January  26,  1916,  on 
receipt  of  a bequest  of  $1,000  from  the  estate  of  Dr.  Oliver 
Cotton  Smith.  The  income  from  this  trust  is  to  be  used  to 
pay  the  dues  of  a member  whose  financial  condition  prevents 
him  from  assuming  that  obligation. 

Despite  a reduced  income  because  of  military  exemptions, 
the  activities  of  the  Society  have  been  conducted  well  within 
the  established  budget.  The  present  financial  condition  is 
sound  and  should  continue  so.  This  year’s  budget  is  predi- 
cated on  further  reductions  in  income  as  other  members  of 
the  Society  assume  military  obligations. 

Respectfully  submitted, 

Hugh  B.  Campbell,  m.d.,  Treasurer. 


Seward  and  Monde 
Certified  Public  Accountants 

The  Trust  Company  Building 
New  Haven,  Conn. 

Februarv  24,  1943. 

Dr.  Hugh  B.  Campbell,  Treasurer 
The  Connecticut  State  Medical  Society 
New  Haven,  Connecticut 
Dear  Sir: 

We  have  examined  the  balance  sheet  of  The  Connecticut 
State  Medical  Society  as  at  December  31,  1942,  and  we  have 
made  a general  review  of  the  operating  and  income  accounts 
for  the  year  then  ended.  In  connection  therewith  we  have 
examined  or  tested  accounting  records  of  the  society  and 
other  supporting  evidence  without  making  a detailed  audit 
of  the  transactions. 

Current  Funds: 

Cash  in  banks  was  reconciled  and  confirmed  by  direct 
correspondence  with  the  depositories,  and  is  accounted  for 
as  follows: 


Commercial  accounts: 

I he  Union  & New  Haven  Trust  Company $ 1,541.56 

Phoenix  State  Bank  and  Trust  Company 4,771.28 

I he  Capitol  National  Bank  and  Trust  Company- 

Journal  revolving  account 2,000.00 

1 he  Second  National  Bank  of  New  Haven— Exec- 
utive secretary  revolving  account 2,000.00 

Savings  accounts: 

The  Capitol  National  Bank  and  Trust  Company  3,087.05 

The  New  Haven  Savings  Bank 2,567.23 

Connecticut  Savings  Bank  of  New  Haven 2,567.24 

National  Savings  Bank  of  New  Haven 2,558.74 

Chelsea  Savings  Bank  of  Norwich 2,500.00 


Total  $23,593.10 

Dues  receivable  are  for  1942  dues  and  are  segregated  as 
follows: 

COUNTY  AMOUNT 

Fairfield  $1,982.50 

Hartford  708.75 

Litchfield  165.00 

Middlesex  1 50.00 

New  Haven  1,775.37 

New  London  97-5° 

Tolland  30.00 

Windham  „ 

Total  $4,909.12 


Accounts  receivable  of  $1,013.82  for  reprints,  electrotypes, 
and  advertising  in  the  Medical  Journal  were  due  at  Decem- 
ber 31,  1942. 

Advances  to  the  Journal  advertising  agent  exceeded  com- 
missions earned  by  $131.22,  which  amount  will  be  applied 
against  earned  commissions  during  1943. 

Accrued  commissions  of  $245.46  are  due  county  secretaries 
for  the  collection  of  unpaid  1942  dues. 


Gurdon  TV.  Russell  Fund: 

Cash  in  the  Mechanics  Savings  Bank  was  reconciled  and 
confirmed  by  direct  correspondence  witli  the  depository. 

Securities  held  by  this  fund  were  examined  by  us  and  arc 
as  follows: 


Value  December  31,  1942 


Par  Value 

Per  Books 

Market 

$5,000  Connecticut  Railway  and  Light- 
ing Company  4 14%  first  refunding 
mortgage  bonds,  due  January  15,  1951, 
stamped  

$ 5,350.00 

$ 5,350.00 

$2,000  Consolidated  Railway  Company, 
(N.  H.)  4%  debenture  bonds,  due 
July  1,  1954 

2 30.00 

600.00 

$1,000  Boston  and  Albany  Railroad 
Company,  4 14%  improvement  bonds, 
due  August  1,  1978 

820.00 

625.00 

Totals  

$ 6,400.00 

$ 6,575.00 

O.  C.  Smith  Fund: 

The  principal  and  income  cash  in  the  Mechanics  Savings 
Bank  was  reconciled  and  confirmed  by  direct  correspond- 
ence with  the  depository. 

Clinical  Congress: 

Cash  in  the  commercial  account  and  in  the  savings  account 
was  reconciled  and  confirmed  by  direct  correspondence  with 
the  depositories  and  consists  of  the  following: 

The  New  Haven  Bank  N.  B.  A.— checking  accounts  395.02 
The  New  Haven  Savings  Bank 3,309.12 

$3,704.14 


I he  analysis  of  income  and  expenses,  as  reflected  on  the 
annexed  statement,  was  taken  from  records  of  the  Treasurer 
of  the  Clinical  Congress  made  available  to  us  at  the  time  of 
our  audit. 


Balance  Sheet,  December  31,  1942 
CURRENT  FUNDS 


ASSETS 

Cash  $AM93->° 

Dues  receivable— 1942  4,909.12 

Accounts  receivable— Journal  1,013.82 

Inventory— emblems  306.00 

Advances  to  Journal  advertising  agent 131.22 

Prepaid  annuity— executive  secretary 999-94 


Total  $30,953.20 


LIABILITIES 

Accounts  payable: 

Treasurer  $ 40.00 

Journal  521.32 

$ 561.32 

Accrued  commissions— 1942  dues 245.46 

Surplus: 

General  $17,579.41 

Executive  secretary  2,178.44 

Journal  7,301.52 

Commercial  Exhibit  and 
Annual  Meeting  3,087.05  30,146.42 


Total  $30,953.20 


SPECIAL  FUNDS 


Gurdon  W.  Russell  Fund: 

Gurdon  W.  Russell  Fund— capital 

$ 8,514.45 

Securities  

O.  C.  Smith  Trust  Fund: 

6,400.00 

$ 8,514.45 

O.  C.  Smith  Trust  Fund— capital 

Clinical  Congress— capital  

1 4^7- 1 2 

3'7°4-'4 

Principal  cash  

Income  cash  

$ 1 ,000.00 

1,487.12 

Preparedness  fund— capital  

446-27 

Clinical  Congress: 

Preparedness  Fund: 

Total  

Total 


.$14,151.98 


Grand  total 


$45,105.18 


Grand  total 


$45,105.18 
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Statement  of  Current  Funds  Surplus 


Total 

Balance,  January  1,  1942 $25,897.94 

Add,  Back  dues  collected 84.00 


Adjusted  balance,  January  1,  1942 $25,981.94 

Summary  of  1942  transactions: 

Income  $40,553.51 

Expense  36,389.03 


Excess  of  income  over  expenses 4,164.48 

Allotment  transfers  

Surplus  $ 4,164.48 


Balance,  December  31,  1942 $30,146.42 


Year  ended  December  31,  1942 


General 

$15,916.62 

84.00 

Executive 
Secretary 
$ 1,348.31 

Journal 
$ 5,584.17 

Commercial 
Exhibit 
and  Annual 
Meeting 
$ 3,048.84 

$16,000.62 

$ 1,348.31 

$ 5 ’5^4- 1 7 

$ 3,048.84 

$26,273.69 

6,974.90 

$13,289.87 

$14,241 .61 
16,1 24.26 

$ 38.21 

19,298.79 

17,720.00 

1 3,289.87 
14,1 20.00 

1,882.65 

3,600.00 

38.21 

$ 1,578.79 

^ 1 

00 

0 

$ i-7i7-35 

$ 38.21 

$04794' 

$ 2,178.44 

$ 7,301.52 

$ 3,087.05 

Statement  of  General  Income  and  Expense 
Year  ended  December  31,  1942 


Income: 

Dues  earned  (net  of  $2,891.02  military 

exemption)  

Less,  Commissions  paid 


$25,346.48 

1,261.70  $24,084.78 


Telephone  

Printing  and  postage 

Office  supplies  and  expense 

Janitor  

Miscellaneous  


189.90 

243.09 

2 39-59 
74.00 
1 1.29 


Total 


.$13,289.87 


Sesquicentennial  

Interest  on  savings  accounts. 


Expenses: 

Sesquicentennial  

Council  

Delegates  A.  M.  A.  convention 

Chairman  of  council 

Executive  secretary  annuity 

Conference— Industrial  Health 

Professional  fees  

Travel  expense  

Insurance  

News  releases  

Tumor  committee  

Miscellaneous  


2,019.15 

169.76 


$26,273.69 


3’923  -43 
1 34.67 
1 1 1 .65 

300.00 
999.94 

82.55 

505.00 

1 20.40 
97.10 

322.40 
90.18 

287,58 

6.974.90 


Excess  of  income  over  expenses. 


.$19,298.79 


Statement  of  Executive  Secretary  Expenses 
Year  ended  December  31,  1942 

Secretary  salary  $ 9,000.00 

Office  salaries  $3,024.00 

Less,  Receipts  for  outside  services 

rendered  59°-75 

2 43  3 -2  5 


Rent 

Light 


1,020.00 

78-75 


Statement  of  Journal  Income  and  Expenses 
Year  ended  December  31,  1942 

Income: 

Advertising  (net  of  $2,211.54  commis- 


sions   $11,305.80 

Subscriptions  114.00 

Reprints  1,519.81 

Electrotypes  219.90 

Single  copy  17.00 

“Essentials  of  Emergency  Treatment”....  469.18 

Connecticut  Hospital  Association 564.07 

Miscellaneous  3I-85 

$14,241.61 

Expenses: 

Printing  and  paper $ 8,810.99 

Postage  and  handling 548.25 

Office  expense  341.21 

Telephone  80.05 

Editors’  and  custodian  of  funds  salaries  3,100.04 

Office  salary  1,145.00 

Rent  240.00 

Electrotypes  i87-7i 

Reprints  1,416.70 

Editorial  board  expense 81.28 

Collection  expense  46.50 

Miscellaneous  1 26.53 

16,124.26 

Excess  of  expense  over  income $ 1,882.65 


Statement  of  Special  Funds 
Year  ended  December  31,  1942 


Gurdon  W. 

O.  C.  Smith 

Clinical 

Preparedness 

T oral 

Russell  Fund 

Trust  Fund 

Congress 

Fund 

lalance,  January  1,  1942 

$14,724.48 

$ 8,157.23 

$ 

1,509.14 

$ 4,308.73 

$ 

749d8 

tdd, 

Interest  on  savings  accounts 

78-85 

47.87 

30.98 

Interest  on  bonds 

487-5° 

487.50 

Total  

$15,290.83 

$ 8,692.60 

$ 

1,540.12 

$ 4,308.73 

$ 

749d8 

)educt, 

Excess  of  expenses  over  income 

$ 9°7-7° 

$ 604.59 

$ 

303. n 

Purchase  of  equipment 

178-15 

$ 178.15 

Payment  of  membership  dues 

53.00 

$ 

53.00 

$ 1,138.85 

$ 178-15 

$ 

53.00 

$ 604.59 

$ 

303.11 

ialance,  December  31,  1942 

$14,151.98 

$ 8,514.45 

$ 

1,487.1 2 

$ 3’7°4-I4 

$ 

446.27 

Statement  of  Clinical  Congress  Income  and  Expense 
Year  ended  December  31,  1942 


ncome : 

Registration  and  luncheon  fees $ 1,343.00 

Interest  on  savings  account 65.19 

$ 1,408.19 

Expenses: 

Printing  and  postage $ 497-43 

Clerical  expense  188.72 

Speakers  expense  481.55 

Dinners— committee  21.00 

Telephone  12.81 

Rent  of  hall  and  lantern  slides 231.04 

Buttons  34.28 

Dinner  expense  4I7-9° 

Subscriptions  71.22 

Professional  services  25.00 

Insurance  12.50 

Miscellaneous  19.33 

2,012.78 


Excess  of  expenses  over  income $ 604.59 


Statement  of  Preparedness  Income  and  Expense 
Year  ended  December  31,  1942 

ncome: 

Anonymous  contribution  $ 500.00 


expense: 

Postage  

Clerical  

Telephone  

Travel  

Office  supplies 
Miscellaneous 


1 3 .00 

478  35 
106.06 
99.38 

55.00 
5!-32 

803.11 


Preparedness  Fund: 

Cash  in  the  Union  and  New  Haven  Trust  was  reconciled 
and  confirmed  by  direct  correspondence. 


Attached  hereto  are  the  following  statements: 

Balance  Sheet,  December  31,  1942 
Statement  of  Current  Fund  Surplus, 

December  31,  1942 

Statement  of  General  Income  and  Expenses 
Statement  of  Executive  Secretary’s  Expenses 
Statement  of  Journal  Income  and  Expenses, 

Year  ended  December  31,  1942 
Statement  of  Special  Funds 

Statement  of  Clinical  Congress  Income  and  Expenses, 
Year  ended  December  31,  1942 
and 

Statement  of  Preparedness  Fund  Income  and  Expenses, 
Year  ended  December  31,  1942 

Very  truly  yours, 

Seward  & Monde. 


REPORT  OF  THE  AUDITORS 

Mr.  President  and  Members  of  The  House  of  Delegates: 
We  reviewed  the  report  of  Seward  & Monde,  Certified 
Public  Accountants,  as  of  December  31,  1942. 

We  made  a physical  inspection  of  the  securities  and  savings 
bank  books  comprising  the  assets  of  the  Gurdon  W.  Russell 
and  the  O.  C.  Smith  Trust  Funds. 

Charles  T.  La  Moure. 
Charles  H.  Turkington. 


Excess  of  expenses  over  income. 


.$  303-11 
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REPORT  OF  THE  COMMITTEE  ON  PREPAID 
MEDICAL  SERVICE 

Oliver  L.  Stringfield,  Chairman 

Samuel  C.  Harvey  Thomas  P.  Murdock 

James  R.  Miller  J.  Harold  Root 

Benedict  N.  Whipple 

This  committee  was  originally  appointed  by  the  House 
of  Delegates  in  1939  and  it  presented  a progress  report  in 
1940.  A further  report  was  given  by  the  committee  at  the 
1941  annual  meeting  when  a general  analysis  of  prepaid 
medical  service  plans  was  made  and  the  following  rec- 
ommendations accepted  by  the  House  of  Delegates. 

1.  That  no  attempt  be  made  at  the  present  to  introduce  a 
plan  for  prepayment  for  medical  care  to  cover  preventive 
medicine  or  domiciliary  or  ambulatory  medical  care. 

2.  That  the  committee  be  empowered  to  proceed  with  the 
development  of  a plan  for  prepayment  for  medical  care  for 
hospitalized  illness  and  such  a plan  be  presented  to  the 
House  of  Delegates  for  consideration. 

In  1942  the  committee  reported  that  it  was  unable  at  that 
time  to  present  a completed  plan  and  asked  for  a continuance. 
It  observed,  (a)  that  the  first  steps  at  furnishing  this  type 
of  service  should  be  confined  to  coverage  of  surgical  and 
obstetrical  patients  while  hospitalized  and  (b)  that  the  ad- 
ministration of  this  service  should  not  be  a function  of  the 
State  Medical  Society  but  of  an  independent  corporation. 

In  the  course  of  the  committee’s  exploration  of  the  sub- 
ject several  conferences  were  held  with  representatives  of 
labor,  management,  insurance  executives  and  public  service 
employees  and,  as  a result,  the  committee  concluded  that 
there  was  a definite  interest  in  prepaid  medical  and  surgical 
service  plans  on  the  part  of  the  public  but,  because  of  a 
lack  of  understanding  of  the  problem,  the  public  does  not 
know  precisely  what  kind  of  insurance  it  wants. 

Discussions  were  had  with  individual  physicians  and  with 
groups  of  physicians  and  it  is  the  committee’s  observation 
that  knowledge  and  interest  in  this  subject  on  the  part  of  the 
public  exceeds  that  shown  by  the  medical  profession.  Be- 
cause of  this  lack  of  information  on  the  part  of  members  of 
tin's  Society,  the  committee  has  arranged  the  panel  discussion 
that  will  be  held  before  the  House  of  Delegates  on  May 
25.  All  members  of  the  Society  are  invited  to  attend  this 
discussion  and  hear  the  many  sides  of  the  subject  presented 
by  recognized  authorities. 

The  committee  has  been  impressed  with  movements  in  this 
field  that  have  been  made  by  medical  societies  in  several  parts 
of  the  country,  including  the  neighboring  States  of  New 
Jersey,  New  York  and  Massachusetts,  and  it  believes  that  it 
would  be  doing  less  than  its  duty  to  the  medical  profession 
in  Connecticut  if  it  did  not  place  the  problem  squarely 
before  it  at  this  time.  In  reaching  this  conclusion  the  com- 
mittee is  not  unmindful  of  the  fact  that  all  physicians  are 
occupied  with  various  phases  of  war  activity  and  that  many 
of  our  members  arc  away  and  cannot  participate  in  these 
deliberations.  Some  have  expressed  the  opinion  that  efforts 
of  this  kind  should  be  postponed  until  after  the  war.  Others 
believe  that  these  plans  should  be  initiated  now  for  the  post 
war  period,  so  that  our  returning  colleagues  will  find  that 
attention  has  been  given  to  the  subject  in  an  effort  to  fore- 


stall public  intervention  in  the  provision  of  medical  care. 

I lie  course  to  be  followed  now  rests  upon  the  decision  of 
the  House  of  Delegates. 

There  are  two  reasons  which  would  lead  our  Society  to 
develop  a plan  for  voluntary  prepaid  medical  and  surgical  ; 
service.  These  are,  first,  the  willingness  to  devise  a means  to 
provide  adequate  medical  care  in  catastrophic  illneses  for 
persons  of  restricted  income  and,  second,  the  belief  that  a 
voluntary  plan  established  by  the  medical  profession  would 
answer  a public  need  so  that  tax  supported  compulsory  | 
sickness  insurance  will  be  unnecessary. 

Your  committee  has  studied  many  State  plans  and  has  1 
noted  that  one  plan  after  another  has  found  it  wise  to  restrict  1 
its  benefits  in  the  ways  that  this  report  now  places  before 
you  for  consideration,  and  we  have  further  observed  the 
difficulties  which  have  been  encountered  and  which,  in  some 
instances,  have  resulted  in  considerable  monetary  loss  to 
the  medical  societies  and  organizations  underwriting  the 
service.  It  is  fundamental  for  success  that  any  plan  have 
widespread  support  from  the  medical  profession  because 
without  it  failure  is  certain. 

This  committee  has  not  had  an  opportunity  to  measure 
accurately  the  desires  of  the  members  of  this  Society  and 
we  believe  that  it  is  unwise  to  proceed  with  the  details  of 
a medical  service  plan  until  these  desires  are  known.  Your 
committee  feels,  therefore,  that  a method  must  be  devised 
for  presenting  detailed  information  concerning  prepaid 
medical  service  to  our  members  and  also  the  framework  of 
a plan  that  might  be  considered.  To  accomplish  this  the 
following  proposals  and  recommendations  are  made  to  the 
House  of  Delegates. 

1.  That  the  House  of  Delegates  request  the  Presidents  of 
each  County  Association  to  appoint,  before  June  1,  1943,  a 
County  committee  on  prepaid  medical  service  to  consist  of 
three  members. 

2.  That  the  State  committee  on  prepaid  medical  service 
be  directed  to  call  these  County  committees  together  not 
later  than  July  15,  1943,  for  the  purpose  of  a general  dis- 
cussion of  the  subject  of  prepaid  medical  service. 

3.  That  the  County  committees  on  prepaid  medical  service 
shall  take  such  means  as  they  deem  effective  to  acquaint  their 
fellow  members  with  the  principles  and  philosophies  of 
prepaid  medical  service  and  to  discuss  such  a plan,  the 
details  of  which  are  contained  in  this  report,  and  shall  pro- 
vide for  debate  and  consideration  of  the  subject  at  a regular 
or  special  meeting  of  their  County  Association  to  be  held 
not  later  than  November  1,  1943. 

4.  That  the  State  committee  shall  again  call  the  County 
committees  together  in  the  month  of  November  1943  to 
determine  whether  or  not  there  is  adequate  interest  and 
promise  of  support  of  a prepaid  medical  service  plan  to 
justify  the  State  committee  to  proceed  with  the  develop- 
ment of  the  details  of  a plan  which  shall  be  submitted  to  the 
House  of  Delegates  as  soon  as  it  is  ready. 

r he  committee  now  presents  the  fundamental  organiza- 
tion and  purposes  of  a prepaid  medical  service  plan  that 
might  be  adapted  to  the  needs  in  Connecticut. 

1.  Organization.  A non  profit  medical  service  corpora- 
tion to  be  incorporated  as  provided  in  Chapter  192c  of  the 
Cumulative  General  Statutes  of  Connecticut,  1939,  to  be 
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called  “Connecticut  Medical  Service,”  or  by  some  similar 
name. 

2.  Purpose.  The  purpose  of  this  corporation  would  be  to 
provide  an  arrangement  whereby  selected  groups  of  sub- 
scribers might,  by  voluntary  prepayments  of  subscriptions 
to  the  corporation,  be  insured  against  the  cost  of  surgical 
and  obstetrical  care  while  the  subscriber  was  a bed  patient 
in  an  approved  hospital.  (“Selected  Group”  shall  be  groups 
of  persons  who  are  subscribers  to  the  Connecticut  Plan  for 
Hospital  Care;  “Approved  Hospitals”  shall  be  hospitals  ap- 
proved as  provided  in  Chapter  1136c  of  the  Cumulative 
Statutes,  Connecticut  1939.)  All  services  under  the  sub- 
scribers’ contracts  shall  be  rendered  by  graduates  in  medicine 
legally  licensed  to  practice  in  the  State  of  Connecticut  and 
acceptable  to  the  hospital  wherein  the  subscriber  is  a patient. 

3.  Finances.  The  corporation  shall  commence  business  with 
at  least  $5,000  as  required  by  Section  192c  of  the  Cumulative 
Statutes  of  Connecticut,  1939  and  working  capital  of  an 
additional  $5,000.  These  monies  would  be  derived  from  the 
funds  of  The  Connecticut  State  Medical  Society  or  from 
private  sources  that  may  be  interested  in  the  project. 

4.  Direction.  The  affairs  of  the  Connecticut  Medical  Serv- 
ice shall  be  carried  on  by  a board  of  directors  of  

members  upon  which  The  Connecticut  State  Medical 
Society,  the  Connecticut  Plan  for  Hospital  Care  and  the 
public  at  large  shall  be  represented. 

5.  Administration.  The  affairs  of  the  corporation  shall  be 
administered  by  an  Executive  Director  and  a Medical  Ad- 
visor, acting  under  the  guidance  of  the  Board  of  Directors, 
and  a Medical  Advisory  Board  which  shall  be  charged  with 
the  responsibility  of  the  prompt  and  fair  payment  of  par- 
ticipating physicians. 

6.  Contracts.  T he  corporation  shall  execute  contracts  with 

(a)  subscribers:  to  furnish  specified  services  of  physicians 
at  a fixed  premium  designating  the  amount  and  methods  ol 
payment  and  the  services  that  the  subscriber  is  to  receive; 

(b)  physicians:  the  corporation  shall  execute  contracts  witli 
physicians  who  wish  to  participate  in  the  plan;  and  (c) 
Connecticut  Plan  for  Hospital  Care:  the  corporation  shall 
execute  contracts  with  the  Connecticut  Plan  for  Hospital 
Care  for  the  purpose  of  carrying  out  certain  administrative, 
distribution  and  statistical  functions. 

7.  Payment  to  Physicians.  Payment  to  physicians  shall  be 
made  in  accordance  with  a confidential  fee  schedule  on  a 
“unit  basis.”  The  value  of  the  unit  shall  be  determined  from 
time  to  time  by  the  medical  advisory  board  within  the  limits 
of  the  funds  available. 

8.  Subscribers.  The  committee  has  reviewed  various 
methods  of  determining  the  economic  limitations  within 
which  subscribers  will  be  accepted.  Its  conclusions  on  this 
point  are  not  yet  final  or  definite  and  further  consideration, 
taking  advantage  of  the  counsel  of  physicians  in  various  parts 
of  the  State,  is  necessary.  One  method  that  has  impressed  the 
committee  is  the  writing  of  contracts  under  which  indi- 
vidual subscribers  with  an  annual  income  not  in  excess  of 
$2,000  or  a family  income  not  in  excess  of  $2,500  will  receive 
physicians’  services  without  additional  cost  beyond  that  paid 
by  the  corporation.  Subscribers  with  annual  incomes  in 
excess  of  these  amounts  will  be  credited  with  a cash  indem- 
nity equal  to  the  amount  paid  for  services  to  subscribers  in 


the  lower  income  groups  and  physicians  will  be  permitted 
to  charge  such  patients  additional  fees  under  agreement  with 
the  patient. 

This  committee  has  worked  for  a number  of  years  on  this 
problem  and  has  become  familiar  with  the  many  complex 
details  of  voluntary  prepaid  medical  service  plans.  The 
decision  whether  such  an  enterprise  shall  be  organized  and 
promoted  in  this  State  must  be  made  by  the  members  of 
this  Society  and,  in  making  that  decision,  it  should  be 
realized  that  we  must  venture  boldly  and  spend  time,  energy 
and  money  if  we  are  to  create  a successful  prepaid  medical 
service  plan. 


REPORT  OF  THE  COMMITTEE  ON  COOPERA- 
TION WITH  YALE  SCHOOL  OF  MEDICINE 

The  committee  on  cooperation  with  Yale  School  of  Medi- 
cine wishes  to  report  that  during  the  past  year  no  matters 
requiring  action  have  been  brought  to  its  attention. 

Respectfully  submitted, 

James  R.  Miller,  Chairman. 


REPORT  OF  THE  EDITORIAL  BOARD  OF  THE 
CONNECTICUT  STATE  MEDICAL 
JOURNAL  1942-3 

Stanley  B.  Weld,  Hartford,  Chairman 
Harold  S.  Burr,  New  Haven 
Frank  S.  Jones,  Hartford 
Oliver  L.  Stringfield,  Stamford 
Herbert  Thoms,  New  Haven 

Mr.  President  and  Members  of  the  House  of  Delegates: 

In  a very  few  months  the  Journal  will  celebrate  its  seventh 
birthday.  As  should  be  the  case,  the  past  year  has  been 
marked  by  progress  and  improvement.  It  is  possible  for  me 
to  make  such  a statement  at  this  time  because  at  the  last 
annual  meeting  of  the  House  of  Delegates  Herbert  Thoms 
was  elected  to  the  position  of  Literary  Editor  of  the  Journal. 
The  Society  owes  Dr.  Thoms  much,  formerly  as  a member 
of  the  Editorial  Board  and  now  as  one  of  the  active  staff 
of  the  Journal.  To  him  for  the  past  year  has  been  entrusted 
the  publication  of  the  scientific  papers  and  lie  has  contributed 
a major  portion  of  the  editorials.  In  addition  to  the  historical 
volume  published  at  the  time  of  the  Sesquicentennial,  Dr. 
Thoms  succeeded  in  collecting  and  publishing  a series  of 
articles  entitled  “The  Essentials  of  Emergency  Treatment,” 
all  written  by  Connecticut  physicians  primarily  for  Con- 
necticut physicians.  This  is  the  first  volume  of  its  kind  pub- 
lished by  any  State  Medical  Society  or  Journal. 

The  Sesquicentennial  Issue  of  the  Journal  was  a distinct 
success.  Appearing  as  it  did  a few  days  before  the  celebration 
last  June  it  served  as  a souvenir  of  that  event  and  added  to 
the  dignity  of  the  occasion  with  its  well  balanced  content. 
After  all  the  expenses  incurred  in  the  publication  of  this 
special  issue  were  met,  the  Journal  was  able  to  turn  over 
to  the  Society  a profit  of  $1,500.  Two  other  special  issues 
have  appeared,  the  Roster  Number  in  August  and  the  Clini- 
cal Congress  Number  in  October.  Two  new  departments 
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have  been  added,  “Peripateticus”  which  recounts  experiences 
of  the  medical  traveler,  and  “Across  the  Continent,”  a section 
containing  news  worth  recording  from  other  Journals  and 
other  State  Societies. 

Again  the  Journal  lias  found  it  unnecessary,  because  of  its 
volume  of  advertising,  to  expend  all  of  its  allotted  budget. 
In  spite  of  the  vicissitudes  of  war  it  has  been  able  to  main- 
tain a fairly  constant  volume  of  advertising.  There  have  been 
a few  changes  in  the  Board.  In  addition  to  the  change  in 
the  status  of  Dr.  Thoms,  Charles  Mirabile,  a member  of  the 
Board  since  it  was  first  formed,  was  replaced  at  the  last 
annual  meeting  by  Lee  D.  Van  Antwerp.  Dr.  Van  Antwerp 
lias  since  accepted  a commission  in  the  Army  and  resigned 
from  the  Board.  News  editors  have  come  and  gone  and 
those  who  formerly  supplied  the  county  news  are  now 
scattered  over  the  face  of  the  earth.  Regular  meetings  of 
the  entire  Board  have  been  less  frequent  since  the  scarcity 
of  gasoline  and  tires;  in  their  place  the  Literary  Editor, 
Managing  Editor,  and  Secretary  of  the  Society  have  met 
each  month  to  arrange  the  coming  issue. 

At  this  time  it  is  my  happy  privilege  to  express  my 
appreciation  to  the  other  members  of  the  Board,  to  the 
County  News  Editors,  to  others  who  have  assisted  me  in  mv 
work,  and  to  the  members  of  the  Society  so  many  of  whom 
have  given  expression  to  their  appreciation  of  the  finished 
product. 

Respectfully  submitted, 

Stanley  B.  Weld. 


REPORT  OF  THE  COMMITTEE  ON 
PUBLIC  HEALTH 

At  the  Annual  Meeting  of  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society  held  in  Hartford,  May 
20,  1942,  the  following  members  were  elected  to  the  Com- 
mittee on  Public  Health. 


Joseph  H.  Howard, 
Donald  A.  Bristoll 
Howard  G.  Stevens 
Jessie  W.  Fisher 
Maurice  J.  Strauss 
Howard  W.  Brayton 
Albert  C.  Freeman 


Chairman 
Karl  T.  Phillips 
Luther  lx.  Musselman 
Joseph  I.  Linde 
Howard  S.  Colwell 
Oliver  L.  Stringfield 
J.  Harold  Root 


Associate  Member:  Friend  L.  Mickle 


Three  meetings  of  the  Public  Health  Committee  were  held 
since  the  last  report  was  given  to  the  House  of  Delegates, 
and  the  following  business  was  transacted. 

Due  to  the  increase  in  births  in  the  State  of  Connecticut, 
it  was  found  that  there  was  an  urgent  need  for  increasing 
the  capacity  of  the  Maternity  Departments  in  certain  hos- 
pitals. This  was  especially  so  in  Bridgeport  where,  due  to  a 
marked  influx  of  war  workers,  Bridgeport  and  St.  Vincent’s 
Hospitals  were  crowded  to  capacity.  This  problem  was 
presented  to  the  United  States  Public  Health  Service  who 
designated  Major  Ralph  Gregg  to  appear  before  the  Com- 
mittee and  to  discuss  the  problem. 

Major  Gregg  understood  the  necessity  of  increasing  the 
capacity  of  the  hospitals,  but  due  to  a shortage  in  necessary 
materials,  the  Public  Health  Service  was  having  considerable 


difficulty  in  sanctioning  the  construction  of  new  buildings. 
I he  applications  of  these  hospitals  have  been  approved  by 
the  United  States  Public  Health  Service  and  the  War  Pro- 
duction Board,  but  up  until  the  present  time,  in  spite  of  the 
fact  that  the  funds  have  been  appropriated  by  the  Federal 
Government  and  a drive  in  Bridgeport  has  raised  approxi- 
mately one  million  dollars  for  the  construction  of  these 
buildings,  nothing  further  has  been  done  by  official  govern- 
ment agencies  for  the  final  approval  of  the  construction  of 
these  additions. 

The  Public  Health  Committee  has  approved  the  early  dis- 
charge of  maternity  patients  on  the  seventh  or  eighth  dav 
following  delivery  to  make  room  available  for  more  cases. 
The  committee  cautions  hospital  superintendents  and  ob- 
stetricians to  be  careful  that  these  patients  are  not  discharged 
unless  some  investigation  has  been  made  of  the  home  situa- 
tion. No  patients  should  be  discharged  following  delivery 
unless  help  is  available  in  the  home.  Those  patients  attempt- 
ing to  carry  on  the  care  of  infants,  and  in  many  instances 
housework  seven  or  eight  days  after  delivery  are  liable  to 
innumerable  complications,  especially  postpartum  hem- 
orrhage. The  Committee  also  recommends  that  patients 
should  never  be  discharged  before  the  fifth  day  following 
delivery  unless  transported  by  an  ambulance  and  unless  there 
is  provision  for  home  nursing  care. 

The  question  of  the  registration  of  prenatal  cases  to 
facilitate  evacuation  plans  was  discussed,  and  the  Committee 
recommended  that  each  Community  should  work  out  its 
own  plan  of  local  registration  of  prenatal  cases. 

The  Committee  voted  to  recommend  that  a second  Nutri- 
tionist-Consultant be  added  to  the  Staff  of  the  Bureau  of 
Child  Hygiene. 

It  was  suggested  and  approved  that  the  Connecticut  State 
Medical  Society  sponsor  clinics  or  demonstrations  of  the 
Kenny  Treatment  of  Infantile  Paralysis  in  keeping  with  the 
recommendation  of  the  Crippled  Children’s  Technical  Medi- 
cal Advisory  Committee.  The  Committee,  therefore,  voted 
that  the  Connecticut  State  Medical  Society  urge  the  County 
Medical  Societies  to  stimulate  interest  in  the  Kenny  Treat- 
ment. 

The  Committee  voted  to  recommend  the  reappointment  of 
all  members  of  the  Obstetrical  and  Pediatric  Consulting 
Service  for  the  period  July  1,  1942,  to  June  30,  1943. 

I he  Committee  has  given  considerable  thought  to  the 
question  of  medical  care  for  wives  and  babies  of  men  in  the 
Service.  The  question  of  eligibility  and  the  procedure  to 
be  followed  has  been  considered  at  all  of  the  meetings  during 
the  year,  but  with  changes  from  Washington  it  has  been 
necessary  to  make  our  rules  rather  flexible,  and  the  final 
draft  will  be  considered  at  a meeting  to  be  held  toward  the 
end  of  April.  At  present  the  plan  is  for  the  care  of  the 
wives  of  enlisted  men  during  pregnancy  and  also  the  care 
of  infants  up  until  one  year  of  age.  If  there  is  an  increase 
in  the  appropriation,  it  may  be  possible  to  extend  the  care 
of  these  children  beyond  the  first  year.  These  patients  must 
be  referred  upon  the  recommendation  of  a licensed  physician 
through  an  individual  or  agency.  The  application  may  be 
made  directly  to  the  State  Department  of  Health,  local 
Welfare  Department,  or  a District  Assistance  Department. 
Although  several  other  points  have  been  discussed  by  the 
Committee  and  approved,  no  further  discussion  will  be 
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carried  on  at  this  point  since  instructions  from  Washington 
may  change  whatever  action  we  may  have  taken  previously. 
It  will,  therefore,  be  more  important  to  wait  until  the  final 
program  is  presented  by  the  Federal  bureau  and  which  will 
be  approved  or  disapproved,  in  toto. 

At  our  April  meeting  the  question  of  fees  will  probably 
not  be  changed,  and  a brief  outline  of  those  fees  at  this  time 
might  be  advisable.  The  Committee  approved  the  payment 
of  ten  dollars  for  prenatal  care  and  twenty-five  dollars  for 
delivery  and  postpartum  care.  In  larger  communities  where 
prenatal  clinics  are  available,  these  patients  should  receive 
their  prenatal  care  at  these  clinics.  In  smaller  communities 
it  will  be  necessary  for  the  physician  to  give  the  prenatal 
care  as  well  as  delivery  and  postpartum  care.  A tentative 
plan  for  the  care  of  infants  is  as  follows:  A flat  rate  of  ten 
dollars  shall  be  paid  for  the  care  of  an  infant  in  the  hos- 
pital. The  charge  for  a home  visit  shall  be  three  dollars,  and 
an  office  visit  shall  be  two  dollars,  the  total  amount  not  to 
exceed  fifteen  dollars  for  each  case.  Consulting  fees  shall  be 
ten  dollars  at  home  and  five  dollars  in  the  office  or  hos- 
pital. Under  federal  regulations  a minimum  of  ten  days  hos- 
pital care  is  recommended.  This  has  been  approved  by  the 
Committee,  but  changes  may  be  made  from  time  to  time 
according  to  the  emergency  arising. 

The  question  of  nursing  care  at  home  has  been  considered 
by  the  Committee,  and  they  have  recommended  the  stimu- 
lation of  the  Home  Nursing  Course  as  conducted  by  the 
Red  Cross  to  include  postpartum  care.  These  individuals 
conducting  Home  Nursing  classes  should  be  under  the 
supervision  of  the  local  Public  Health  Nurse  and  should  not 
receive  compensation  for  services  rendered. 

Maternity  cases  should  be  provided  with  dental  services 
for  acute  conditions.  Fees  for  such  services  will  be  deter- 
mined on  the  recommendation  of  the  Board  of  Governors 
for  the  Connecticut  State  Dental  Association.  Consideration 
is  also  given  for  unusual  expenses  such  as  ambulance  fees, 
drugs,  extra  laboratory  work,  and  other  incidentals  during 
the  stay  in  the  hospital. 

The  Committee  agreed  to  discontinue  the  requirement 
pertaining  to  the  attendance  of  physicians  of  local  Well 
Child  Conferences  at  training  centers,  and  that  attendance, 
while  desired,  is  optional  during  the  emergency. 

The  advisability  of  establishing  convalescent  maternity 
hospitals  for  the  emergency  has  been  considered  by  the 
Committee.  After  discussion  the  matter  was  rejected. 

The  Sanitary  Code  regulations  for  Child  Care  centers  was 
presented  to  the  Committee  and  approved  as  presented. 

Several  midwives  have  complained  because  of  their  in- 
ability to  take  blood  for  prenatal  Wassermans.  After  discus- 
sion, it  was  suggested  that  the  midwives  have  a physician  in 
their  district  take  the  blood  at  the  regular  office  fee. 

Many  women  now  working  in  factories  are  pregnant.  It 
is  felt  that  if  these  cases  were  reported  to  the  management 
the  patients  could  be  transferred  to  lighter  work  where  less 
danger  existed.  The  present  procedure,  therefore,  seems  to 
be  an  educational  program  within  the  factories,  and  such  a 
program  was  approved  by  the  Committee,  the  matter  being 
referred  to  Dr.  Gray  of  the  State  Department  of  Health. 

Considerable  difficulty  has  arisen  regarding  premarital 
Wassermans.  As  the  law  now  reads,  the  Wasserman  can  only 


be  taken  by  a physician  licensed  to  practice  in  the  State  of 
Connecticut.  For  those  individuals  living  in  other  parts  of 
the  country  who  intend  to  marry  in  Connecticut  this  has 
been  a great  hardship.  The  Committee,  therefore,  recom- 
mends a revision  of  the  General  Statutes  relative  to  pre- 
marital Wasserman  tests  so  that  physicians  in  other  States 
may  legally  take  blood  for  this  test.  A Committee  was 
appointed  consisting  of  Dr.  Strauss,  Dr.  Osborn  and  Mr. 
Mickle,  to  draw  up  such  a revision  for  presentation  to  the 
present  legislature. 

Dr.  Colwell  was  appointed  a Committee  of  one  to  write 
a recommendation  to  the  Council  of  the  Society  that  oleo- 
margarine, properly  fortified  with  Vitamin  A,  be  made  more 
easily  available  to  the  public.  At  present  the  law  requires 
that  stores  selling  this  product  take  out  a license  costing  six 
dollars  and  display  a sign  reading  “oleomargarine.”  It  is  felt 
that  the  display  of  the  sign  made  people  think  that  oleomar- 
garine was  not  as  nutritious  as  butter,  and  that  it  was  an 
inferior  product,  which  is  not  the  case. 

1 take  this  opportunity  to  extend  my  thanks  to  Dr.  Os- 
born and  Dr.  Clifford  for  their  efforts  in  directing  the 
activities  of  our  Committee,  and  to  the  various  members  of 
the  Committee  for  their  attendance  at  the  meetings  and  their 
enthusiastic  discussion  of  the  various  problems. 

Respectfully  submitted, 
Joseph  H.  Howard. 


REPORT  OF  THE  COMMITTEE  ON  MEDICAL 
EXAMINING  BOARD 

Charles  J.  Bartlett,  New  Haven,  President 
John  C.  Rowley,  Hartford  Daniel  C.  Patterson,  Bridgeport 
George  M.  Smith,  Waterbury  Thomas  P.  Murdock,  Meriden 
Creighton  Barker,  Secretary  to  the  Board 

Fo  the  President  and  Members  of  the  House  of  Delegates: 
The  written  examinations  were  taken  by  96  candidates  at 
the  three  regular  examinations  in  March,  July  and  Novem- 
ber, 1942.  56  candidates  were  successful  in  passing  the  exam- 
inations and  40  failed. 

Sixty-one  physicians  licensed  in  other  states  or  by  the 
National  Board  of  Medical  Examiners  were  admitted  to  the 
Oral  Credential  Examinations  given  by  the  Board  in  1942. 
Of  these  55  met  the  requirements  of  the  Board  and  were 
certified  for  licensure.  Six  failed. 

T his  makes  a total  of  1 1 1 new  licenses  granted  in  the  year. 

Respectfully  submitted, 
Charles  J.  Bartlett. 


REPORT  OF  THE  COMMITTEE  ON  HONORARY 
MEMBERSHIP  AND  DEGREES 

Joseph  I.  Linde,  New  Haven,  Chairman 
Arthur  B.  Landry,  Hartford  James  D.  Gold,  Bridgeport 

Air.  President  and  Members  of  the  House  of  Delegates: 
Your  Committee  on  Honorary  Membership  and  Degrees 
has  conferred  and  begs  to  report  that  at  this  time  there  are 
no  candidates  for  honorary  membership  or  for  honorary 
degrees. 

Joseph  I.  Linde. 
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REPORT  OF  THE  COMMITTEE  OF  THE  STATE 
SOCIETY  NAMED  TO  MEET  WITH  A LIKE 
COMMITTEE  OF  THE  CONNECTICUT  OSTEO- 
PATHIC SOCIETY  TO  TRY  TO  REACH  SOME 
EQUABLE  UNDERSTANDING  OF  LEGAL 
RIGHTS  AND  PRIVILEGES  OF  OSTEOPATHIC 
PRACTICE  IN  CONNECTICUT 

Your  committee  which  was  composed  of  Louis  P.  Hastings 
of  Hartford,  Howard  Boyd  of  Manchester,  William  B. 
Terhune  of  New  Canaan,  Howard  S.  Colwell  of  New  Haven, 
and  Robert  J.  Lynch  of  Bridgeport,  chairman  of  the  com- 
mittee, met  on  several  occasions  with  a like  committee  of  the 
Osteopathic  Society  at  the  executive  offices  in  New  Haven, 
and  discussed  with  them  the  different  phases  of  the  law 
which  they  thought  should  be  amended. 

Your  committee,  after  several  joint  meetings,  decided  that 
they  would  not  make  any  recommendations  for  a change  in 
the  present  statutes,  and  as  the  National  Research  Council  is 
preparing  to  conduct  a thorough  and  impartial  investigation 
of  the  whole  subject,  it  was  thought  best  to  await  its  full 
report. 

Respectfully  submitted, 
Robert  J.  Lynch. 


REPORT  OF  THE  CONFERENCE  COMMITTEE 
WITH  THE  CONNECTICUT  PHARMACEUTICAL 
ASSOCIATION 

Stanley  B.  Weld,  Hartford,  Chairman 
Walter  I.  Russell,  New  Haven  Wilson  F.  Smith,  Hartford 
John  H.  Foster,  Waterbury  William  M.  Stahl,  Danbury 

Mr.  President  and  Members  of  the  House  of  Delegates: 

This  Conference  Committee  with  the  representatives  of 
organized  pharmacy  in  this  State  has  held  no  formal  meetings 
during  the  past  year.  The  chairman  has  had  correspondence 
and  interviews  with  the  secretary  of  the  committee,  John  J. 
Dugan,  to  the  end  that  a program  of  education  of  the 
public  has  been  carried  out  in  an  endeavor  to  improve  the 
standards  of  pharmaceutical  practice  and  to  lessen  such  evils 
as  self  medication  and  counter  prescribing. 

Through  the  Connecticut  State  Medical  Journal  encour- 
agement and  support  have  been  offered  the  Connecticut 
Pharmaceutical  Association  by  means  of  news,  publicity  and 
editorials.  The  Conference  Committee  in  the  past  has  accom- 
plished considerable  in  coordinating  activities  of  the  two 
professions  and  solving  problems  common  to  both. 

Respectfully  submitted, 

Stanley  B.  Weld. 


REPORT  OF  THE  COMMITTEE  ON 
PUBLIC  RELATIONS 

Harry  L.  F.  Locke,  Hartford,  Chairman 
Barnett  Greenhouse,  New  Haven 
Mario  L.  Palmieri,  Middletown 
William  Schneider,  Rockville 
R.  Harold  Lockhart,  Bridgeport 


JOURNAL 

John  F.  Ivilgus,  Jr.,  Litchfield 
John  G.  Raymer,  Norwich 
William  M.  Shepard,  Putnam 

This  Committee  has  continued  its  set-up  of  sub-committees, 
namely  Press,  Radio,  Speakers’  Bureau  and  Exhibits  but  due 
to  the  circumstances  attendant  on  the  war  effort,  all  activities 
have  been  curtailed.  The  Press  sub-committee  employed  a 
press  writer  until  January  i when  the  Council  saw  fit  to 
eliminate  the  appropriation  of  funds  necessary  for  continua- 
tion. During  the  period  of  employment  a medical  news  story 
of  interest  to  the  public  was  released  on  the  average  of  once 
a week.  The  sub-committee  members  have  been  so  over- 
burdened with  their  regular  duties  and  responsibilities  that  it 
has  not  been  possible  to  continue  regular  press  releases  on  a 
voluntary  basis.  It  is  important  that  the  public  be  kept  in- 
formed of  medical  developments  that  have  a bearing  on 
public  relations  and  it  is  hoped  that  an  adequate  press  service 
may  be  arranged  for  in  the  not  too  distant  future.  It  is  too 
much  to  expect  that  our  members,  with  few  exceptions  un- 
trained in  newspaper  work,  can  provide  a worthwhile  press 
service.  This  committee  is  cooperating  in  the  handling  of 
publicity  in  connection  with  the  annual  meeting  in  May. 

The  Radio  sub-committee  has  joined  in  sponsoring  broad- 
casts on  medical  subjects  over  Hartford  and  New  Haven 
stations  as  was  done  in  the  previous  year. 

The  Speakers’  Bureau  sub-committee  decided  that  for  the 
duration  they  would  not  undertake  a program  that  would 
make  demands  on  overworked  physicians  for  speaking  en- 
gagements. Accordingly,  requests  from  lay  organizations  have 
been  fulfilled  where  possible  by  Dr.  Barker. 

In  view  of  the  curtailment  of  county  fairs,  expositions  and 
other  exhibitions,  due  to  exigencies  of  the  war,  no  attempt 
has  been  made  to  put  on  medical  exhibits  for  the  benefit  of 
the  public.  Splendid  educational  material  is  available  when 
such  a program  again  becomes  advisable. 

When  the  war  is  over  the  difficult  adjustment  period  that 
is  bound  to  ensue  will  provide  a tremendously  heavy  respon- 
sibility for  this  committee  to  bear.  It  is  hoped  that  an  under- 
standing Council  will  provide  the  generous  allotment  of 
funds  that  will  be  so  urgently  necessary. 

Respectfully  submitted, 

Harry  L.  F.  Locke. 

Report  of  the  Radio  Sub-Committee,  1943 

Dr.  Howard  Haggard  has  become  a member  of  the  Radio 
Committee.  The  Middlesex  County  Medical  Society  has 
appointed  a radio  committee  under  the  Chairmanship  of 
Dr.  Mario  L.  Palmieri.  With  the  closing  of  the  New  Haven 
Studios  of  station  WICC,  the  New  Haven  Medical  Associa- 
tion and  the  New  Haven  Department  of  Health  have  not 
been  on  the  air  during  the  past  season.  Arrangements  have 
been  made  with  station  WELI  to  cover  the  coming  May 
meetings  in  New  Haven.  Mr.  Milne  and  Mr.  Wright  of 
WELI,  have  been  very  cooperative  and  generous  in  making 
available  radio  time  and  facilities  for  broadcasting  directly, 
as  well  as  by  transcription. 

I his  committee  is  contemplating  an  educational  program 
on  medical  practice  and  economics  in  war  time.  This  is 
proposed  in  an  effort  to  keep  the  public  informed  of  the 
physician’s  added  responsibility  and  limited  facilities,  and  to 
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seek  to  maintain  sympathetic  cooperation  with  the  physician 
during  this  period  of  stress. 

It  is  not  likely,  however,  that  much  progress  will  be 
attained  in  medical  radio  broadcasting  at  this  time,  due  to 
the  pressure  on  the  medical  profession,  and  its  urgent  need 
in  more  immediate  tasks. 

Barnett  Greenhouse,  Chairman. 


REPORT  OF  THE  COMMITTEE  ON 
INDUSTRIAL  HEALTH 


Arthur  B.  La 
Eugene  F.  Meschter 
Richard  O’Brien  Shea 
C.  Frederick  Yeager 
William  E.  Wrang 
Thomas  J.  Danaher 
Benedict  N.  Whipple 
Martin  I.  Hall 
Cole  B.  Gibson 
Paul  W.  Vestal 

James 


dry,  Chairman 

Albert  S.  Gray 
Elliott  H.  Metcalf 
C.  John  Satti 
Joseph  A.  LaPalme 
Robert  P.  Knapp 
John  R.  Paul 
Wiliam  H.  Ryder 
Harold  J.  Curran 
John  N.  Gallivan 

. Biram 


During  the  past  year  the  activities  of  the  Committee  have 
followed  closely  the  pattern  designed  under  the  able  leader- 
ship of  the  former  Chairman,  Clifford  Kuh,  namely,  the 
cooperation  with  institutions  directly  concerned  with  the 
improvement  of  industrial  health  in  Connecticut  plants. 

Our  first  task  was  the  planning  of  the  year’s  work  for  the 
continuation  and  extension  of  the  projects  already  under 
way.  At  the  outset  we  were  confronted  with  the  rather 
extraordinary  situation  of  having  created  an  unusual  demand 
for  trained  industrial  physicians  and  nurses,  which  could  not 
be  met. 

This  situation  had  its  inception  in  the  concentrated  effort 
of  the  Committee  on  Industrial  Health  and  the  Industrial 
Health  Committee  of  the  Manufacturer’s  Association  of 
Connecticut,  Inc.,  toward  formulating  a program  of  indus- 
trial medical  service  in  Connecticut.  No  sooner  had  this 
program  been  agreed  upon  than  requests  were  made  to  the 
Connecticut  State  Medical  Society  for  trained  specialists  in 
the  field  of  industrial  medicine.  None  could  be  supplied  but 
excellently  well  trained  and  experienced  practitioners  of 
medicine  were  found  to  fill  the  gap. 

It  was  obvious  to  us  that  we  should  review  the  aims  and 
purposes  of  medical  practice  in  industry  in  order  better  to 
understand  its  many  implications  as  well  as  its  need  of 
specially  trained  physicians.  Tins  review  was  also  essential 
in  order  to  prevent  delays  in  the  extension  of  our  work 
through  lack  of  knowledge  of  the  many  relationships  neces- 
sarily involved  in  establishing  complete  health  service  in 
industry. 

On  the  completion  of  this  study  the  following  program 
of  action  for  the  Committee  on  Industrial  Health  was  agreed 
upon: 

We  agree  in  principle  with  the  recommendations  of  the 
American  Medical  Association 

i.  To  fit  every  person  to  types  and  quantities  of  work 
according  to  his  ability  to  perform  such  work  continually 
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without  undue  impairment  or  without  injury  to  himself  and 
his  employer; 

2.  To  procure  and  maintain  fitness  for  work  through 
efforts  applied  to  the  worker  as  an  individual,  to  groups  of 
workers  and  to  the  work  environment; 

3.  Eo  educate  the  worker  to  a comprehension  of  the  value 
and  significance  of  physical  and  mental  well  being  and,  in 
particular,  of  personal  hygiene  and  accident  prevention; 

4.  To  reduce  all  loss  of  time,  absenteeism  and  short  work 
spans  in  industry,  the  cause  of  which  may  be  related  in  any 
way  to  health . 

In  order  to  attempt  to  achieve  these  aims,  we  suggest 

1.  That  a program  of  Industrial  Aledical  Education  be 
established 

(a)  In  the  Undergraduate  Yale  University  School  of 
Medicine; 

(b)  In  postgraduate  courses  and  lectures 

1 . In  medical  school, 

2.  In  both  County  and  City  Medical  Societies, 

3.  In  clinics  held  in  industrial  plants, 

4.  In  the  establishment  of  Medical  Internships  in  Industrial 
plants, 

5.  In  tiie  monthly  publications  of  suitable  articles  on  Indus- 
trial Medical  Practice, 

6.  Inclusion  of  industrial  nursing  in  curricula  of  Nurses 
Training  Schools; 

(c)  For  Employers 

1.  By  conferences  and  forums  of  employers  and  industrial 
medicine, 

2.  By  publications  in  tiie  State  Manufacturers’  Association 
Journal, 

3.  By  bulletins, 

4.  By  such  other  agencies  as  are  particularly  interested; 

(d)  For  Employees 

1.  By  instructions  at  the  time  of  preplacement  medical 
examination, 

2.  By  dissemination  of  information  through  employees’ 
media, 

3.  By  health  bulletins,  pamphlets  and  posters, 

4.  By  radio, 

5.  By  press. 

II.  That  the  Committee  on  Industrial  Hygiene  will  study 
and  formulate  a plan  for  the  establishment  of  a health  pro- 
gram in  small  industries. 

III.  That  the  present  relationship  with  the  following  be 
continued  and  further  developed: 

(a)  Yale  University  School  of  Medicine; 

(b)  Connecticut  State  Department  of  Health; 

(c)  Connecticut  State  A ledical  Society; 

(d)  Manufacturers’  Association  of  the  State  of  Con- 
necticut, 

(e)  Board  of  Compensation  Commissioners; 

(f)  Employers; 

(g)  Connecticut  State  Department  of  Education; 

(h)  The  State  Hospital  Association; 

(i)  The  Connecticut  State  Nurses’  Association; 

(j)  The  Connecticut  State  Dental  Association. 
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In  order  to  embark  upon  such  extensive  activities  it  was 
necessary  to  split  up  the  work  among  the  members  of  the 
Committee.  Consequently,  sub-committees  were  appointed 
by  the  Chairman  and  special  tasks  were  assigned  to  each 
with  the  request  that  rhey  report  the  result  of  their  activities 
at  the  monthly  meetings  of  the  Central  Committee.  By  so 
doing  much  ground  was  covered  and  several  meetings  were 
held  with  interested  groups. 

The  appeal  of  the  Committee  to  the  Yale  University  School 
of  Medicine  to  include  the  teaching  of  Industrial  Medicine 
in  their  curriculum  was  favorably  received  and  we  had  a 
very  cordial  letter  from  Dean  Francis  G.  Blake,  m.d.,  to- 
gether with  the  “Memorandum  in  Regard  to  Possible  De- 
velopments in  Industrial  Medicine  and  Hygiene  at  the  Yale 
University  School  of  Medicine.” 

At  the  time  of  making  out  this  report  the  Committee  had 
not  met  to  consider  this  Memorandum,  but  it  is  the  hope 
of  the  Chairman  that  the  encouraging  proposals  contained 
in  both  the  Dean’s  letter  and  in  the  Memorandum  will  soon 
be  carried  out. 

The  Committee  appealed  also  to  the  Connecticut  State 
Nurses’  Association  to  have  instruction  in  industrial  nursing 
and  hygiene  introduced  into  the  course  of  instruction  for 
nurses.  This  appeal  also  has  been  favorably  received  and  at 
this  writing  there  is  in  prospect  a joint  meeting  of  sub- 
committees from  the  Nurses’  Association  and  the  Com- 
mittee on  Industrial  Health  to  consider  ways  and  means 
of  complying  with  our  request. 

The  possible  development  of  a dental  program  in  industry 
was  discussed  at  some  length  with  the  Connecticut  State 
Dental  Association.  We  were  in  accord  with  the  Dental 
Association’s  Committee  regarding  the  advisability  of  main- 
taining dental  hygiene  services  in  the  plants.  Medical  direc- 
tors of  three  large  plants  in  Connecticut  indicated  their 
willingness  to  interest  managements  in  the  development  of 
dental  services  in  their  respective  plants.  This  is  again  an 
encouraging  example  of  the  cooperation  which  we  have  met 
in  the  course  of  our  activities. 

The  outstanding  achievement  of  the  year  towards  im- 
proving industrial  medical  practice  was  the  course  of  lec- 
tures on  Industrial  Medicine  given  bv  the  Yale  University 
School  of  Medicine.  These  lectures  were  very  stimulating 
and  well  attended,  and  let  us  hope  that  a similar  course  may 
be  offered  again  this  year. 

In  order  to  interest  the  general  practitioner  in  this  subject, 
a sub-committee  has  been  engaged  in  planning  lectures  to 
be  given  before  county  associations  and  city  society  meet- 
ings throughout  the  State. 

The  Chairman  of  the  Committee  desires  to  express  his 
gratitude  to  all  the  members  of  his  Committee  for  their 
excellent  team  work  and  cooperation,  also  to  all  others  who 
have  helped  to  make  our  year  a success. 

Respectfully  submitted, 
Arthur  B.  Landry. 


REPORT  OF  THE  LIAISON  COMMITTEE  OF  THE 
CONNECTICUT  STATE  MEDICAL  SOCIETY  ON 
SECOND  ANNUAL  FIRST  AID  CONFERENCE 

Robert  M.  Yergason,  Hartford,  Chairman 
Harold  W.  Wellington,  New  London 
Andrew  J.  Jackson,  Waterbury 

It  will  be  remembered  that  the  first  Connecticut  Confer- 
ence on  First  Aid  was  held  at  the  University  of  Connecticut 
in  June  1941  sponsored  by  the  Connecticut  Chamber  of 
Commerce  and  entertained  by  the  University  of  Connecticut. 

I he  second  annual  Connecticut  Conference  was  held 
Saturday,  June  27,  1942,  at  Trinity  College,  Hartford.  This 
time  it  was  sponsored  by  the  Connecticut  Chamber  of  Com- 
merce, The  Connecticut  State  Police  Department,  and  Con- 
necticut State  Defense  Council.  The  Trinity  College  Cor- 
poration was  the  host  and  the  Conference  was  an  unqualified 
success. 

(This  will  be  seen  from  the  attached  report  of  Commis- 
sioner Edward  J.  Hickey,  General  Chairman,  and  the 
printed  program  herewith,  the  whole  or  excerpts  from 
which  may  be  appropriate  for  use  in  the  Journal.) 

The  attendance  was  large  and  enthusiastic. 

Definite  plans  for  a First  Aid  Conference  for  1943  have 
not  yet  been  made  because  of  the  war  and  the  many  duties 
of  State  Police  Commissioner,  Edward  J.  Hickey,  who  was 
General  Chairman  of  our  Conference,  and  who  has  now 
been  made  temporary  Chairman  of  the  Governor’s  War 
Council.  First  Aid  instruction  is  still  going  on  actively  in  all 
parts  of  the  State  chiefly  under  Red  Cross  jurisdiction. 

Respectfully  submitted, 

R.  M.  Yergason,  Chairman. 


REPORT  OF  THE  STATE  TUMOR  COMMITTEE 

One  meeting  of  the  Tumor  Committee  was  held  during 
the  year  1942-43.  Two  other  meetings  were  held  at  which  a 
quorum  was  not  present.  Owing  to  the  increased  pressure 
of  work  and  the  difficulty  of  transportation  it  has  been 
practically  impossible  to  hold  frequent  meetings,  consequent- 
ly decisions  have  been  left  to  the  Executive  Committee  which 
lias  continued  to  function  throughout  the  year  as  actively 
as  possible. 

The  Executive  Committee 

Charles  L.  Larkin  Louis  P.  Hastings  Douglas  J.  Roberts 
Edward  J.  Ottenheimer  and  P.  G.  McLellan  entered  the 
Armed  Services  during  the  past  year  and  were  replaced  on 
the  executive  committee  by  the  above  new  members. 
Although  this  committee  has  not  met  as  frequently  as  in 
past  years  the  necessary  work  has  been  conducted  by  cor- 
respondence and  telephone.  This  committee  again  has  acted 
as  a reading  committee  for  the  editing  of  the  manuscripts  of 
the  Association  of  Connecticut  Tumor  Clinics  and  all  pub- 
licity material  of  the  Committee  as  well  as  of  the  Women’s 
Field  Army. 

The  Scientific  Committee 

Ralph  E.  Kendall,  Chairman 
Miss  Eleanor  J.  MacDonald  P.  J.  McCormack 

Paul  D.  Rosahn  E.  Myles  Standish 


This  committee  has  not  been  active  during  the  past  year. 
Here  again  it  has  been  difficult  to  call  a meeting,  however 
plans  are  under  way  at  the  present  time  to  bring  up  to  stand- 
ard the  21  Tumor  Clinics  in  Connecticut  which  are  receiving 
state  aid. 

The  Publicity  Committee 
Stanley  H.  Osborn,  Nominal  Chairman 
Miss  Eleanor  J.  MacDonald,  Acting  Chairman 

William  Mendelsohn  Christie  McLeod 

In  collaboration  with  the  staff  of  the  Division  of  Cancel- 
Research  of  the  State  Department  of  Health,  has  established 
a policy  of  prevention  as  the  keynote  of  an  educational  pro- 
gram for  controlling  cancer  in  Connecticut.  Three  radio 
talks  given  by  the  Division  of  Cancer  Research  were  edited 
and  amended  by  the  Publicity  Committee.  A window  exhibit 
stressing  prevention  but  mentioning  early  diagnosis  and 
treatment  is  in  preparation  for  use  in  drug  stores  throughout 
the  state.  Several  hundred  drug  stores  are  expected  to  par- 
ticipate. A second  exhibit  in  collaboration  with  the  City  of 
Hartford  Department  of  Health  and  the  Hartford  branch  of 
the  Womens’  Field  Army,  using  new  statistical  material  for 
Hartford  provided  by  the  Division  of  Cancer  Research  was 
prepared  for  display  during  Cancer  Month  in  a prominent 
store  window  in  Hartford. 

Arrangements  were  made  to  have  the  slogan,  “Victory  over 
Cancer  Depends  on  You— See  Your  Doctor,”  appear  on  the 
cancellation  stamp  of  mail  leaving  the  State  Department  of 
Health  during  the  month  of  April. 

T his  report  covers  the  work  of  the  Publicity  Committee 
from  October  1942,  the  date  of  appointment,  to  April  1,  1943. 

The  Association  of  Connecticut  Tumor  Clinics  lias  con- 
tinued to  function  on  a curtailed  schedule.  The  annual  meet- 
ing was  held  at  the  time  of  the  Clinical  Congress  on  Septem- 
ber 29,  1942,  at  the  Hotel  Taft.  Three  group  meetings  were 
held  in  various  hospitals  throughout  the  state  as  follows: 
April  16,  1943,  Norwich,  November  4,  1942,  Norwalk,  April 
2,  1943,  Hartford  Hospital. 

The  Therapy  Committee 
Douglas  J.  Roberts,  Chairman 

This  committee  lias  been  inactive  during  the  past  year. 

The  Pathology  Committee 
Paul  D.  Rosahn,  Chairman 
Robert  Tennant,  Secretary 

C.  J.  Bartlett  M.  C.  Winternitz 

L.  P.  Hastings  J.  O.  Collins 

R.  E.  Kendall 

The  formal  organization  of  a Connecticut  Society  of 
Pathologists  was  noted  in  the  last  annual  report.  I he  Society 
during  the  past  year  has  been  accepted  as  a section  of 
Pathology  of  the  State  Medical  Society.  As  in  the  previous 
year,  the  Chairman  and  the  Secretary  of  this  Committee 
have  served  as  President  and  Secretary,  respectively,  of  the 
Connecticut  Society  of  Pathologists. 

The  Tumor  Registry  which  was  organized  a year  ago,  has 
been  functioning  with  great  success.  Boards  of  review  have 
been  set  up  to  study  tumors  of  lymphoid  tissue,  bone,  ovary 
and  nervous  system.  The  Registry  is  housed  in  the  Depart- 
ment of  Pathology  at  the  Yale  School  of  Medicine.  It  is 


hoped  that  as  more  funds  become  available  for  this  work  the 
varieties  of  tumors  studied  will  be  expanded. 

Restrictions  on  travel  and  increasing  responsibilities  of 
individual  members  have  made  it  impossible  to  meet  as  fre- 
quently as  in  the  past.  In  spite  of  these  difficulties,  however, 
the  general  interest  in  the  study  and  classification  of  tumors 
has  been  maintained. 

The  Record  Committee 

M.  H.  Griswold  John  A.  Wentworth 

F.  Brae  Rafferty  C.  J.  McCormack 

Aderlin  J.  Stone  B.  Ad.  Parmelee 

Because  of  the  increasing  difficulties  incidental  to  travel- 
ing and  the  added  burden  placed  upon  physicians  by  the 
war  emergency,  no  formal  meeting  of  the  Record  Com- 
mittee was  called  during  the  year. 

The  use  of  the  standard  tumor  record  form  with  the 
addition  of  a supplementary  follow-up  sheet  was  continued. 
I here  are  now  over  20,000  of  these  completed  forms  on  file 
in  the  office  of  the  Division  of  Cancer  Research.  These 
records  have  been  coded  and  recorded  on  punch  cards  and 
are  in  the  process  of  statistical  analysis. 

I he  use  of  the  periodical  health  examination  forms  and 
the  follow-up  cards  which  accompany  them  has  been  con- 
tinued, no  changes  having  been  made  in  either.  A circular 
letter  has  been  sent  to  all  physicians  practicing  in  Connecti- 
cut containing  sample  copies  of  these  forms  and  urging  their 
use. 

An  increase  in  the  interest  taken  in  adequately  filling  out 
tumor  records  has  been  shown  throughout  the  state  and  a 
marked  improvement  during  the  past  year  noted  in  the 
quality  of  the  records  submitted  to  the  Division  of  Cancer 
Research  for  study  and  analysis. 

The  Program  Committee 
Hugh  M.  Wilson,  Chairman 

William  Mendelsohn  Joseph  L.  Harvey 

This  committee  has  relatively  little  to  report  for  the  year’s 
activity  due  to  the  decision  to  limit  the  number  of  scientific 
meetings  because  of  the  national  emergency. 

The  first  meeting  of  the  year  was  held  at  the  William  W. 
Backus  Hospital  at  Norwich,  Connecticut,  on  April  16,  1942. 

Cancer  of  the  Face  and  Lip  as  treated  at  the  Tumor  Clinic 
at  the  William  W.  Backus  Hospital— Robert  R.  Agncw. 

Treatment  of  Hemangioma— Kenneth  K.  Kinney. 

A case  of  sympathicoblastoma  occurring  in  a Fetus— 
Alaurice  R.  Aloore. 

General  Discussion. 

The  second  meeting  was  held  at  Norwalk  General  Hos- 
pital, Norwalk,  on  November  4 at  4:00  p.  m.  The  following 
program  was  presented: 

1.  Endocrinology  of  Testicular  Tumors  by  Gray  H. 
Twombley,  Alemorial  Hospital,  N.  Y. 

2.  Report  of  a Case  of  Carotid  Gland  Tumor— L.  G. 
Simons. 

3.  Report  of  a Case  of  Radioresistant  Cancer  of  Upper  Lip 
Cured  by  Operation  by  F..  T.  Bradley. 

4.  Review  of  the  Results  at  the  Norwalk  Hospital  during 
the  Past  Decade  of  Cases  of  Cancer  of  the  Breast  by  Edward 
J.  Tracey,  William  S.  Stone. 
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The  third  meeting  was  held  in  the  northern  part  of  the 
State  at  Hartford  Hospital,  Hartford,  on  April  2,  at  4:00 
p.  M.  The  program  was  as  follows: 

1.  Carcinoma  of  the  salpinx— J.  R.  Miller. 

2.  Afyoblastoma— Robert  Tennant. 

3.  Tumors  of  the  spinal  cord— Ben  Whitcomb. 

4.  Progress  report.  Division  of  Cancer  Research,  State 
Department  of  Health. 

It  is  to  be  hoped  that  in  the  following  years  at  least  two 
or  three  meetings  of  the  Association  can  be  planned  in  spite 
of  travel  restrictions,  in  order  to  maintain  the  progress 
already  made  in  increasing  the  interest  of  the  profession  in 
the  cancer  problem. 

Division  of  Cancer  Research,  State  Department  of  Health 

The  principal  achievement  of  the  year  1942-43  has  been 
the  consolidation  of  the  Connecticut  Cancer  Program.  The 
analysis  of  six  years’  experience  through  1940  showed  what 
additional  steps  must  be  taken  to  make  the  cancer  program 
a real  factor  in  every  town  in  the  state.  All  available  medical 
skill  must  be  used  to  the  utmost,  and  every  resource  with  a 
minimum  of  expense  must  be  put  to  work.  By  supplying 
inadequacies  the  health  department  has  correlated  these 
facilities  so  that  they  may  be  used  to  the  best  advantage. 
Foremost  among  the  inadequacies  was  a complete  workable 
central  record  system.  The  machinery  for  supplying  this 
has  been  established,  and  the  system  itself  has  been  largely 
put  into  effect. 

Statistics 

The  establishment  of  complete  uniform  record  systems  in 
every  hospital  in  the  state  maintaining  a tumor  clinic  for 
every  cancer  admission  since  January  1,  1935,  has  been 
practically  completed.  This  records  contain  medical,  social, 
and  economic  data.  At  the  present  time  there  are  over  20,000 
such  records  on  file  in  the  office  of  the  Division  of  Cancel- 
Research,  this  number  representing  a nearly  complete  state- 
wide index  of  cancer  for  the  period  under  consideration. 
For  the  first  time  in  any  state  a method  of  voluntary  cancer 
reporting  is  evolving  that  removes  the  necessity  of  legisla- 
tion for  compulsory  reporting  and  saves  tire  cost  that  would 
be  involved.  Workers  from  the  Division  of  Cancer  Research 
have  been  sent  to  each  hospital  in  the  state  to  remain  until 
every  hospital  admission  since  January  1,  1935  for  cancer 
has  been  checked.  Pertinent  information  from  the  record  of 
each  individual  with  cancer  has  been  abstracted  and  the 
record  worker  of  the  institution  has  been  taught  how  to 
trace  each  individual  patient  where  such  teaching  was  neces- 
ary.  Patients  still  alive  have  been  asked  to  have  a complete 
physical  check  up  and  to  report  at  regular  intervals  to  the 
clinic  or  private  physician.  This  follow  up  information  is 
sent  by  the  clinic  or  the  physician  to  be  added  to  the  record 
on  file  in  the  central  office. 

A cross  index  file  of  every  cancer  case  in  Connecticut 
admitted  to  the  twenty-one  tumor  clinics  has  been  prepared 
by  the  Division  of  Cancer  Research.  Through  this  index 
alone  the  State  Department  of  Health  is  playing  an  import- 
ant role  in  follow  up.  Each  institution  is  sent  a transcription 
from  this  department  of  the  information  obtained  from  all 
the  hospitals  attended  by  any  individual  patient.  This  makes 
for  more  adequate  follow  up  and  treatment  of  the  individual 
and  at  the  same  time  saves  hours  of  follow  up  and  treatment 


of  the  individual  and  at  the  same  time  saves  hours  of  follow  1 
up  work  for  each  hospital. 

A complete  index  of  all  the  cancer  deaths  as  well  as  of 
all  the  hospitalized  cancer  cases  since  Januarv  1,  1935  has  ( 
been  made.  The  one  is  being  checked  with  the  other.  A 1 
detailed  statistical  analysis  of  the  information  contained  in 
19,920  tumor  records  was  presented  to  the  Association  of 
Connecticut  Tumor  Clinics  on  April  2,  1943.  This  report  h 
gave  the  total  number  of  cases  and  their  present  status,  bv  ( 
age,  sex,  hospital,  year  of  admission,  proof  of  diagnosis  and 
site  of  lesion.  An  analysis  of  896  cases  of  cancer  of  the  pros- 
tate was  also  presented,  showing  the  number  of  cases  and 
deaths  by  year,  the  crude  and  age  adjusted  mortality  and 
morbidity  rates,  the  average  age  at  death  by  year,  the  present 
status  by  year  and  the  proof  of  diagnosis. 

Clinics 

The  appropriation  of  special  state  cancer  funds  has  made 
it  possible  for  twenty-one  Connecticut  hospitals  to  supplv 
needs  for  which  they  did  not  hitherto  have  funds,  and  the 
complete  record  system  which  this  Division  has  plaved  such 
a large  part  in  establishing  has  acted  as  a most  important 
stimulus  in  improving  the  service.  The  listing  of  all  cancer 
cases  within  a hospital  and  the  check  up  by  this  office  of 
every  case  in  the  death  records  have  made  available  lists  of 
all  those  cases  still  alive.  With  the  assistance  of  the  depart- 
ment the  hospitals  have  instituted  intensive  follow  up  of  all 
these  cases  through  the  doctor,  if  possible,  and  directly  to 
the  individual  if  this  alone  were  possible,  so  that  close  to 
complete  follow  up  over  the  state  has  been  obtained. 

Close  administraitve  contact  involving  repeated  visits  to 
each  clinic  and  the  superintendent  of  each  hospital  main- 
taining a clinic  has  been  stepped  up  during  the  fiscal  vear. 

Special  Appropriations 

The  appropriation  of  this  special  cancer  fund  lias  made 
possible  the  beginning  of  a long  time  plan  by  the  Connecti- 
cut pathologists  to  establish  a tumor  registry  of  specified 
conditions,  to  act  as  a storehouse  of  material  for  studv,  and 
to  assist  in  the  diagnosis  and  grading  of  tumors.  Funds  have 
been  allocated  to  augment  existing  facilities  or  to  establish 
new  services  according  to  the  discretion  of  the  local  tumor 
clinic. 

Connecticut  Cancer  Program  and  Other  States 

As  more  states  plan  to  establish  divisions  for  the  control  of 
cancer,  Connecticut  as  one  of  the  pioneers  in  this  field  is 
asked  for  advise  and  assistance.  Great  care  is  given  in  re- 
sponding to  these  requests  since  careful  planning  in  antici- 
pation of  a program  will  save  duplication  of  previously 
proved  errors.  This  Division  compares  the  population  differ- 
ences of  Connecticut  and  other  states  and  is  able  to  evaluate 
the  relative  merits  of  different  parts  of  the  program  because 
this  department  is  in  touch  with  all  the  other  states  oper- 
ating cancer  programs.  Two  other  states  have  adopted  the 
Connecticut  standard  record  form. 

Lay  Education 

T he  Division  of  Cancer  Research  has  collaborated  with 
the  Women’s  Field  Army  of  the  American  Societv  for  the 
Control  of  Cancer  in  the  education  of  the  laity  during  the 
fiscal  year.  Motion  picture  films  on  cancer  have  been  fur- 
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nished  by  this  department  upon  request,  talks  given  through- 
out the  state,  articles  published  in  department  bulletins,  and 
radio  talks  given. 

Connecticut  State  Committee  of  the  American  Society 
for  the  Control  of  Cancer,  Inc. 

Met  once  during  the  past  year  in  June  1942.  The  members 
now  include  Charles  L.  Larkin,  Chairman,  Douglas  J. 
Roberts,  Secretary,  Gerald  C.  Low,  Treasurer,  Mrs.  Douglass 

0.  Burnham,  State  Commander,  Louis  P.  Hastings,  Richard 

1.  Barstow,  John  D.  Booth,  Donald  A.  Bristoll,  W.  W.  Bun- 
nell, George  P.  Cheney,  J.  O.  Collins,  Nowell  Creadick, 
Thomas  J.  Danaher,  Edward  J.  Foster,  Cecil  R.  Garcin, 
Charles  W.  Gaylord,  Crawford  Griswold,  M.  H.  Griswold, 
Carl  C.  Harvey,  Russell  A.  Keddy,  Kenneth  K.  Kinney, 
R.  E.  Kendall,  Richard  J.  Lawton,  Louise  D.  Larimore, 
Wendelin  G.  Luckner,  Christie  MacLeod,  Christopher  J. 
McCormack,  William  Mendelsohn,  D.  C.  Y.  Moore,  Peter 
A.  Nestos,  Ralph  T.  Ogden,  Stanley  H.  Osborn,  L.  G. 
Simon,  Howard  G.  Stevens,  William  C.  Welling,  Harry  J. 
Wieler,  Hugh  M.  Wilson,  M.  C.  Winternitz. 

This  committee  is  mainly  for  the  purpose  of  supervising 
the  activities  of  the  Connecticut  Division  of  the  Women’s 
Field  Army.  This  organization  has  continued  to  function 
during  the  past  year  on  a somewhat  curtailed  basis,  due  to 
the  fact  that  so  many  of  the  volunteers  are  doing  war  work, 
however,  the  standards  comparable  to  1942  have  been  main- 
tained and  a campaign  for  funds  and  educational  work  is 
being  conducted  during  the  month  of  April  1943. 

A full  report  on  the  Women’s  Field  Army  may  be  obtained 
from  State  Headquarters  at  101  North  Main  Street,  Water- 
bury,  Connecticut. 

Charles  L.  Larkin,  Chairman. 


REPORT  OF  THE  COMMITTEE  ON  EMERGENCY 
MEDICAL  SERVICE 

The  Emergency  Medical  Services  are  organized  under  the 
War  Council  of  Connecticut  in  six  interrelated  divisions. 
When  completed  they  will  form  a single  State  unit  in  the 
First  Defense  Region,  which  is  composed  of  the  New  Eng- 
land States,  with  headquarters  in  Boston.  The  divisions  that 
comprise  the  Emergency  Medical  Services  are: 

1.  Division  of  Casualty  Stations,  Medical  Depots  and 
Mobile  Field  Units. 

2.  Division  of  Industrial  Emergency  Hospitals  (requested 
recently  by  General  Somervell  to  be  coordinated  with  local 
Emergency  Medical  Services  in  case  of  air  raids  or  major 
sabotage) . 

3.  Division  of  Casualty  Hospitals  or  General  Hospitals, 
37  in  number,  with  Mobile  Field  Units  proceeding  from 
such  hospitals. 

4.  Division  of  Base  Hospitals,  six  in  number,  which  include 
certain  State  institutions. 

5.  Division  of  Convalescent  Hospitals  and  Homes  including 
units  for  obstetrical  and  child  care. 

6.  Division  of  Evacuation  Medical  Services,  pivoting 
around  the  State  Health  Department  and  supported  by  local 
medical  services  and  extra  consulting  services. 


Dr.  Ralph  E.  McDonnell,  Surgeon,  USPHS  (R),  is  in 
charge  of  the  inspection  and  coordination  of  casualty  stations 
and  mobile  units  for  the  State  War  Council.  He  has  com- 
pleted a survey  of  this  section  of  the  work  comprising  25 
reports  filed  with  the  State  Administrator  in  Hartford.  It 
is  estimated  that  306  Mobile  Field  Units  are  equipped  for 
active  service.  There  are  251  Casualty  Stations  in  the  State 
ready  for  service. 

Mr.  William  B.  Sweeney  of  Willimantic,  Secretary  of  the 
Connecticut  Hospital  Association,  is  Hospital  Officer  of  the 
State  War  Council  and  is  in  charge  of  coordinating  the  37 
Casualty  Hospitals  and  6 Base  Hospitals.  Mr.  Sweeney  lias 
completed  surveys  relating  to  both  of  these  groups  of  hos- 
pitals and  lias  made  recommendations  for  improvement  in 
organization  and  equipment  and  for  financing  the  costs  of 
hospitalized  patients  and  is  formulating  final  plans  for  the 
transportation  of  casualties. 

Tlie  nurses’  defense  committee  lias  cooperated  thoroughly 
with  the  medical  defense  program.  Airs.  Irena  DeRond 
Osborne  is  the  State  Nurse  Deputy.  Airs.  Osborne  has  re- 
ported that  152  nurse  deputies  have  been  appointed  and  are 
functioning  in  their  respective  towns.  These  deputies  in  the 
nursing  service  will  be  of  great  aid  in  systematizing  nurses 
responsibilities  in  the  Division  of  Casualty  Stations  and  in 
the  Evacuation  Program. 

The  training  course  for  Nurses’  Aides  has  gone  forward 
with  enthusiasm  and  it  is  gratifying  to  note  that  2,783  Red 
Cross  Volunteer  Nurses’  Aides  have  been  trained  (80  hour 
course,  with  150  hours  of  annual  hospital  service)  and  2,061 
have  already  received  the  Red  Cross  certificates.  There  are 
11,491  Red  Cross  trained  home  nurses  and  102,994  persons 
have  rceeivcd  Red  Cross  First  Aid  certificates. 

The  communication  system  is  now  reaching  its  final  stage 
of  development.  Operational  headquarters  for  intra  and 
inter  state  communications  is  in  the  State  Armory  in  Hart- 
ford, with  medical  and  hospital  representation  at  the  tele- 
phone board.  This  headquarters  is  connected  by  telephone 
with  14  district  warning  centers  and  these  district  warning 
centers  are  in  turn  connected  with  town  report  centers. 
The  district  warning  centers  will  have  medical  representa- 
tion and  are  located  in  Hartford,  New  Haven,  Waterbury, 
Bridgeport,  New  London,  Stamford,  Windsor  Locks, 
Middletown,  Saybrook,  Willimantic,  Putnam,  Norwich, 
Torrington,  and  Danbury.  This  system  of  communications  is 
approved  by  the  Army  and  Navy  and  will  simplify  the 
relaying  of  messages  and  should  insure  the  prompt  dispatch- 
ing of  medical  aid  to  any  part  of  the  State  in  case  of 
necessity. 

The  Surgeon  General  of  the  United  States  Public  Health 
Service  has  asked  the  doctors  of  the  Casualty  Hospitals  in 
the  State  to  organize  Affiliated  Units,  each  with  a comple- 
ment of-  15  physicians  to  be  chosen  from  the  staffs  of  these 
hospitals  and  nearby  associated  hospitals.  These  organiza- 
tions are  the  USPHS-OCD  Units.  Each  group  is  to  be  under 
the  supervision  of  a Unit  Director  and  physicians  members 
of  the  staffs  will  be  given  inactive  Commissions  in  the  United 
States  Public  Health  Service  Reserve.  In  the  even  of  great 
military  danger  to  the  State,  one  or  more  of  these  Affiliated 
Units  will  be  activated  and  the  staffs  will  devote  themselves, 
on  a full  time  basis,  to  the  care  of  civilian,  and  possibly  mili- 
tary casualties.  When  the  period  of  danger  is  over  the 
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Affiliated  Units  will  be  inactivated  and  returned  to  their 
normal  civilian  duties.  Such  Affiliated  Units  have  already 
been  in  service  in  regions  along  the  coastal  areas  where 
casualties  from  submarine  attack  have  been  received  and 
cared  for.  This  type  of  “stand-by”  organization  affords  a 
practical  means  of  dealing  with  the  casualties  and  makes  it 
possible  for  physicians  called  to  duty  in  this  service  to  be 
paid  for  a brief  or  long  period  of  time. 

Howard  W.  Haggard,  Professor  of  Applied  Physiology 
at  Yale,  is  the  Chief  Consultant  on  Medical  Aspects  of 
Chemical  Warfare  for  the  State  and  instructions  in  this  field 
will  be  given  to  physicians  and  nurses  in  several  districts 
throughout  the  State. 

Henry  O'Brien  of  the  State  Department  of  Health  has 
been  appointed  State  Gas  Officer  and  this  appointment  will 
permit  coordination  between  medical  and  other  aspects  of 
chemical  warfare. 

James  J.  Corrigan,  Esq.,  Coroner  for  New  Haven  County, 
has  been  appointed  Chief  of  the  State  Mortuary  Services. 
These  services  operate  in  conjunction  with  the  Emergency 
Medical  Services  of  the  State.  Mr.  Corrigan  now  has  in 
preparation  a memorandum  governing  the  operation  of  this 
department. 

The  present  General  Assembly  enacted  a law  creating  the 
Connecticut  War  Council  to  replace  the  previously  existing 
State  Defense  Council.  The  medical,  nursing,  hospital,  and 
dental  committees  of  the  new  War  Council  will  be  prac- 
tically identical  with  those  that  were  appointed  to  function 
under  the  State  Defense  Council.  A list  of  the  members  of 
these  committees  will  be  published  when  the  names  have 
been  approved  by  the  Governor  and  the  War  Council. 

During  1942  the  Emergency  Medical  Services  issued  the 
following  publications. 

1 . Manual  of  Emergency  Medical  Services,  Connecticut 
Defense  Council,  March  1942. 

2.  Delivery  of  Babies  under  Emergency  Conditions,  May 
1942,  prepared  by  the  Advisory  Committee  on  Obstetrics, 
Connecticut  Defense  Council. 

3.  Manual  of  Medical  Services  for  Children  in  Planning 
For,  During  and  After  Evacuation,  prepared  by  the  Pediatric 
Advisory  Committee  of  the  State  Defense  Council,  by  the 
Hezekiah  Beardsley  Pediatric  Club,  and  the  State  Depart- 
ment of  Health,  November  1942. 

4.  Hospital  Manual,  Connecticut  State  Civilian  Defense, 
December  1942,  prepared  by  Mr.  William  B.  Sweeney,  State 
Hospital  Consultant,  U.S.P.H.S.-O.C.D.  and  in  collaboration 
with  Hospital  Advisory  Committee,  Connecticut  State  De- 
fense Council. 

5.  Emergency  Medical  Services  District  Warning  Centers, 
December  1942,  compiled  by  Mr.  William  B.  Sweeney,  State 
Hospital  Consultant,  USPHS-OCD. 

6.  The  Essentials  of  Emergency  Treatment,  published  by 
the  Connecticut  State  Medical  Journal,  New  Haven,  May 
1942. 

George  M.  Smith,  Chairman. 

Creighton  Barker,  Executive  Officer. 


REPORT  OF  THE  COMMITTEE  TO  COOPERATE 
IN  HEALTH  PROGRAMS  OF  TRADE  SCHOOLS 

Arthur  B.  Landry,  Hartford,  Chairman 
Martin  I.  Hall,  Bristol  Chester  Waterman,  Portland 

Ralph  L.  Gilman,  Storrs  Paul  S.  Phelps,  Hartford 

Two  meetings  of  this  Committee  with  the  Committee  on 
Health  Guidance  Services  in  the  State  Trade  Schools  were 
held  at  the  State  Office  Building  in  Hartford  to  consider 
the  matter  of  fees  to  be  paid  by  the  State  to  the  examining  1 
physicians  to  the  Trade  Schools.  In  its  report  last  year  the 
Committee  recommended  that  a fee  of  five  dollars  be  paid 
for  each  initial  physical  examination  and  that  each  medical 
call,  as  well  as  limited  reexaminations,  be  paid  for  at  the  rate 
of  three  dollars  each. 

These  recommendations  apparently  were  not  approved  by 
the  State  Department  of  Education,  for  on  December  28, 
1942  Dr.  Charles  J.  Prohaska  informed  the  Chairman  that  the 
Department  of  Education  planned  to  pay  the  examining 
physicians  $2.50  for  the  physical  examination  of  each  enrollee 
in  the  Trade  Schools  of  the  State  of  Connecticut. 

Since  this  was  contrary  to  our  recommendations,  a second 
conference  between  the  two  committees  was  requested  to 
further  discuss  the  matter  so  that  on  February  4,  1943  the 
second  meeting  was  held.  It  was  agreed  at  this  meeting  that: 

1.  Beginning  February  15,  1943  and  for  the  balance  of  the 
fiscal  year  a uniform  schedule  of  fees  for  required  medical 
examinations  provides  for  the  payment  of  %.oo  for  the  first 
examination;  $3.00  for  subsequent  examinations  and  calls. 

So  we  are  back  to  where  we  were  at  the  beginning,  except 
that  now  these  fees  have  the  approval  of  the  Connecticut 
Stare  Department  of  Education. 

The  Chairman  of  this  Committee  recommends  that: 

1.  The  Committee  to  Cooperate  in  Health  Programs  of 
Trade  Schools  be  discharged. 

2.  In  the  future  the  Committee  on  Industrial  Health  of 
the  Connecticut  State  Medical  Society  assume  the  duties 
heretofore  assigned  to  the  Committee  to  Cooperate  in  Health 
Programs  of  Trade  Schools. 

Respectfully  submitted, 
Arthur  B.  Landry. 


REPORT  OF  THE  COMMITTEE  ON  HOSPITALS 

During  the  past  year  the  only  question  of  importance 
considered  by  your  Committee  on  Hospitals  has  been  the 
shortage  of  interns.  No  plans  for  the  relief  of  the  situation 
have  been  concluded.  Our  report  therefore,  is  only  one  of 
progress.  Representing  the  State  Society  the  chairman  at- 
tended the  Annual  Meeting  of  the  State  Hospital  Association. 

Respectfully  submitted, 

Frederick  N.  Sperry,  Chairman. 
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SPECIAL  NOTICES 
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MICHAEL  REESE  HOSPITAL 
Cardiovascular  Department 
Offers  a Full  time  Intensive  Course  in 
Electrocardiography 
Two  Weeks— August  16-  August  28,  1943 
by  Dr.  Louis  N.  Katz,  Director  of  Cardiovascular  Research 

This  is  an  intensive  course  offered  to  the  general  practi- 
tioner. There  will  be  practice  on  several  electrocardio- 
graphic machines  and  discussion  of  the  principles  of  their 
construction  and  use.  There  will  be  sessions  on  interpreta- 
tions of  electrocardiograms  illustrated  by  lantern  slides,  and 
practice  by  the  student  with  unknown  records.  Routine 
records  taken  during  the  time  of  the  course  will  be  dis- 
cussed. Emphasis  will  be  placed  on  chest  leads  and  on  the 
importance  of  the  electrocardiogram  in  coronary  sclerosis 
and  myocardial  infarction.  The  mechanism  and  interpretation 
of  heart  irregularities  will  be  developed. 

As  group  and  individual  instruction  will  be  given,  the 
course  is  open  to  both  the  beginning  and  advanced  student 
in  Electrocardiography.  It  is  planned  to  individualize  the 
course  so  that  at  the  end  of  the  period  each  student  will  be 
capable  of  taking  and  properly  interpreting  electrocardio- 
grams. In  order  to  accomplish  this  purpose  the  class  will  be 
limited  in  number.  It  is  imperative,  therefore,  that  reserva- 
tions be  made  early. 

Reservations  may  be  made  upon  receipt  of  $10  which  will 
be  applied  on  the  tuition.  An  hourly  program  of  the  course 
will  be  sent  on  request. 

For  further  information  address:  Michael  Reese  Hospital, 
Cardiovascular  Department,  29th  and  Ellis  Avenue,  Chicago, 
Illinois. 


APPEAL  EOR  DRUGS  AND  INSTRUMENTS 

To  help  the  Medical  and  Surgical  Relief  Committee  of 
America  continue  its  vital  work  of  providing  emergency 
medical  kits  to  Coast  Guard  patrol  boats  and  Navy  sub- 
chasers, an  urgent  appeal  for  drugs  and  instruments  has  been 
issued  by  the  Committee  to  surgeons,  physicians,  and  medi- 
cal supply  houses. 

Among  the  items  sorely  needed  to  equip  the  emergency 
kits  are  artery  clamps,  splinter  forceps,  scalpels,  probes, 
grooved  directors,  sulfadiazine  tablets,  sulfadiazine  ointment 
5%,  sulfathiazole  tablets,  and  sterile  shaker  envelopes  of 
crystalline  sulfanilamide.  Any  other  spare  medicines  or  sur- 
gical instruments  are,  of  course,  equally  welcome. 

Specially  designed  for  sub-chasers  and  patrol  boats,  the 
medical  kit  is  a small  portable  case  filled  with  essential 
medications  and  emergency  instruments.  It  is  complete 
enough  to  cover  accident  and  war  casualties  until  the  ship 
reaches  a base  hospital.  Many  of  these  small  craft  carry  a 
considerable  complement  of  men,  including  often  a pharma- 
cist’s mate.  Appreciative  letters  from  their  officers  to  the 
Committee  indicate  that  the  kit  is  a vital  adjunct  to  the  ship’s 


equipment.  This  project  represents  an  invaluable  service  not 
undertaken  by  any  other  organization.  The  Medical  and 
Surgical  Relief  Committee  of  America,  conducted  for  nearly 
3 years  by  a nationwide  group  of  distinguished  physicians, 
has  distributed  over  a half-million  worth  of  medical  and 
surgical  supplies,  concentrated  foods  and  vitamins  to  the 
people— civilian  and  fighting— of  the  United  Nations. 

Along  with  medical  equipment,  the  patrol  boat  and  sub- 
chaser emergency  kit  contains  a simple  fishing  outfit,  pre- 
pared bait,  signalling  mirrors,  ready  to  be  used  in  time  of 
disaster  when  the  crew  must  resort  to  life  rafts. 

Please  send  your  contributions  to  Medical  and  Surgical 
Relief  Committee  of  America,  420  Lexington  Avenue,  New 
York,  N.  Y. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  general  oral  and  pathological  examinations  (Part 
II)  for  all  candidates  will  be  conducted  at  Pittsburgh,  Penn- 
sylvania, by  the  entire  Board  from  Wednesday,  May  19, 
through  Tuesday,  May  25,  1943.  The  Hotel  Schenlev  in 
Pittsburgh  will  be  the  headquarters  for  the  Board,  and  for- 
mal notice  of  the  exact  time  of  each  candidate’s  examination 
will  be  sent  him  several  weeks  in  advance  of  the  examination 
dates.  Hotel  reservations  may  be  made  by  writing  direct 
to  the  Hotel. 

Candidates  for  reexamination  in  Part  II  must  make  written 
application  to  the  Secretary’s  Office  not  later  than  April 
•5,  1943- 

The  Pittsburgh  Obstetrical  and  Gynecological  Society 
will  hold  a subscription  dinner  meeting  at  the  Hotel  Schen- 
ley,  on  Saturday  evening.  May  22,  1943,  at  7:00  p.  m.  Visi- 
tors, here  for  the  examinations,  are  cordially  invited  to  make 
arrangements  to  attend.  Reservations  may  be  made  by  writ- 
ing to  Dr.  Joseph  A.  Hepp,  Secretary  of  the  Society,  at 
1 21  University  Place,  Pittsburgh,  Penna.  An  interesting  pro- 
gram is  being  provided. 

The  Office  of  the  Surgeon-General  (U.  S.  Army)  has 
issued  instructions  that  men  in  Service,  eligible  for  Board 
examinations,  be  encouraged  to  apply  and  that  they  may 
request  orders  to  Detached  Duty  for  the  purpose  of  taking 
these  examinations  whenever  possible. 

Candidates  in  Military  or  Naval  Service  are  requested  to 
keep  the  Secretary’s  Office  informed  of  any  change  in  ad- 
dress. 

Deferment  without  time  penalty  under  a waiver  of  our 
published  regulations  applying  to  civilian  candidates,  will 
be  granted  if  a candidate  in  Service  finds  it  impossible  to 
proceed  with  the  examinations  of  the  Board.  Applications 
are  now  being  received  for  the  1944  examinations.  For  fur- 
ther information  and  application  blanks,  address  Dr.  Paul 
Titus,  Secretary,  1015  Highland  Building,  Pittsburgh  (6), 
Pennsylvania. 


OUR  NEIGHBORS 


377 


OUR  NEIGHBORS 

New  Jersey 

During  the  month  of  January  1943,  claims  under 
the  Farm  Security  Medical  Plan  in  New  Jersey  ex- 
ceeded by  $441.50  the  monthly  allotment.  These 
claims  were  all  paid  in  full  from  reserves  which  had 
been  set  up  in  the  past  for  such  contingencies.  That 
month  experienced  the  highest  sick  rate  and  the 
highest  claim  rate  since  the  establishment  of  the 
Plan  in  that  State.  According  to  the  Journal  of  the 
Medical  Society  of  New  Jersey,  it  was  due  to  the 
large  number  of  vaccinations  which  resulted  from 
a small  pox  scare  in  southern  New  Jersey,  and  to 
the  high  incidence  of  upper  respiratory  infections 
and  pneumonia. 

New  York 

On  October  31,  1942,  the  New  York  Associated 
Hospital  Service,  although  not  yet  eight  years  old, 
had  assets  of  $9,894,082.99.  In  addition  to  a volun- 
tary $2,000,000  reserve  for  epidemics  and  other  pos- 
sible emergencies,  it  had  a surplus  of  $5,121,865.19 
for  protection  to  its  subscribers. 

Effective  March  1,  the  State  of  New  York,  ex- 
cepting New  York  City,  put  into  effect  certain 
regulations  governing  the  processing  of  human 
blood  for  transfusions.  These  requirements  are  be- 
lieved to  be  the  first  regulatory  action  taken  in  this 
field  by  any  state  body.  T he  regulations,  nine  in 
number,  are  as  follows: 

1.  The  methods  of  preparation,  distribution,  and 
use  of  human  blood,  human  plasma,  human  serum, 
or  their  derivatives  for  transfusion  regulated. 

2.  Laboratory  tests  to  be  made  in  an  approved 
laboratory. 

3.  Blood  processing  laboratories  or  hospitals  to 
submit  a statement  and  to  keep  records. 

4.  Institutions  to  keep  records  of  transfusions. 


5.  Records  to  be  kept  when  unstored  human 
whole  blood  is  used  for  transfusion. 

6.  Records  to  be  kept  when  human  blood  or  non 
pooled  human  plasma  is  stored. 

7.  Records  to  be  kept  when  stored  human  whole 
blood  is  used  for  transfusion. 

8.  Records  to  be  kept  when  human  blood  plasma, 
human  serum,  or  their  derivatives  are  used  for  trans- 
fusion. 

9.  When  to  take  effect  (March  1,  1943). 


NEWS 

from  County  Associations 

Fairfield 

The  151st  Annual  Meeting  of  the  Fairfield 
County  Medical  Association  was  held  on  Tuesday, 
April  13,  at  the  University  Club  in  Bridgeport.  The 
following  slate  of  officers  was  elected  for  the  en- 
suing year:  President,  Frank  Wales,  Adonroe;  Vice- 
President,  Don  J.  Knowlton,  Greenwich;  Secretary, 
J.  Grady  Booe,  Bridgeport;  Treasurer,  Clifton  C. 
Taylor,  Bridgeport;  Councilor,  Samuel  F.  Mullins, 
Danbury. 

Idle  after  dinner  speaker  was  W.  W.  Peter  of 
the  Yale  University  School  of  Medicine  who  gave 
a most  interesting  discussion  of  his  years  of  medical 
practice  in  China. 

Hartford 

Benjamin  V.  White,  Ad.C.,  U.  S.  N.  R.,  Ralph 
E.  Durkee  and  Charles  Adirabile  of  Hartford  are 
the  authors  of  “Renal  Hypertension”  published  in 
The  New  England  Journal  of  Medicine,  Adarch  4, 
I943- 

Stanley  H.  Osborn,  State  Commissioner  of 
Health,  addressed  the  forty-eighth  annual  Confer- 
ence of  State  and  Provincial  Health  Authorities  of 
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North  America,  recently  held  in  Washington,  D.  C., 
on  Industrial  Health. 

The  151st  Annual  Meeting  of  the  Hartford 
County  Medical  Association,  held  in  Hartford  on 
April  6,  recorded  the  largest  attendance  in  the 
history  of  the  Association.  About  300  attended  the 
dinner  and  listened  to  Brigadier  General  E.  G. 
Reinartz,  commanding  officer  of  the  School  of 
Aviation  Medicine  at  Randolph  Field,  Texas.  Gen- 
eral Reinartz  in  his  paper  on  “How  the  Flying 
Fighters’  Doctor  is  Adade”  presented  a most  com- 
plete picture  of  the  role  played  bv  the  Flight  Sur- 
geon in  the  present  war  and  described  in  detail  the 
training  received  for  this  important  medical  post 
at  the  School  of  Aviation  Adedicine.  General 
Reinartz  is  the  first  neuropsychiatrist  to  be  raised 
to  the  rank  of  brigadier  general. 

Governor  Baldwin  spoke  briefly,  saying  that  in 
his  budget  message  he  had  urged  the  largest  appro- 
priation on  record  for  the  State  Department  of 
Health.  Adedical  personnel  were  presented  from 
Westover  Field  at  Chicopee,  Adass.,  Bradley  Field 
at  Windsor  Focks,  U.  S.  Submarine  Base  at  New 
Fondon  and  from  the  79th  Coast  Artillery  stationed 
at  Manchester.  Much  credit  is  due  the  officers  of  the 
County  Adedical  Association  and  the  chairman  and 
members  of  the  program  committee  for  the  success 
of  the  meeting. 

At  the  business  meeting  preceding  the  dinner, 
Dr.  Barker,  executive  secretary  of  the  State  Aded- 
ical Society  and  Chairman  of  Procurement  and 
Assignment  Service  in  Connecticut,  presented  the 
problem  of  obtaining  the  necessary  physicians  for 
the  armed  forces.  The  Hartford  County  Medical 
Association  to  date  has  103  members  in  military 
service. 

The  following  officers  and  committee  members 
were  elected  for  1943-1944:  Edward  J.  Whalen, 

Hartford,  President;  D.  C.  Y.  Adoore,  Adanchester, 
Adce-Prcsident;  Austin  Kilbourn,  Hartford,  Secre- 
tary-Treasurer; Arthur  B.  Fandry,  Hartford, 
Councilor;  Donald  A.  Bristol],  New  Britain,  censor 
for  2 years;  Samuel  Donner,  Hartford,  censor  for 
3 years;  Adaurice  Ad.  Pike,  Hartford,  Committee  on 
Public  Policy  and  Fegislation  for  1 year;  Benjamin 
B.  Robbins,  Bristol,  Committee  on  Public  Policy 
and  Fegislation  for  2 years;  and  the  following  dele- 
gates to  the  State  Adedical  Society  for  a term  of 
3 years;  B.  B.  Earle,  Glastonbury;  William  R.  Han- 
rahan,  Bristol;  George  G.  Keefe,  Hartford;  James 
R.  Miller,  Hartford;  Stanley  B.  Weld,  Hartford; 


and  Edwin  C.  Higgins,  Adanchester  (for  2 years). 

Six  physicians  were  elected  to  membership  as 
follows:  Florence  A.  Browne,  Hartford;  John 

Fritz,  Hartford;  Gerald  G.  Greene,  Hartford; 
Rocco  G.  Fapenta,  Hartford;  Nicholas  A.  Adari- 
naro,  Hartford,  and  Harold  G.  Woodward,  Bris- 
tol. 

Middlesex 

I he  Adiddlesex  County  Adedical  Association  held 
its  annual  meeting  at  the  Rose  Garden  in  Aliddle- 
town  on  April  8.  Francis  Blake,  Dean  of  the  A ale 
Adedical  School,  gave  an  address  on  the  primary 
atypical  pneumonias.  Among  the  organisms  causing 
this  disease  he  discussed  a virus  that  his  group  had 
isolated  from  the  house  cat  which  caused  a primary 
pneumonia  in  man.  He  stated  that  in  one  instance 
where  a group  of  cats  were  suffering  from  the 
disease  several  members  of  the  family  became  in- 
fected and  developed  a virus  pneumonia.  He  also 
discussed  briefly  the  virus  that  appears  to  be  the 
causative  agent  for  lymphocytic  choriomeningitis. 

Ft.  (j.  g.)  Wilford  Forbes,  Ad.  C.,  U.S.N.R.,  who 
is  stationed  at  the  Navy’s  Pre-Flight  School  at 
Wesleyan  University,  Middletown,  was  the  after 
dinner  speaker.  He  discussed  his  experiences  as  a 
medical  officer  aboard  the  cruiser  U.S.S.  Quincy 
which  was  engaged  and  sunk  in  a naval  battle  north 
of  Guadalcanal.  Fieutenant  Forbes’  presentation  was 
extremely  vivid  and  realistic  and  left  an  impression 
upon  his  audience  which  will  probably  never  be 
forgotten. 

I he  Central  Adedical  Society  held  its  April  meet- 
ing on  April  6 at  Bengston-Wood  Hall.  Adajor  Ralph 
E.  AdacDonald  of  New  Haven  spoke  on  Civilian 
Adedical  Defense. 

Abraham  Benjamin  Rafkind,  a former  resident  at 
the  Adiddlesex  Hospital  in  Adiddletown,  has  opened 
an  office  for  the  practice  of  medicine  in  the  Central 
National  Bank  Building  in  Adiddletown. 

New  Haven 

Two  more  members  of  the  New  Haven  County 
Adedical  Association  have  left  for  the  armed  forces. 
Joseph  Adignone  of  291  Whitney  Avenue  has  left 
for  the  Lhiited  States  Navy  and  Herman  Cutler  has 
left  for  the  Lhiited  States  Coast  Guard.  A group  of 
colleagues  met  at  the  Union  Teague  Club  and  gave 
Dr.  Adignone  a fine  dinner  to  show  their  loyalty7  and 
appreciation  and  wished  him  Godspeed  in  his  new 
career. 
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News  from  Yale  University 
School  of  Medicine 

Poliomyelitis  Study  Grant 

The  lauching  of  another  major  attack  on  the 
problems  concerning  the  spread  of  infantile  para- 
lysis has  been  made  by  the  establishment  of  a five- 
year  grant,  totaling  $150,000,  to  the  ^ ale  University 
School  of  Medicine,  New  Haven,  for  the  establish- 
ment of  the  Yale  Poliomyelitis  Study  Unit.  I he 
term  of  the  grant  will  conclude  June  30,  1948. 

The  funds  which  make  this  and  other  research 
projects  of  the  National  Foundation  for  Infantile 
Paralysis  possible  are  contributed  each  year  during 
the  celebration  of  the  President’s  birthday  in  Janu- 
ary. 

In  1931  the  Yale  Poliomyelitis  Commission  was 
established  by  James  D.  Trask  (now  deceased)  and 
John  R.  Paul,  as  a result  of  emergency  problems 
which  grew  out  of  the  serious  epidemic  of  infantile 
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paralysis  which  swept  New  England  that  year. 
Since  its  inception  the  Commission’s  aim  has  been 
to  develop  a virus  laboratory  particularly  adapted 
for  use  by  clinical  members  investigating  the 
methods  by  which  the  disease  is  spread  and  trans- 
mitted. 

In  announcing  the  grant  Mr.  O’Connor,  presi- 
dent of  the  Foundation,  said:  “It  now  seems  advis- 
able to  place  the  Commission’s  work  on  poliomye- 
litis on  a more  permanent  basis  than  has  heretofore 
existed.  In  view  of  the  present  war  some  doubt 
might  exist  as  to  whether  such  research  can  be 
maintained.  Such  doubt  is  resolvable  by  the  grim 
fact  that  wartime  frequently  amplifies  the  oppor- 
tunity for  such  study.  Research  into  the  spread  of 
poliomyelitis  should  continue  now  more  than  ever 
because  so  many  new  lines  of  investigation  have 
opened  up  and  the  wartime  drain  on  medical  serv- 
ices has  left  fewer  properly  trained  people  to  pur- 
sue the  study  of  how  the  disease  of  poliomyelitis 
is  transmitted. 

“The  Yale  University  School  of  Medicine  will 
reorganize  its  investigation  of  poliomyelitis  prob- 
lems and  henceforth  studies  will  be  conducted  in 
the  Poliomyelitis  Study  Unit  in  the  Section  of 
Preventive  Medicine,  under  the  direction  of  John 
R.  Paul,  professor  of  Preventive  Medicine.  Dr.  Paul 
will  have  full  authority  and  responsibility  for  de- 
termining the  nature  of  such  laboratory  and  field 
studies  as  may  be  conducted.” 

Dr.  Paul,  who  has  made  many  notable  contribu- 
tions to  scientific  knowledge  in  the  field  of  the 
epidemiology  of  poliomyelitis,  will  have  full  ad- 
ministrative direction  of  the  Study  Unit.  Rut  a 
special  Advisory  Committee  of  the  National  Foun- 
dation for  Infantile  Paralysis  will  be  appointed  by 
Mr.  O’Connor  to  consult  with  Dr.  Paul  and  his 
associates  as  the  need  arises.  Insofar  as  the  Study 
Unit  facilities  permit,  the  National  Foundation  may 
send  to  the  Unit  individuals  properly  qualified  in 
the  opinion  of  the  Foundation’s  Medical  Advisory 
Committee,  to  pursue  definte  lines  of  investigation. 
And  if,  in  time  of  epidemic,  the  National  Founda- 
tion should  require  the  assistance  of  the  Study  Unit 
its  facilities  will  be  made  available. 

To  meet  the  immediate  needs  of  the  Study  Unit 
space  will  be  arranged  by  the  Yale  University 
School  of  Medicine.  None  of  the  funds  granted  by 
The  National  Foundation  for  Infantile  Paralysis 
will  be  used  for  the  construction  of  new  buildings. 
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NEW  BOOKS  IN  REVIEW 

DOCTORS  OF  THE  MIND.  By  Marie  Beynon  Ray. 

Boston:  Little , Brown 1 e?  Co.  1942.  355  pp.  $3.00. 

Reviewed  by  James  M.  Cunningham,  m.d. 

“Doctors  of  the  Mind”  was  written  by  a layman  for  lay- 
men. With  this  in  mind,  one  can  say  that  an  unusually  good 
job  of  interpreting  a difficult  sub|ect  has  been  done.  It  will 
not  satisfy  the  doctor  who  reads  it  for  his  own  information, 
but  the  very  things  lie  will  object  to  are  those  which  will 
capture  and  hold  the  interest  of  the  average  reader.  For 
example,  there  is  a high  degree  of  dramatization  both  of  cer- 
tain aspects  of  psychiatry  and  of  certain  psychiatrists.  This, 
of  course,  does  not  present  the  kind  of  scientific  objectivity 
that  professional  men  look  for  in  the  evaluation  of  data  or 
theories.  It  is,  however,  a legitimate  journalistic  device  for 
making  a subject  interesting,  and  the  author  has  succeeded 
admirably  in  this  respect. 

Unfortunately,  this  method  of  dramatization  tends  to 
divide  psychiatry  sharply  into  two  camps,  the  organicists 
and  the  psychogenecists,  and  to  enlarge  on  the  conflict 
between  the  two  schools  of  thought.  This  gives  the  reader 
the  feeling  of  excitement  as  in  any  conflict  between  antago- 
nist and  protagonist.  However,  it  serves  to  encourage  the 


layman  to  retain  the  age  old  concept  of  body  vs.  mind,  a 
dualism  that  has  been  a stumbling  block  in  the  progress  of 
psychiatry  for  many  years.  The  modern  monistic  concept  as 
represented  by  such  terms  as  “body-mind,  organism-as-a- 
whole,  psychobiology,  psychosomatic”  is  consequently  not 
emphasized,  since  this  does  not  lend  itself  to  the  method  of 
dramatizing  a fight.  One  hopes  that  the  layman  will  not  get 
the  idea  that  until  doctors  decide  which  one  of  the  two 
schools  of  thought  is  right,  he  will  have  none  of  it. 

The  author,  in  presenting  an  historical  approach  to  the 
problem,  together  with  an  understandable  presentation  of 
the  evolutionary  point  of  view,  has  done  psychiatry  a serv- 
ice in  helping  to  dispel  the  many  superstitions  and  prejudices 
that  still  exist  with  regard  to  mental  disorder. 

One  may  say  that  the  author  has  done  rather  well  what  j 
she  set  out  to  do  as  expressed  in  the  introduction:  namely, 
that  of  “attempting  to  meet  the  demands  of  the  scientist  for 
technical  accuracy  and  of  the  layman  for  a straight  forward 
account  of  exciting  events  with  plenty  of  human  interest, 
drama  and  color.” 


The  Connecticut  State  Medical  Society’s  two 
publications  for  1942  were  The  Heritage  of  Con- 
necticut Medicine  and  The  Essentials  of  Emergency 
Treatment.  You  may  secure  a copy  of  both  by 
ordering  NOW  from  the  Secretary,  258  Church 
Street,  New  Haven. 
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One  of  the  scourges  of  war  was  in  retreat  before  a shot  was 
fired  in  World  War  II  . „ . Vaccine  to  protect  against  typhus 
could  be  prepared  in  quantity  sufficient  for  all.  In  the  Lilly 
Laboratories  farsighted  planning  had  provided  extensive  ex- 
perience with  typhus  Rickettsiae,  and  the  yolk  sac  culture 
method  was  a workaday  procedure.  Within  a few  short  days 
after  war  began,  vaccine  production  was  increased  a thousand- 
fold. No  order  has  been  refused  and  no  fighting  man  denied 
typhus  protection  because  of  inadequate  knowledge  or  lack 
of  facilities  for  vaccine  preparation. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana,  u.  s.  a. 
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THE  INTERNATIONAL  CONTROL  OF  DISEASE  AFTER  THE  WAR 

Alice  Hamilton,  m.d.,  Hadlyme 


JiTY  field  has  never  been  public  health  in  the 
^ wider  sense,  only  a small  section  of  it,  indus- 
trial hygiene,  therefore  if  I should  attempt  to  dis- 
cuss the  future  course  of  preventive  medicine,— what 
should  be  and  probably  will  be  the  developments 
in  that  field  after  the  war— I should  not  only  enter 
a very  controversial  field  but  one  concerning  which 
I have  no  right  to  speak  authoritatively.  The  only 
aspect  of  public  health  aside  from  the  industrial 
with  which  I have  more  than  ordinary  familiarity 
is  the  international  control  of  disease,  because  for 
six  years,  from  1924  to  1930,  I was  one  of  the  Ameri- 
can members  of  the  Health  Committee  of  the 
League  of  Nations.  That  means  that  I joined  the 
Committee  when  the  war  devastated  countries  were 
still  facing  epidemics  which  they  could  not  control 
and  I remained  on  it  long  enough  to  see  those 
primitive  conditions  brought  under  control  and  a 
program  of  preventive  medicine  developed.  That  is 
why  I feel  I have  a right  to  discuss  the  international 
control  of  disease  which  must  be  undertaken  when 
this  war  is  over,  no  matter  what  the  military  out- 
come may  be,  and  to  discuss  it  not  as  an  imaginary 
ideal  but  as  a program  which  once  was  carried  out 
with  brilliant  success,  and  may  be  again. 

For  many  years  after  1924  whenever  I mentioned 
the  League  of  Nations  I did  so  apologetically,  for  I 
knew  that  the  great  majority  of  my  hearers  had 
been  so  skillfully  conditioned  against  it  that  as  soon 
as  they  heard  the  words  their  minds  closed  with  a 
: snap  and  it  was  a hopeless  task  to  try  to  force  them 
open.  So  I always  began  by  saying  that  it  was  only 
the  work  of  the  Health  Committee  that  I meant  to 
discuss  and  always  I would  find  that  in  a short  time 


they  were  listening  eagerly  to  a story  which  should 
have  been  familiar  to  all  Americans  but  which  was 
obscured  by  the  black  mantle  of  anti-Wilson  hatred, 
and  of  resolute  isolationism  and  xenophobia  which 
descended  on  us  after  the  war.  I think  everyone 
agrees  that  one  of  the  most  striking  results  of  the 
second  world  war  is  the  change  in  our  attitude 
toward  narrow  nationalism  and  the  general  accept- 
ance of  the  fact  that  after  this  war  some  kind  of 
international  organization  must  emerge.  The  first 
task  that  will  face  such  an  organization  will  surely 
be  the  control  of  epidemics  and  the  restoration  of 
public  health  service,  and  that  is  why  I wish  to 
describe  the  way  this  work  was  carried  on  between 
the  two  great  wars. 

The  Covenant  of  the  League  had  made  provision 
for  an  international  commission  of  medical  experts 
which  the  Council  of  the  League  was  to  appoint,  for 
they  knew  well  that  of  the  pressing  problems  facing 
Europe  in  1919  none  was  more  urgent  than  that 
presented  by  the  epidemics  which  were  sweeping 
over  from  the  east.  Cholera,  typhus  and  relapsing 
fever  had  invaded  Russia  and  were  threatening  that 
vague  line  which  separated  Poland  and  the  Baltic 
states  from  Russia,  and  the  strict  sanitary  cordon 
which  Germany  had  maintained  during  the  War 
had  broken  down.  Across  the  boundaries  everv- 
where,  returning  soldiers  and  refugees  were  pour- 
ing, most  of  them  diseased  and  half  starved,  and 
there  was  an  appalling  dearth  of  doctors  and  nurses, 
many  having  died  of  these  diseases,  there  were  no 
medical  supplies,  no  disinfectants,  no  soap  even. 
Early  in  1919  the  Red  Cross  had  tried  to  cope  with 
the  situation  and  had  sent  doctors  and  nurses  (many 
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of  them  American)  into  Poland,  but  the  task  was 
too  great  for  a voluntary  body  to  undertake  and  in 
1920  the  Council  of  the  League  hastily  appointed  an 
Emergency  Epidemic  Commission,  also  with  Ameri- 
can members,  which  did  brilliant  work  for  the  two 
following  years.  One  of  their  most  remarkable 
accomplishments  was  the  staging  in  Warsaw,  in  the 
early  spring  of  1922,  of  a Health  Conference  which 
was  participated  in  by  twenty-five  European  coun- 
tries, by  the  city  of  Danzig,  the  Ukraine,  Japan, 
and  Turkey.  Those  two  bitter  enemies,  Poland  and 
Russia,  were  there;  so  were  the  new  Baltic  States, 
and  the  new  “succession  states,”  the  defeated  Cen- 
tral Powers  and  the  victorious  Allies,  and  while  the 
statesmen  of  these  countries  could  not  even  agree 
upon  boundaries,  they  did  agree  to  send  their  ex- 
changed prisoners  and  repatriated  refugees  through 
jointly  controlled  quarantine  stations. 

As  I read  the  official  report  of  the  Warsaw  Con- 
ference 1 was  struck  by  the  tone  of  courtesy  and 
respect  in  all  the  dealings  with  that  pariah  among  the 
nations,  Soviet  Russia,  and  this  at  a time  when  most 
of  Europe  was  eager  to  force  her  to  submission  by 
war  or  by  starvation.  Only  the  medical  professsion 
recognized  the  fact  that  disease  is  no  respecter  of 
nationality  nor  of  victory  nor  defeat. 

The  Epidemic  Commission  also  went  to  Greece 
to  help  in  the  terrible  situation  which  developed 
there  in  the  Fall  of  1922,  when  more  than  a million 
refugees  from  Asia  Minor,  fleeing  before  the  Turk- 
ish army,  poured  into  Greece,  bringing  with  them 
cholera,  typhoid  fever  and  smallpox.  There  were 
American  physicians  helping  in  this  work  also,  and 
indeed  Americans  as  individuals  have  cooperated 
eagerly  in  all  the  health  work  of  the  League,  even 
when  our  government  was  holding  itself  completely 
aloof. 

By  1924,  when  I received  my  appointment,  these 
acute  situations  had  been  brought  under  control 
and  when  I went  to  Geneva  for  the  Autumn  meet- 
ing it  was  to  find  a new  set  of  problems  waiting  to 
be  handled.  The  members  of  the  Committee  were 
then  20  in  number  (this  varied  from  time  to  time) 
most  of  them  from  European  countries,  two,  an 
Englishman  and  a Frenchman,  from  Africa,  one  each 
from  Japan  and  South  America,  two  from  the 
United  States.  Surgeon  General  Gumming,  then 
head  of  our  Public  Health  Service,  was  one  of  the 
vice-presidents,  and  I was  the  second  American  on 
the  Committee  and  the  only  woman.  It  seems  that 
at  the  time  of  the  organization  of  the  Committee 
some  good  feminists  persuaded  the  Council  to  pro- 


vide for  the  appointment  of  at  least  one  woman  it 
and,  since  they  were  then  still  hopeful  of  our  join-  I 
ing  the  League,  thev  turned  to  the  United  States  in 
and  chose  Dr.  S.  Josephine  Baker,  the  child  special 
ist.  But  Dr.  Baker  was  unable  to  accept  the  appoint-  1 
ment,  and  since  they  had  no  member  from  the  field: 
of  industrial  medicine  they  passed  the  invitation  on, 
to  me  for  two  three-year  periods.  L 

1 went  to  Geneva  full  of  eagerness  to  see  them 
League  and  to  meet  the  group  of  eminent  experuj ; 
from  all  over  the  world,  but  I did  not  look  for  any-  |i 
thing  exciting  in  the  meetings  where  I should  prob-|  u 
ably  have  to  hear  reports,  largely  statistical,  sent  in  \ 
by  health  inspectors,  with  all  the  vividness  and; 
human  interest  carefully  deleted.  But  from  the  very  k 
first  meeting  I found  myself  in  for  a very  interest- 1 
ing  experience.  We  met  in  a long  room  in  the  old  u 
Palais  des  Nations,  sitting  around  three  tables  which  1 
were  arranged  as  three  sides  of  a square.  Our  pre-  ( 
siding  officer  was  a Dane,  Dr.  Thor  Madsen,  gentle, 
aloof,  judicious,  liked  by  everyone.  The  meetings  r 
were  informal,  Dr.  Madsen  announced  the  agenda,  ,j 
the  men  to  whom  an  inquiry  had  been  assigned^ 
reported  on  it  and  discussion  was  free. 

1 here  was  absolutely  no  touch  of  narrow  nation-  * 
alism,  perhaps  because  these  men  did  not  represent  f 
their  governments  (of  course  Dr.  Cumming  and  1 1: 
could  not  have,  nor  could  the  German  member), 
they  had  been  chosen  by  the  Council  because  they  >■ 
were  experts  in  some  field  of  medicine,  not  because 
they  were  Frenchmen  or  British.  One  of  the  most 
respected  members  was  a German,  old  Dr.  Nocht, 
head  of  the  Hamburg  Institute  of  Tropical  Medicine. 

The  first  meeting  was  given  over  to  a Malaria 
Subcommittee  which  had  just  finished  a journey 
through  the  most  heavily  infested  areas  of  southern 
and  southeastern  Europe.  1 was  astonished  to  learnj 
that,  the  epidemic  diseases  having  been  brought 
under  control,  malaria  had  become  the  most  serious 
post-war  problem  in  Europe.  Of  course  I had  read 
of  its  prevalence  in  the  Campagna  and  the  Mare- 
emma,  in  Corsica  and  Sardinia,  but  this  report 
covered  Serbia,  Croatia,  Dalmatia,  and  Albania, 
Macedonia,  Thrace  and  Greece,  Bulgaria  and  Russia. 
It  seems  that  malaria  was  always  endemic  in  those 
countries  but  the  war  had  caused  an  enormous 
increase,  partly  because  anti-larval  measures  had 
stopped,  doctors,  nurses  and  quinine  were  lacking, 
but  also  because  the  forced  migration  had  brought 
people  with  no  immunity  into  infested  regions  andj 
people  with  infection  into  regions  hitherto  free  from 
malaria.  And  of  course  under-nourishment. 
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/retched  housing  and  exhausting  suspense  and  grief 
dded  their  share.  An  American  physician  told  me 
iat  in  Russia  he  had  seen  fulminating  forms  of 
lalaria  which  at  first  he  had  diagnosed  as  en- 
ephalitis. 

The  measures  advocated  by  the  Malaria  Commis- 
on,  with  Dr.  Nocht  at  its  head,  were  those  which 
/ere  considered  most  practicable  in  poverty  stricken 
ountries,  which  could  not  possibly  undertake 
'irge-scale  drainage  and  anti-larval  measures.  Robert 
"Loch  had  shown  the  Italians  that  under  such  cir- 
lumstances  cinchonization  of  the  population  was 
ae  cheapest  and  simplest  method,  quinine  for  the 
ralarial  and  also  as  a prophylactic  for  all  those  ex- 
posed. Even  this  is  costly  and  there  was  not  enough 
(uinine  to  fill  the  need,  so  the  Health  Committee 
'ad  inaugurated  a study  of  the  mixed  alkaloids  of 
inchona  bark,  testing  them  in  hospitals  in  Italy, 
tumania,  Spain  and  Jugoslavia. 

I During  their  journey  through  the  malarial  coun- 
tries the  Commission  was  struck  with  the  scarcity 
if  doctors  with  skill  in  diagnosing  and  treating 
nalaria  and  therefore  urged  the  Health  Committee 
jo  offer  anti-malaria  courses  for  the  training  of  ex- 
perts. Here  as  in  many  other  instances  the  Rocke- 
eller  Foundation  came  to  the  rescue  and  by  means 
if  fellowships  made  it  possible  for  physicians  from 
he  backward  lands  to  attend  such  courses  in  Ham- 
mrg,  Liverpool,  Rome  and  Paris.  More  than  two 
kindred  and  fifty  attended  these  schools. 

I have  gone  into  such  detail  concerning  malaria 
lecause  the  work  done  in  that  field  is  typical,  but  I 
must  mention  briefly  the  second  subject  which 
hiefly  engaged  our  attention  in  1924.  The  Man- 
lates  Commission  of  the  League  had  demanded  from 
he  three  great  African  powers,  Britain,  France  and 
Belgium,  an  accounting  of  their  administration  of 
mblic  health  in  the  mandated  areas,  the  former 
German  colonies,  especially  with  regard  to  tuber - 
•ulosis  and  sleeping  sickness.  Those  countries  ap- 
pealed to  the  Health  Committee  which  sent  a com- 
nission  of  French,  English  and  Belgian  physicians 
o Equatorial  Africa  to  make  a survey,  and  report. 
The  results  of  this  survey  were  read  to  us.  It  was 
it  tragic  story  to  which  we  listened,  a story  of  tuber- 
miosis  introduced  into  Africa  by  Europeans,  Svrians 
tnd  East  Indians,  meeting  a population  which  has  no 
nherited  immunity,  and  spreading  far  and  wide, 
nelpcd  on  by  what  the  report  called  the  “advance 
pf  civilization,  that  is,  the  use  of  strong  alcoholic 
(drink,  the  increase  of  poverty,  the  change  from 
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healthful  ways  of  life  to  unhealthful,  and  the  in- 
crease of  moral  and  physical  degeneration.” 

As  for  sleeping  sickness,  that  is  a disease  native  to 
Africa  but  white  invasion  has  led  to  a great  increase. 
Formerly  it  was  found  only  in  certain  districts,  now 
with  the  opening  up  of  the  country  through  roads 
and  the  recruiting  of  natives  for  the  armies  or  for 
labor,  it  has  invaded  area  after  area.  In  the  control  of 
both  these  plagues  it  was  found  that  the  regions 
formerly  ruled  bv  Germany  were  far  better  pro- 
tected by  sanitary  measures  than  anv  of  the  others. 
I he  report  ended  with  this  significant  comment  “If 
we  should  put  on  opposite  sides  of  the  ledger  the 
benefits  and  the  evils  which  have  come  to  Equatorial 
Africa  as  a result  of  the  entrance  of  white  civiliza- 
tion we  should  be  obliged  to  say  that  the  evil  over- 
balances the  good.” 

But,  four  years  later,  at  the  1928  meeting  we  heard 
a very  heartening  tale  of  the  measures  which  had 
been  put  into  effect  bv  the  three  ruling  nations  and 
we  gained  a vivid  idea  of  the  heroic  work  of  the 
physicians  engaged  in  carrying  it  out.  Evervone 
knows  about  the  brilliant  anti-silicosis  campaign  in 
the  mines  of  the  Rand  which  used  to  be  hotbeds  of 
silico-tuberculosis.  In  the  control  of  sleeping  sick- 
ness the  health  authorities  were  greatly  helped  by 
the  development  of  tryparsamide  bv  the  scientists 
of  the  Rockefeller  Institute.  Dr.  Louise  Pearce  and 
Dr.  W.  H.  Brown  took  it  to  Africa  and  started  its 
use  there. 

Through  all  the  discussions,  especially  of  plans  for 
future  activities  the  Health  Committee  was  faced 
with  the  difficulty  of  finding  physicians  and  sanitary 
engineers  adequately  trained  for  public  health 
work.  Here  again  the  Rockefeller  Foundation 
stepped  in  and  furnished  travelling  fellowships  for 
men  and  women  who  were  to  be  selected  by  their 
governments  and  sent  to  whatever  countrv  offered 
the  best  instruction  in  the  particular  field  to  be 
studied,  the  students  pledging  themselves  to  return 
home  and  enter  the  public  health  service.  I had  a 
number  of  these  men  and  women  in  my  classes  at 
Harvard  and  it  was  a pleasure  to  teach  them,  for 
thev  were  so  eager  to  learn. 

In  addition  to  the  program  for  the  training  of 
public  health  experts,  that  1924  meeting  saw  the 
inception  of  a great  scheme  to  obtain  and  broadcast 
all  information  concerning  the  outbreak  of  epi- 
demics. Never  had  it  been  possible  to  make  govern- 
ments exchange  this  sort  of  information,  on  the  con- 
trary. every  effort  had  always  been  made  to  conceal 
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an  outbreak  of  cholera,  plague,  typhus,  small  pox. 
Those  of  my  generation  will  remember  the  time 
when  California  refused  to  recognize  an  epidemic 
of  bubonic  plague,  lest  tourist  and  real  estate  inter- 
ests suffer,  so  that  Wsahington  had  to  send  F.  G. 
Novy,  Lewellys  Barker  and  Simon  Flexncr  out  to 
the  coast  with  authority  to  deal  with  the  situation. 
That  had  been  the  way  all  the  countries  had  acted 
but,  suddenly,  perhaps  because  of  the  terrible  expe- 
riences during  the  war,  that  form  of  isolationism 
broke  down  and  the  governments  of  the  Asiatic 
countries  as  well  as  the  European  and  the  United 
States  for  the  Philippines  and  the  Canal  Zone,  agreed 
to  exchange  as  promptly  as  possible  all  information 
concerning  the  five  epidemic  diseases,  cholera, 
typhus,  small-pox,  bubonic  plague  and  yellow  fever. 
In  later  years  others  were  added,  encephalitis,  men- 
ingitis, infantile  paralysis,  influenza.  Singapore  was 
selected  as  the  centre  for  these  reports  which  came 
from  Vladivostok  on  the  north  to  the  Southern 
Archipelago,  and  from  Suez  on  the  east  to  the  Canal 
Zone,  and  were  transmitted  from  Singapore  by 
wireless  to  public  health  stations  everywhere.  In  this 
way,  an  outbeak  of  cholera  or  plague  in  a remote 
part  of  China  or  India  could  be  made  known  all 
over  the  world  in  a few  hours.  The  monthly, 
printed  reports,  used  to  come  to  me  regularly.  It  is 
tragic  to  know  that  all  that  service  is  now  at  an  end. 

At  my  second  and  third  visits,  I found  the  Health 
Committee  swamped  with  pleas  for  assistance.  No 
longer  did  we  have  to  approach  governments  tact- 
fully and  suggest  that  perhaps  some  expert  advice 
might  be  helpful,  the  governments  themselves  were 
pleading  for  it.  They  asked  us  to  look  into  their 
appallingly  high  infant  mortality  rate,  and  incident- 
ally to  tell  them  how  to  collect  vital  statistics;  they 
told  us  confidentially  that  their  budget  for  malaria 
control  was  small  and  that  the  big  landholders 
wanted  to  spend  it  on  large  schemes  of  drainage 
which  would  benefit  them  and  leave  nothing  for 
quinine  for  the  poor;  or  that  the  government  had 
decided  to  ignore  malaria  and  spend  the  money  on 
irrigation.  We  were  asked  to  back  up  the  health 
authorities  with  the  prestige  of  the  League  and  in 
both  those  instances  this  was  done  successfully.  A 
request  came  from  South  America  for  the  appoint- 
ment of  a Leprosy  Commission,  to  determine  the 
best  method  of  control  and  to  study  the  action  of 
chaulmoogra  oil  which  so  often  proved  disappoint- 
ingly ineffective.  Brazil,  it  seems,  has  a serious 
leprosy  problem,  an  aftermath  of  the  slave  trade,  it 
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is  said.  In  certain  regions  there  is  one  case  to  a thou 
sand  inhabitants;  in  a single  region  it  is  one  to  fiv< 
hundred.  Argentina,  Venezuela  and  Colombia  als< 
have  many  cases.  This  request  was  backed  by  th< 
oriental  countries. 

Then  there  were  pleas  for  the  standardization  o 
therapeutic  sera  and  vaccines,  and  for  a commissioi 
to  test  and  pronounce  on  the  value  of  the  variou 
diagnostic  tests  for  syphilitic  infection.  The  Pacific 
powers,  France  and  Britain,  asked  advice  on  hov 
to  stop  the  depopulation  of  the  Pacific  Islands  when 
white  invasion  had  been  followed  by  a rapid  declin 
in  the  native  population.  This  request  revealed 
tragic  picture  of  what  O’Brien  called  “White 
Shadows  in  the  Orient,”  the  introduction  of  nev 
diseases  to  a non-immune  people,  the  forced  de 
portation  of  men  to  work  far  from  home,  leavint 
the  farms  and  fishing  grounds  to  the  women,  whicl 
meant  that  canned  food  bought  from  the  trader  0 
took  the  place  of  fresh  food;  the  inevitable  change 
in  living  habits,  in  short  all  the  blessings  of  civiliza 
tion  imposed  suddenly  on  primitive  people. 

Another,  more  urgent  request,  was  sent  to  us  ir 
1928  by  Greece  which  was  in  the  grip  of  an  epi 
demic  of  dengue,  so  severe  that  in  September  of  tha 
year— we  met  in  October— no  less  than  86  per  cen 
of  the  population  of  Athens  and  the  Piraeus  were 
infected,  the  infection  being  transmitted  by  mos 
quitoes  and  biting  sand  flies.  When  the  Greek  dele 
gate  came  to  Geneva  in  October  he  reported  no  les 
than  850,900  cases  with  1,378  deaths.  Greece  had  nc 
public  health  service,  and  no  trained  personnel  tc 
man  such  a service.  The  Health  Committee  prompt 
ly  appointed  a Commission,  with  an  Australian,  ; 
Croatian  and  two  Americans,  Haven  Emerson  a no 
Allan  McLaughlin.  These  men  organized  a public 
health  service  for  Greece  and  arranged  for  the 
training  of  personnel  in  schools  abroad,  the  worl 
being  carried  on  temporarily  by  imported  experts 
who  would  also  organize  a School  of  Hygiene,  thi 
last  as  well  as  the  other  activities  to  be  turned  ove 
to  the  Greek  students  when  they  returned  fron 
their  training  abroad. 

When  my  second  term  expired  in  1930  I hac 
heard  reports  from  all  these  commissions,  most  o 
them  very  heartening,  and  I had  seen  the  beginning 
of  an  interesting  study  of  infant  mortality,  the  firs 
report  of  which  reached  me  later. 

T he  Health  Committee  had  long  wished  to  mak 
such  a study,  to  discover  which  country  had  th 
lowest  mortality  rate  and  then  to  adopt  as  standar* 
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he  infant  welfare  measures  used  in  that  country. 
3ut  at  the  outset  it  was  found  that  one  could  not 
:ompare  the  death  rates  of  countries,  because  of  the 
lifference  in  their  systems  of  vital  statistics.  Finally 
t was  decided  to  adopt  the  method  originated  by 
>ur  Children’s  Bureau  which  resulted  in  those  very 
valuable  infant  mortality  reports  from  cities  and 
owns  and  urban  regions  in  this  country,  namely  to 
j;hoose  typical  regions  and  make  in  these  a detailed 
,tudy  of  the  circumstances  attending  every  baby’s 
ieath  during  the  preceding  year.  This  means  in- 
quiry into  the  family’s  standard  of  living,  the 
fathers’  earnings,  the  mother’s  work,  whether  in  or 
rutside  the  home,  breast  or  bottle  feeding,  whether 
:he  child  was  the  first  or  twelfth,  and  so  on. 

The  countries  selected  were  England,  Norway, 
Holland,  France,  Germany,  and  Austria,  city  and 
country  and  small-town  areas.  The  reports  are  extra- 
ordinarily interesting  reading,  bringing  in  all  sorts 
jof  intimate  details  of  the  life  of  these  people.  The 
lowest  death  rates  were  found  in  England,  Elolland 
and  Norway,  with  Norway  standing  at  the  head, 
the  highest  were  in  France,  Germany  and  Austria. 
Poor  Austria  came  out  at  the  foot  both  in  city— 
Vienna— and  rural  districts,  in  both  of  which  there 
is  great  poverty,  women’s  work  is  excessive  during 
pregnancy  and  immediately  after,  breast-feeding  is 
■rare  and  artificial  feeding  is  inadequate,  and  there  is 
la  high  percentage  of  illegitimate  births. 

I Poverty  emerged  as  the  most  important  factor  in 
Jail  these  countries  but  a close  second  was  bottle 
Jfeeding.  Breast-feeding  proved  to  have  much  more 
^influence  on  the  death  rate  than  had  so-called  infant 
welfare  work.  At  the  discussion  in  committee  Dr. 
j'Velghe,  of  Belgium,  said  that  during  the  German 
occupation  the  infant  death  rate  fell  in  Brussels,  in 
spite  of  the  hardships  of  the  people,  simply  because 
I the  women  could  not  get  work  and  had  to  suckle 
. their  babies;  and  Dr.  Chodzko,  of  Poland,  remarked 
j.  that  the  same  thing  was  noted  in  Warsaw  under  the 
German  occupation. 

r In  France  there  is  a far  higher  infant  death  rate 
in  Normandy  than  in  the  wine  producing  region  in 
the  South,  although  the  Norman  peasants  are 
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wealthier  than  the  Provencals.  But  they  are  hard 
working  and  avaricious,  the  women  will  not  suckle 
their  babies  because  it  interferes  with  their  work  in 
the  fields.  The  Southerners  are  easy-going  and  there 
breast-feeding  is  universal. 

I he  Feague  of  Nations  was  in  principle  an  inter- 
national organization  devoted  to  the  welfare  of  all, 
but  nationalism  is  deep  rooted  and  “sacred  egoism” 
is  to  most  “patriots”  the  first  duty,  fairness  to  others 
takes  second  place.  The  Palais  des  Nations  was  full 
of  clashing  national  ambitions,  of  diplomatic  maneu- 
vering for  position,  of  thinly  disguised  selfishness, 
but  when  I would  leave  the  gossip  filled  corridors 
and  enter  the  great  room  where  the  Health  Com- 
mittee held  its  sessions  I would  breathe  at  once  a 
different  air.  For  here  nobody  represented  his  gov- 
ernment, all  had  been  chosen  on  the  basis  of  their 
scientific  standing  and  all  were  working  for  the  con- 
trol of  disease  no  matter  where.  Countries  were 
rated  only  according  to  their  need  for  help  or  their 
ability  to  give  help.  Those  nations  which  had  re- 
ceived help  understood  its  importance  and  when, 
in  1928,  England  under  Sir  Austen  Chamberlain, 
began  to  sabotage  the  Feague  and  attempted  to  cut 
the  budget  of  the  Health  Committee,  a storm  of 
protest  arose,  especially  from  the  countries  of  South 
America  and  the  Far  East.  Those  delegates  said  that 
the  only  activity  of  the  Feague  their  people  knew 
anything  about  was  the  health  work.  1 he  budget 
was  saved. 

The  Health  Committee  still  exists  though  it  has 
not  met  since  the  Fall  of  1939.  1 here  are  still  some 
four  or  five  members  of  the  Secretariat  left  in 
Geneva  and  epidemiological  reports  were  still  sent 
from  Singapore  to  Geneva  and  from  Geneva  to  the 
United  States  up  to  December  7,  1941.  Then  that 
last  international  service  ceased.  But  if  ever  an 
association  of  nations  emerges  after  this  war,  I am 
sure  that  it  will  recognize  the  great  service  of  the 
Health  Committee  of  the  League  and  will  bring 
together  again  a similar  group  of  experts  to  deal 
with  the  international  health  problems  left  by  the 
second  World  War  as  they  dealt  with  those  of  the 
first. 
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T'Xuring  the  past  io  years  revolutionary  changes 
have  occurred  in  the  diagnosis,  management 
and  treatment  of  urinary  tract  infections.  Prior  to 
this  period  no  drug  was  available  that  was  capable 
of  sterilizing  the  urine  with  the  possible  exception 
on  rare  occasions,  of  methenamine.  Other  organic 
preparations  that  were  used,  were,  for  the  most  part, 
extracts  from  plants  whose  efficacy  has  never  been 
established.  Fuller  in  1932  investigated  the  nature  of 
the  bactericidal  factor  that  appeared  to  have  a 
definite  therapeutic  effect  when  the  pH  of  the  urine 
was  reduced  to  5.5  or  lower  and  attributed  this 
property  to  beta  oxybutyric  acid.  Following  this 
discovery,  the  ketogenic  diet  was  employed  and  the 
hydrogen  ion  concentration  of  the  urine  carefully 
followed.  Excellent  results  were  reported  when  ideal 
conditions  were  maintained  but  the  diet  was  so  diffi- 
cult to  adhere  to  that  frequently  the  results  were  not 
satisfactory.  In  1935  mandelic  acid  was  introduced 
and  its  various  salts  employed  in  conjunction  with 
ammonium  chloride  to  achieve  the  same  end.  In 
general,  very  good  results  were  obtained  and  with- 
out question  this  form  of  medication  was  capable  of 
promptly  and  effectively  sterilizing  the  urinary  tract 
on  many  more  occasions  than  had  been  possible  pre- 
viously by  the  ketogenic  diet.  In  1936  sulfanilamide, 
in  1938  sulfapyridine,  in  1939  sulfathiazole  and  in 
1940  sulfadiazine,  were  introduced  in  rapid  succes- 
sion and  again  completely  revolutionized  our  thera- 
peutic armamentarium  in  the  treatment  of  these 
infections. 

From  a practical  point  of  view  nearlv  all  of  the 
older  methods  of  treatment  are  of  interest  now  from 
purely  an  historical  point  of  view,  the  one  possible 
exception  is  the  use  of  mandelic  acid.  There  have 


been  many  experimental,  clinical  and  pharmaco 
logical  studies  reported  during  the  past  5 years  on 
the  effects  of  the  various  sulfonamides  referred  to  in 
the  treatment  of  urinary  tract  infections.  Often- 
times, the  reported  results  have  been  judged  by 
purely  clinical  criteria  and  the  microscopic  exam- 
ination of  the  urine  but  the  bacteriology  of  the 
urinary  tract  has  not  been  followed  as  closely  as 
might  be  considered  desirable.  In  addition,  while 
the  number  of  reported  cases  treated  with  sulfanila- 
mide and  sulfathiazole  is  relatively  large  the  number 
of  reported  patients  treated  with  sulfadiazine  is  still 
small.  It  is  therefore  the  purpose  at  this  time  to 
report  in  some  detail  on  the  employment  of  this 
latter  compound  and  to  discuss  some  aspects  of  the 
management  of  patients  in  this  category  primarily 
from  the  point  of  view  of  the  obstetrician  and  the 
gynecologist.  It  is  not  my  purpose  to  imply  that 
specialists  in  these  fields  or  that  general  practitioners 
should  be  also  urologists  but  rather  that  they  should 
be  on  the  lookout  for  various  complications  in  the 
urinary  tract  many  of  which  can  be  successfuly 
managed  without  calling  in  the  services  of  the 
urologist.  On  the  other  hand,  patients  with  urologi- 
cal problems  can  often  be  recognized,  many  in  the 
early  stages  of  disease,  and  referred  to  the  urologist 
for  care.  If  these  principles  are  strictly  adhered  to 
obstetric  and  gynecologic  patients  will  not  be  dis 
charged  from  further  observation  with  chronic 
urinary  tract  infections  which  in  later  years  may 
lead  to  irreparable  and  irreversible  kidney  damage 
The  employment  of  intravenous  pyelography  ha; 
been  of  the  greatest  assistance  in  evaluating  the 
status  of  the  upper  urinary  tract  and  has  obviated  the 
necessity  of  cystoscopic  examinations  in  many 
patients. 

The  normal  female  urinary  tract  is  normally 
entirely  free  from  microorganisms.  Marple1  has 
recently  investigated  the  urinary  tract  of  women 
admitted  on  a medical  service.  Initial  cultures  were 
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sterile  in  69  per  cent  of  the  cases  only.  In  19  per 
cent  of  the  patients  there  were  both  bacilluria  and 
pyuria  while  3 per  cent  had  a bacilluria  without 
Jpyuria  and  7 per  cent  showed  small  numbers  of 
organisms  without  significant  pyuria.  7 per  cent 
Sof  these  patients  developed  urinary  tract  infections 
during  their  period  of  hospitalization.  Findings  such 
is  these  in  patients  who  were  asymptomatic  for  the 
most  part  should  stimulate  interest  on  the  part  of 
the  internist  in  investigating  the  urinary  tract. 
Jaameri2  examined  the  urine  from  600  pregnant  or 
parturient  patients  and  found  26.3  per  cent  to  have 
some  type  of  bacteria  in  the  urine.  In  16.3  per  cent 
the  organisms  belonged  to  the  colon-aerogenes 
group.  These  patients  were  almost  equally  divided 
between  primiparae  and  multiparae  and  it  is  of 
interest  to  note  that  % of  them  had  no  clinical  signs 
of  disease.  I have  recently  reviewed  the  finding  in 
100  consecutive  urine  cultures  obtained  during  the 
early  days  of  the  puerperium  as  part  of  a routine  in 
investigating  fever  during  the  postpartum  period. 
In  other  words,  these  patients  were  all  complicated 
by  puerperal  infection  or  some  intercurrent  disease 
that  caused  a febrile  reaction.  In  38  per  cent  of  these 
patients  the  urine  was  found  to  be  sterile  and  in  22 
per  cent  a growth  of  Staph,  albus  only  was  ob- 
tained. It  is  my  feeling  that  the  finding  of  this 
organism  is  in  the  great  majority  of  instances  of  no 
significance  and  accordingly,  then,  we  may  assume 
that  60  per  cent  of  these  patients  had  urinary  tracts 
that  were  free  from  pathogenic  microorganisms. 
B.  coli  and  B.  aerogenes  were  found  in  13  per  cent 
and  2 per  cent  of  these  patients,  respectively,  a total 
of  15  per  cent.  These  latter  findings  are  undoubt- 
edly most  significant.  In  addition,  a non  hemolytic 
streptococcus  was  found  in  19  per  cent  and  an  alpha 
prime  streptococcus,  streptococcus  viridans  and  a 
Beta  hemolytic  streptococcus  in  1 per  cent  each. 
Diphtheroids  were  present  on  three  occasions. 

In  summary,  then,  60  per  cent  of  these  puerperal 
patients  had  findings  within  normal  limits  while  40 
per  cent  had  abnormal  findings,  15  per  cent  being 
due  to  the  colon-aerogenes  group  of  organisms  and 
l 25  per  cent  were  gram  positive  cocci  or  rods.  It 
becomes  perfectly  obvious,  then,  that  there  are  pre- 
disposing factors  associated  with  pregnancy,  labor 
or  the  puerperium  that  are  directly  responsible  for 
the  development  of  infections  in  the  urinarv  tract. 

The  most  important  etiologic  factor  is  undoubt- 
edly associated  with  the  physiologic  changes  that 
occur  in  this  system  during  pregnancy.  These 
changes  were  first  described  100  years  ago  and  have 


been  intensively  studied  since  that  time.  They  are, 
for  the  most  part,  physiologic  in  nature  and  are 
caused  primarily  by  radical  hormonal  alterations  in 
the  maternal  organism  which  are  demonstrable  in 
over  85  per  cent  pregnant  women  at  term.  These 
changes  are  encountered  more  frequently  and  are 
more  marked  on  the  right  side  as  compared  to  the 
left.  In  addition,  the  enlargement  of  the  pregnant 
uterus  is  also  responsible  for  some  changes  espe- 
cially in  the  bladder  and  the  lower  portion  of  the 
ureters.  The  increased  vascularity,  dilatation,  hyper- 
plasia, edema  and  atony,  all  combine  to  produce 
stasis  which  is  apparently  the  primary  inducing  fac- 
tor in  the  introduction  of  infection.  Trauma,  during 
the  course  of  pregnancy,  is  minimum  and  probably 
plays  a very  insignificant  role.  However,  during 
labor  this  factor  becomes  most  important  as  the 
bladder  is  very  susceptible  to  injury  which  in  turn 
is  almost  invariably  followed  by  infection.  Atony  of 
the  bladder  during  the  puerperium  which  necessi- 
tates repeated  catheterizations  or  the  insertion  of  an 
indwelling  catheter,  constitutes  another  predisposing 
factor  in  the  production  of  puerperal  urinary  tract 
infections. 

In  gynecologic  practice  with  rare  exceptions,  we 
do  not  have  to  deal  with  hormonal  influences  that 
develop  concurrently  with  gynecologic  disease. 
However,  the  proximity  of  the  two  systems  fre- 
quently leads  to  complications  spreading  from  one 
system  to  another.  Uterine  or  ovarian  tumors  may 
obstruct  the  ureter.  Inflammatory  or  malignant 
disease  in  the  pelvis  is  often  associated  with  infection 
in  the  urinary  tract.  Relaxations  in  the  anterior 
vaginal  wall  often  cause  some  residual  urine  in  the 
bladder  which  is  usually  followed  by  infection.  In 
addition,  in  gynecologic  surgery  trauma  to  the 
urinary  tract  is  not  infrequently  inflicted.  Following 
extensive  perineal  operations  and  to  a lesser  extent 
following  abdominal  operations,  it  becomes  impos- 
sible for  the  patient  to  void  voluntarily.  Frequently, 
then,  catheterization  by  the  intermittent  or  continu- 
ous method,  is  necessary  and  is  often  followed  by 
infection.  Oftentimes,  complaints  of  pain  in  the 
lower  abdomen  are  difficult  to  localize  the  pathology 
may  be  present  in  either  system.  If  the  urologist 
sees  such  a patient  he  is  inclined  to  seek  a urologic 
explanation  for  the  symptomatology  and  under  the 
same  circumstances  the  gynecologist  seeks  a gyne- 
cologic explanation.  Minor  abnormalities  may  be 
detected  in  either  system  and  may  or  may  not  be 
the  primary  cause  of  the  symptoms.  The  greatest 
cooperation  and  understanding,  then,  is  necessary  in 
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investigating  many  symptoms  that  are  referable  to 
either  of  these  two  systems. 

I have  analyzed  34  antepartum  and  54  postpartum 
urinary  tract  infections  from  the  point  of  view  of 
illustrating  necessary  investigations,  treatment  and 
the  final  outcome  to  the  patient. 

Table  I illustrates  the  number  of  patients  with 
acute  and  first  known  infections  in  contrast  to  those 
that  had  chronic  or  exacerbations  of  long  standing 
infections.  14  out  of  20  in  the  antepartum  group 
had  previously  had  some  urinary  tract  infection 
while  only  9 of  the  postpartum  group  had  such 
findings.  One  may  deduct  from  this  and  other  data 
that  if  there  is  any  residual  pathology  in  the  urinary 
tract  at  the  time  of  conception  such  an  individual  is 
quite  likely  to  develop  an  infection  during  gestation. 

Table  II  illustrates  the  parity.  In  the  antepartum 
group  one-half  the  patients  had  never  been  delivered 
of  a term  baby  before  and  in  the  postpartum  group 
the  great  majority  had  been  delivered  of  their  first 
baby.  The  high  incidence  of  the  disease  following 
primiparous  labors  would  appear  after  study  to  be 
related  to  a higher  incidence  of  longer  and  more 
difficult  labors  in  this  group  as  compared  to  the 
multiparous  patient. 

In  Table  III  the  number  of  patients  with  svmp- 
toms  referable  to  the  urinary  tract  is  shown  and 
with  two  exceptions  in  the  anterpartum  group  and 
six  in  the  postpartum  patients  all  had  definite  sub- 
jective urinary  tract  symptoms.  Only  7 patients  in 
the  postpartum  group  complained  of  urinary  tract 
symptoms  prior  to  the  delivery.  In  other  words,  the 
great  majority  of  patients  that  develop  this  compli- 
cation during  the  puerperium  develop  the  disease 
because  of  trauma  or  other  factors  directly  associ- 
ated with  labor. 

In  Table  IV  the  time  of  the  development  of  the 
disease  is  illustrated.  In  the  antepartum  group  symp- 
toms appeared  most  frequently  during  the  fifth  and 
sixth  months.  It  was  also  commonly  encountered 
during  the  7th  and  8th  months.  Two-thirds  of  post- 
partum patients  developed  symptoms  within  two 
weeks  of  the  time  of  delivery  while  in  one-third 
symptoms  did  not  develop  until  more  than  two 
weeks  postpartum. 

Table  V shows  the  number  of  patients  that  had 
fever.  In  only  6 of  the  antepartum  patients  and  3 
of  the  postpartum  groups  was  fever  absent.  From 
the  point  of  view  of  symptomatology  and  the  pres- 
ence of  fever,  it  is  seen  that  we  are  dealing  largely 
with  a group  of  patients  that  had  both  subjective 


Table  I 

Urinary  Tract  Infections 
Type  of  Infection 

ANTEPARTUM 

Acute  20 

Exacerbation  14 

34 


Table  II 

Urinary  Tract  Infections 
Parity 


ANTEPARTUM 

POSTPARTUM 

O 

17 

I = 43 

i 2 = 

1 1 

2 — 4 = 9 

3 — 4 = 

3 

rt 

II 

+ 

■T" 

4 + = 
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Table  III 

Urinary  Tract  Infections 

Symptoms  c 

antepartum  postpartum  || 


Present  32  48  ; 

Absent  2 6 

(antepartum 
symptoms  in  7 F 
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Table  IV 

Urinary  Tract  Infections 
Time  of  Infections 


ANTEPARTUM 

Pts. 

POSTPARTUM 

Pts. 

i — 4 months  = 

4 

i — 2 weeks 

35 

5 — 6 months  = 

15 

2 T weeks 

>9 

7 — 8 months  = 

>3 

— 

Perm  “ = 

2 

54 

34 

Table  V 

Urinary  Tract  Infections 
Fever 

ANTEPARTUM 

POSTPARTUM 

Present  .. 

— 28 

5i 

Absent  .... 

— 6 

3 

Spont 

Type  of  Delivery 

POSTPARTUM 

19 

Operative 

35 

symptoms  and  fever  as  a manifestation  of  their  in- 
fection. Two-thirds  of  the  patients  in  the  post-  | 
partum  group  were  delivered  by  operative  means 
and  a considerable  number  of  these  labors  were  pro- 
longed. This  definitely  suggests  that  operative  pro- 


POSTPARTUM 

45 

9 

54 
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eedures  and  long  labors  especially  if  some  contrac- 
ion  of  the  pelvis  is  present,  are  contributing  fac- 
ors.  In  addition,  a relatively  large  number  of  the 
Dostpartum  group  had  to  be  catheterized  because  of 
itony  of  the  bladder.  It  apparently  makes  but  little 
difference  whether  an  indwelling  catheter  or  re- 
peated catheterizations  are  employed  for  the  relief 
of  this  complication.  Infection  nearly  always  follows 
ooth  methods. 

Table  VI  illustrates  the  number  of  patients  that 
oad  pus  cells  in  the  catheterized  urine.  Relatively 
few  were  free  from  this  sign.  The  table  shows  the 
findings  in  the  first  and  the  last  specimen  only.  In 
several  instances  pus  cells  were  absent  at  the  time  of 
:he  first  examination  but  they  appeared  subsequent- 
ly which  information  is  not  included  in  this  table. 

The  interpretation  of  intravenous  pyelograms  is 
illustrated  in  Table  VII.  The  great  majority  of  these 
patients  were  investigated  by  this  procedure.  The 
complete  diagonsis  could  not  be  listed  and  accord- 
ngly  where  hydronephrosis  is  referred  to,  it  very 
frequently  implies  a hydroureter,  tortuosity  in  the 
[ureters,  definite  evidence  of  infection  and  at  times 
parenchymal  involvement  of  the  kidney  (pyelo- 
nephritis). The  importance  of  this  diagnostic  pro- 
cedure becomes  evident  in  the  patients  with  chronic 
[infections  or  other  pathology  where  the  progress  of 
[the  disease  may  be  followed  over  a period  of  months 
or  years.  If  the  pyelogram  reveals  extensive  changes 
during  the  infection  and  a subsequent  visualization 
of  the  tract  after  involution  is  complete  demon- 
strates a normal  tract,  the  ultimate  prognosis  is  ex- 
cellent. On  the  other  hand,  if  some  degree  of  dila- 
tation or  other  anatomical  abnormality  persists  com- 
petent urological  care  becomes  essential. 

Specific  treatment  has  been  limited  to  the  various 
sulfonamide  drugs.  Formerly,  it  was  our  practice 
to  use  sulfanilamide  but  at  the  present  time  this 
compound  is  practically  never  employed.  Sulfa- 
pyridine  was  used  in  a relatively  small  number  of 
patients  but  was  then  discontinued  because  of  sev- 
eral objectionable  features.  Sulfathiazole  was  used 
in  1939-40  and  during  the  past  two  years  have  con- 
fined our  investigations  largely  to  the  use  of  sulfa- 
diazine. Table  VIII  illustrates  the  drug  employed 
and  also  shows  whether  the  original  causative  organ- 
ism was  eliminated  during  the  course  of  treatment. 
This  is  what  might  be  called  a “drug  cure.”  In  other 
words,  the  data  here  shown  merely  illustrates 
whether  the  causative  organism  was  actually  elimi- 
nated by  the  time  the  course  of  therapy  was  com- 


Table  VI 

Urinary  Tract  Infections 
Presence  of  Pus  Cells  in  Catheterized  Urine 

ANTEPARTUM  POSTPARTUM 


Treatment:  Before  After 

Pus  Cells  Pts.  Pts. 

A4any  28  2 

Few  3 8 

0 3 24 

Before 

Pts. 

38 

6 

10 

After 

Pts. 

7 

•4 

33 

Table  VII 

Urinary  Tract  Inf 

ECTIONS 

Pyelograms 

ANTEPARTUM 

POSTPARTUM 

Rt.  Hydronephrosis  

13 

5 

Bilat.  “ 

j 2 

8 

Left  “ 

I 

0 

Normal  

6 

22 

None  

I 

17 

Tuberculosis  

I 

O 

Stone  

0 

3 

Table  VIII 

Urinary  Tract  Inf 

ECTIONS 

Treatment 

ANTEPARTUM 

Causative  Organism  During  Treatment 


Drug  ELIMINATED  STILL  PRESENT 

Sulfanilamide  11  10 

Sulfadiazine  1 1 o 

Sulfathiazole  2 o 

POSTPARTUM 

Sulfanilamide  20  14 

Sulfadiazine  15  o 

Sulfathiazole  5 1 


pleted.  It  has  nothing  to  do  with  subsequent  follow- 
up examinations  and  it  is  significant  to  note  that  the 
failures  occurred  most  frequently  in  the  sulfanila- 
mide treated  patients.  This  is  probably  the  most 
critical  method  of  evaluating  the  efficacy  of  any 
medication.  Subsequent  reappearance  or  disappear- 
ance of  the  infecting  organism  after  discontinuing 
the  medication  is  dependent  on  anatomical  or  patho- 
logical factors  and  can  not  be  interpreted  as  an 
index  of  the  value  of  the  drug.  For  the  most  part, 
the  dosage  of  sulfanilamide  was  5.4  grams  per  day 
and  that  of  sulfathiazole  and  sulfadiazine  6 grams 
per  day  given  in  divided  doses.  Satisfactory  levels 
of  the  drugs  in  blood  and  urine  were  obtained  but 
will  not  be  detailed.  The  treatment  was  rarely  con- 
tinued beyond  6 days  but  it  was  intensive  at  the 
time.  This  method  of  therapy  is  employed  because, 


in  my  experience,  if  a satisfactory  therapeutic  effect 
is  not  obtained  within  one  week  beneficial  results 
are  seldom  obtained  if  the  drug  is  continued  for  a 
longer  period  of  time.  This  becomes  a most  import- 
ant principle  in  the  management  of  infections  in 
the  urinary  tract  and  with  rare  exceptions  it  is  also 
a fundamental  principle  in  the  management  of  any 
type  of  infection  with  any  sulfonamide.  If  a thera- 
peutic effect  is  to  be  obtained  it  becomes  evident 
early  in  the  treatment.  Otherwise  the  results  are 
likely  to  be  disappointing.  A subsequent  course  of 
treatment  at  a later  date  with  altered  anatoxtiical 
conditions  may  effect  a cure.  In  addition,  complica- 
tions in  the  form  of  toxicity  caused  by  the  drug  are 
much  more  frequently  encountered  when  the  period 
of  administration  is  prolonged. 

In  Fable  IX  the  period  of  follow-up  observation  is 
illustrated.  From  this  it  may  be  seen  that  % of  the 
patients  were  followed  for  more  than  2 months  and 
approximately  % were  followed  for  more  than  6 
months.  Repeated  observations  after  an  acute  urinary 
tract  infection  are  most  essential.  These  observa- 
tions, if  possible,  should  be  continued  until  involu- 
tion is  complete  and  3 successive  cultures  and 
microscopic  examinations  have  revealed  normal 
findings. 

In  Table  X the  nature  of  the  infecting  organism 
as  determined  by  the  first  culture  and  the  results  of 
the  last  culture  are  given.  All  intermediate  findings 
on  culture  are  omitted  to  simplify  the  data.  Over 
90  per  cent  of  the  antepartum  infections  are  thus 
seen  to  be  associated  with  the  colon  or  the  aerogenes 
bacillus  and  all  of  the  postpartum  infections  were 
caused  by  those  organisms.  The  last  culture  obtained 
was  sterile  in  approximately  50  per  cent  of  the  cases 
in  both  groups.  However,  it  is  significant  to  note  in 
the  antepartum  group  that  the  colon  bacillus  was 
eliminated  29  times  out  of  30.  In  the  postpartum 
group  this  organism  was  eliminated  35  times  out  of 
47.  These  findings  differ  from  those  illustrated  in 
Table  VIII  in  that  in  the  former  table  the  causative 
organism  may  have  been  eliminated  during  the 
therapy  but  possibly  later  returned.  In  Table  X the 
final  results  are  shown  and  a sterile  urine  may  have 
finally  resulted  even  though  the  urine  was  not 
rendered  sterile  during  the  administration  of  the 
sulfonamide.  It  should  be  noted  that  8 of  the  12 
patients  in  the  postpartum  group  in  whom  the  colon 
bacillus  persisted  received  sulfanilamide.  This  serves 
to  confirm  the  conclusions  drawn  from  Table  VIII 
that  sulfanilamide  is  not  as  efficacious  as  sulfathiazole 
or  sulfadiazine. 


MONTHS 

I 


2 — 4 
4 — 6 
6 + 


Table  IX 

Urinary  Tract  Infections 
Duration  of  Follow-up  Observations 

ANTEPARTUM  POSTPARTUM 

5 18 

1 1 

9 
9 
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act 


clut 


19 
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Table  X 

Urinary  Tract  Infections 
Bateriology 

ANTEPARTUM 


B.  COI. I 

B.  AEROG. 

STAPH.  ALBUS 

NON- 
HEM. STREPT. 

DIPTHEROIDS 

STAPH. 

AUREUS 

X 

H 

r" 

O 

CC 

O 

O 

7 

1 st  Culture 

30 

1 
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0 

O 

I 

c 

Last  Culture 

I 
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6 

7 

2 

O 

*5 

l 

POSTPARTEM 

1 st  Culture 

47 

7 

0 

O 

0 

O 
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Last  Culture 

12 

2 

7 

5 

2 

2 

O 

23 

An  interesting  observation,  frequently 

encoun- 

tered  in  my  experience,  is  also  well  illustrated  in  this 
table,  namely,  after  the  elmination  of  the  primary 
infecting  organism  it  is  not  uncommon  to  find  strains 
of  non  hemolytic  streptococci  diphtheroids  or  the 
Staph,  albus  that  many  persist  for  varying  periods 
of  time.  The  significance  of  this  finding  is  not  clear 
However,  it  would  appear  that  they  are  somewhat 
comparable  to  “secondary  invaders”  encountered  in 
localized  infections  in  other  parts  of  the  body 
Usually  pyuria  in  such  patients  is  minimal  but  some- 
times it  is  entirely  absent. 

Several  of  the  points  brought  out  in  this  study 
may  be  graphically  illustrated  in  a summary  of  the 
following  three  cases. 

I.  The  first  is  that  of  a 39  y^ear  old  white  para 
III,  gravida  VI.  This  patient  gave  a long  history  o: 
a chronic  urinary  tract  infection.  She  was  admitted 
to  the  Hospital  in  June,  1941  because  of  complaints 
referable  to  the  urinary  tract,  fever  and  pus  in  the 
urine.  Sulfadiazine  was  administered  and  the  colon 
bacillus,  the  causative  organism,  promptly  disap 
peared  from  the  urine;  the  clumped  pus  disappearec 
but  an  excessive  number  of  white  cells  persisted  in 
the  urine.  Two  months  later  the  patient  was  again 
admitted  because  of  a return  of  symptoms  and  the 
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:olon  bacillus  was  again  found  in  the  urine.  An 
excessive  number  of  white  cells  was  present  but  no 
dumps  were  noted.  Sulfadiazine,  6 grams  per  day, 
,.vas  again  instituted  for  6 days  and  the  colon  bacillus 
igain  promptly  disappeared  from  the  urine.  The 
nicroscopic  examination  of  the  urine  became  nor- 
nal  but  because  of  the  very  marked  dilatation  of 
■ the  ureters  and  kidney  pelves  with  some  vomiting 
jind  nitrogen  retention  it  was  decided  to  induce 
abor  which  was  successfully  carried  out  by  means 
lof  a Voorhees  bag.  The  urine  remained  negative  for 
the  first  month  postpartum  but  subsequently  an 
aerogenes  was  recovered  on  two  occasions.  Despite 
:the  presence  of  a chronic  hydronephrosis  and  bi- 
lateral pyelonephritis,  there  has  been  no  recurrence 
of  a bacilluria  during  the  last  6 months.  The  patient 
is  still  being  followed  in  the  Urological  Clinic.  It  is 
to  be  noted  that  a much  higher  concentration  of 
sulfadiazine  was  obtained  in  the  blood  during  the 
! second  admission  as  compared  to  the  first.  At  this 
time  there  was  some  evidence  of  impaired  kidney 
function  as  evidenced  by  an  elevated  non  protein 
nitrogen  and  uric  acid  which  was  not  present  during 
the  first  admission.  I have  seen  this  on  repeated  occa- 
sions in  a number  of  patients  so  that  it  is  essential 
that  these  drugs  which  are  entirely  excreted  by  the 
kidneys,  be  given  with  caution  when  kidney  func- 
tion is  decreased. 

Case  II  is  that  of  a 26  year  old  primigravida  whose 
antenatal  course  was  uncomplicated.  She  was  ad- 
mitted to  the  hospital  on  May  1 5 and  delivered  by  a 
low  forceps  operation  following  a 1 3 hour  labor. 
Difficulty  in  voiding  was  encountered  postpartum 
and  repeated  catheterizations  became  necessary. 
Some  fever  developed  during  the  course  of  labor 
and  this  continued  postpartum.  Many  white  blood 
cells  were  found  in  the  urine  and  a colon  bacillus 
was  recovered  on  culture.  Sulfadiazine,  6 grams  per 
day,  was  started  on  the  5th  postpartum  day  and  the 
temperature  promptly  returned  to  normal.  I he 
urine  became  clear  microscopically,  and  the  colon 
bacillus  was  last  recovered  after  4 days  of  treatment. 
The  drug  was  administered  for  7 days  and  the 
patient  discharged  on  the  22nd  day  postpartum. 
Readmission  2 days  later  became  necessary  because 
of  a high  fever  and  many  pus  cells  in  the  urine.  Cul- 
ture was  again  positive  for  a colon  bacillus.  After  4 
days  of  sulfadiazine  4 grams  per  days  the  colon 
bacillus  was  eliminated  and  the  temperature  returned 
to  normal  within  48  hours.  The  patient  has  now 
been  followed  for  about  one  year,  the  colon  bacillus 
has  not  been  found  on  culture  and  the  urine  has 


remained  clear.  A “drug  cure”  was  established  dur- 
ing the  first  period  of  treatment.  Because  of  incom- 
plete involution  and  stasis  evidence  of  infection 
recurred  but  the  end  results  of  treatment  in  this 
patient  are  quite  satisfactory  and  there  is  no  evidence 
of  any  residual  urinary  tract  pathology. 

Case  III  illustrates  the  clinical  course  of  a 28  year 
old  woman  who  had  had  two  previous  term  preg- 
nancies. Urinary  tract  symptoms  developed  during 
the  22nd  week  of  pregnancy  which  subsided  fol- 
lowing non  specific  therapy.  This  patient  was  not 
cared  for  in  the  hospital  but  she  had  a spontaneous 
delivery  in  her  own  home  at  term.  On  the  9th  post- 
partum day  she  had  a chill  and  her  temperature 
went  to  39°C.  This  was  associated  with  other 
urinary  tract  symptoms.  Urinary  culture  revealed 
a colon  bacillus  and  the  microscopic  examination 
revealed  large  numbers  of  white  cells  with  some 
clumps.  Sulfadiazine  therapy  was  started  at  this  time 
and  on  the  3rd  day  of  treatment  the  urine  became 
clear  and  on  the  4th  day  the  culture  was  negative 
for  the  colon  bacillus.  This  patient  has  been  ob- 
served at  regular  intervals  and  there  has  been  no  re- 
currence of  the  infection  in  the  urinary  tract.  Again, 
the  results  of  therapy  would  appear  to  be  excellent. 

In  gynecologic  practice  it  is  most  essential  that 
the  symptomatology  that  brings  the  patient  to  the 
doctor  be  carefully  investigated  with  the  possibility 
in  mind  that  the  symptoms  may  be  due  to  various 
urological  conditions.  This  frequently  necessitates 
microscopic  and  cultural  examination  of  a specimen 
of  ascptically  catheterized  urine,  the  employment  of 
intravenous  pyelograms  and  on  occasion  kidney 
function  tests.  Not  infrequently  gynecologic  abnor- 
malities, are  complicated  by  urinary  tract  infections. 
Under  these  conditions  it  is  most  desirable  that  the 
urinary  tract  infection  be  controlled  prior  to  the 
institution  of  gynecologic  operative  procedures. 
One  of  the  most  frequent  complications  in  the 
urinary  tract  encountered  in  gynecologic  practice  is 
bladder  retention  following  operation.  In  our  expe- 
rience the  use  of  pitressin,  prostigmin,  morphine  and 
other  medications,  are  usually  entirely  ineffectual 
if  nursing  and  psychic  attempts  have  been  unsuc- 
cessful. It  then  becomes  necessary  in  some  of  these 
patients  to  keep  the  bladder  empty  bv  repeated 
catheterization  or  by  means  of  a continuous  indwell- 
ing catheter.  It  is  difficult  to  state  which  is  the  least 
objectionable  of  these  two  procedures.  I am  inclined 
to  think  the  former  is  but  there  is  little  choice  be- 
tween them.  The  prophylactic  administration  of  3 
grams  per  day  of  sulfathiazole  or  sulfadiazine  on 
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such  occasions,  appears  to  be  of  real  benefit  from 
the  point  of  view  of  preventing  the  development  of 
infection.  Every  effort  should  be  made  to  keep  the 
period  of  medication  as  short  as  possible. 

Summary 

During  the  past  5 years  I have  had  the  opportunity 
of  directing  the  treatment  in  several  hundred 
patients  with  antepartum  and  postpartum  urinary 
tract  infections  as  well  as  infections  complicating 
gynecologic  disease  and  operations.  This  experience 
has  indicated  that  in  general  the  sulfonamide  drugs 
are  very  superior  to  any  of  the  previously  known 
therapeutic  methods.  Sulfanilamide  appears  to  be 
approximately  equally  efficient  or  slightly  more  so 
than  mandelic  acid  therapy.  Sulfapyridine  is  contra- 
indicated in  urinary  tract  infections  because  of  its 
tendency  to  precipitate  out  in  the  tubules,  renal 
pelvis,  ureters  and  bladder.  This  complication  is 
never  encountered  with  sulfanilamide.  However, 
sulfathiazole  and  sulfadiazine  are  considerably  more 
specific  than  sulfanilamide.  The  latter  appears  to  be, 
if  anything,  slightly  superior  to  sulfathiazole  and  in 
addition  fewer  subjective  symptoms  are  encoun- 
tered. It  is  true  that  both  sulfathiazole  and  sulfa- 
diazine are  relatively  insoluble  but  they  are  quite 
rapidly  absorbed  from  the  gastrointestinal  tract  and 
little  or  none  of  the  drug  precipitates  in  the  urinary 
tract  if  the  output  is  maintained  at  approximately 
1500  cc.  or  more  per  day.  An  output  of  this  quantity 
is  easily  obtained  during  the  early  days  of  the 
puerperium  because  of  the  natural  diuresis  that 
occurs  at  this  time.  On  other  occasions  it  can  only 
be  obtained  by  having  a total  fluid  intake  of  approxi- 
mately 3000  cc.  There  have  been  a considerable 
number  instances  reported  recently  where  both 
sulfathiazole  and  sulfadiazine  have  precipitated  out 
in  the  collective  system  causing  oliguria.  However, 
we  have  not  encountered  this  complication  and 
attribute  at  least  part  of  our  success  to  the  adminis- 


tration of  large  quantities  of  fluid.  At  the  same  time 
rather  than  employing  relatively  small  dosage  it  has 
been  our  policy  to  utilize  a somewhat  larger  daily 
dosage,  namely,  6 grams  per  day,  but  not  to  prolong 
the  administration  of  the  drug  for  more  than  6 or  7 
days.  Usually  under  these  conditions,  the  causative 
organism  is  eliminated  by  the  4th  day  postpartum 
If  a satisfactory  therapeutic  response  is  not  obtained 
within  a few  days,  further  investigation  of  the 
patient  is  indicated.  The  temperature  should  respond! 
by  the  2nd,  3rd  or  4th  day  and  if  it  does  not  one 
will  usually  find  that  there  is  obstructive  pathology 
or  some  anatomical  abnormality  in  the  urinary  tract. 
One  should  never  persist  with  therapy  in  the  hopej 
that  undue  prolongation  of  the  period  of  treatment 
will  accomplish  the  desired  result.  Miracles  with 
these  drugs  happen  early  in  treatment  and  never  E 
late.  Failures  should  be  subjected  to  thorough  uro- 
logical investigations.  On  the  other  hand,  if  the! 
disease  responds  promptly  one  may  expect  a recur-  P 
rence  if  the  same  pre-existing  physiological  or 
anatomical  abnormalities  are  still  present  in  the 
urinary  tract.  After  the  correction  or  involution  of 
such  abnormalities  a permanent  cure  may  be  ex- 
pected. By  the  adoption  of  the  principles  involved 
the  great  majority  of  urinary  tract  infections  en- 
countered in  obstetrical  and  gynecological  practice 
can  be  successfully  and  permanently  dealt  with. 
Patients  that  fail  to  respond  promptly  or  in  whom 
the  infection  recurs  repeatedly  after  different 
courses  of  medication  will  almost  invariably  be; 
found  to  have  a chronic  pyelonephritis,  stone  form- 
ation, tuberculosis  or  other  pathology  which  should 
be  investigated  and  treated  by  a competent  urologist. 
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he  present  status  of  sulfonamide  chemotherapy 
in  the  gastro-intestinal  tract  is  still  in  its  develop- 
mental and  experimental  stage.  However,  sufficient 
Advances  and  discoveries  are  being  made  at  such  a 

O 

apid  and  encouraging  pace  that  it  is  heartening  to 
present  and  attempt  an  evaluation  of  the  first  suc- 
cessful efforts  being  made  in  this  field.  The  use  of 
he  sulfonamide  group  in  the  particular  diseases  in 
jvhich  the  drugs  have  shown  clinical  value  may  be 
hus  summarized: 

I.  Acute  Appendicitis 

’ The  use  of  sulfanilamide  crystals  placed  directly 

i;n  the  peritoneal  cavity  as  an  adjunct  in  the  treat- 
ment of  acute  appendicitis  with  perforation  and 
1 )eritonitis  is  now  proven  to  be  a life-saving  pro- 
cedure. These  patients  who  were  desperately  sick 
‘ vhere  the  peritonitis  is  often  diffuse,  the  fluid  frank- 
' y purulent  and  with  a fecal  odor  have  shown  such 
^ Iramatic  recoveries  as  make  the  value  of  sulfanila- 
' nide  here  most  impressive. 

As  previously  described,1  the  sulfanilamide  is  best 
weighed  in  the  drug  room  and  put  into  test  tubes 
n 2,  4,  6 and  8 gm.  quantities.  Each  tube  is  snugly 
toppered  with  cotton.  The  tubes  are  then  sterilized 
py  placing  in  an  oven,  where  the  heat  is  maintained 
lit  i2o°  C.,  for  one-half  hour.  The  test  tube  is  a 
landy  container,  as  it  has  been  the  most  effective 
Implement  for  depositing  the  crystals  in  the  peri- 
oneal  cavity.  An  implement,  such  as  a long  handled 
gallbladder  scoop,  which  allows  blood,  serum  or 
peritoneal  fluid  to  touch  the  drug,  immediately  con- 
certs the  soft  dry  powder  into  a wet  sugary  sub- 
stance that  clings  to  the  applicator. 

Varying  quantities  have  been  used  in  the  peri- 
oneal  cavity.  A smaller  amount  is  often  placed  in 
he  abdominal  wall  layers  during  closure,  as  wound 

3 resented  at.  the  Connecticut  Clinical  Congress , October  t, 


healing  is  aided  by  this  maneuver  in  the  frankly 
purulent  cases.  Involvement  of  the  wound  seems 
more  limited  and  localized  in  the  vicinity  of  the 
emerging  drain.  T he  average  adult  dosage  recom- 
mended in  cases  of  peritonitis  is  8 gm.  intraperi- 
toneally  and  4 gm.  placed  in  the  abdominal  wall 
layers.  A few  grams  more  can  be  used  in  the  treat- 
ment of  severe  diffuse  peritonitis  and  less  in  the 
treatment  of  the  definitely  localized  variety.  The 
appendical  abscess  seems  to  lose  the  drug  more 
rapidly  by  drainage,  and  in  this  type  it  is  safe  to  use 
a total  as  high  as  20  gm. 

In  one  illustrative  series  of  cases,* 1  741  control 
patients  with  acute  suppurative  appendicitis  with- 
out sulfanilamide  were  operated  on,  with  20  deaths, 
a mortality  of  2.7  per  cent.  Most  deaths  were  direct- 
ly attributable  to  peritonitis.  For  a like  group  treated 
with  sulfanilamide,  the  proportionate  number  of 
cases  with  peritonitis  and  abscess  is  the  same,  but 
a greater  number  of  critical  cases  were  handled 
during  this  period.  There  were  no  deaths  from  the 
disease  in  any  one  of  the  varieties.  Complications 
were  relatively  few,  and  there  was  a noticeable 
reduction  in  wound  infections  and  secondary  peri- 
toneal abscesses. 

As  has  already  been  emphasized,2 3  the  indiscrimin- 
ate use  of  sulfonamide  chemotherapy  in  acute 
appendicitis  and  in  other  urgent  abdominal  condi- 
tions can  be  dangerous. 

(a)  Sulphonamide  therapy  should  not  be  used  in 
the  first  forty-eight  hours  of  an  acute  attack  of 
appendicitis,  either  as  an  alternative  to  operation  or 
as  an  adjunct  to  it.  Chemotherapy  is  very  dangerous 
at  this  stage. 

(b)  Sulfonamides  are  of  real  value  as  an  adjunct 
to  operation  in  a more  advanced  stage.  When  the 
appendix  is  perforated  or  necrosed,  there  is  a puru- 
lent effusion  in  the  peritoneal  cavity  and  the  im- 
munity response  is  presumably  awakened.  In  such 
cases,  postoperative  chemotherapy  often  rapidly 
clears  up  the  peritoneal  infection,  and  thus  may  pre- 
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vent  a prolonged  illness,  with  wound  sepsis  and 
more  dangerous  complications. 

(c)  The  most  striking  results,  however,  have  been 
obtained  in  late  acute  appendicitis  with  localized 
“lump”  formation,  (plastic  peritonitis  without 
obvious  abscess  development).  Here,  not  only  does 
the  “lump”  completely  resolve  and  the  patient  be- 
comes well  often  in  a few  days  (without  starvation), 
but  abscess  formation  and  other  complications  are 
obviated  and  appendectomy  may  be  safely  per- 
formed after  only  a small  fraction  of  the  time  pre- 
viously required  in  presulfonamide  days:  prontosil 
soluble  (10-30  ccs.  of  5%  solution  daily)  and  sulfa- 
nilamide, 2-4  gms.  daily  used,  the  former  for  the  first 
few  days  after  an  operation  and  the  latter  for  ten 
days.  Cases  of  definite  appendix  abscess  have  re- 
sponded to  sulfonamide  at  least  as  well  as  those  with 
a “lump”  but  without  evidence  of  suppuration. 

II.  Bacillary  Dysentery 

The  results  of  the  treatment  of  bacillary  dysen- 
tery in  children  with  sulfaguanidine  are  very  en- 
couraging. The  results  in  children  treated  early  in 
the  disease  are  strikingly  good  and  uniform.3-4  In 
children  treated  on  or  before  the  third  day  of  the 
disease,  the  temperature,  the  diarrhea,  and  the  gen- 
eral condition  became  normal  in  from  12  to  36  hours 
after  chemotherapy  is  instituted. 

Children  treated  late  in  the  disease,  after  the 
fourth  day,  show  variable  results.  Some  cases  showed 
the  same  striking  improvement  as  in  the  early  treat- 
ment group,  but  the  majority  run  a course  unin- 
fluenced by  sulfaguanidine. 

Treatment  is  usually  begun  within  24  hours  of 
admission  or  as  soon  as  the  diagnosis  of  probable 
dysentery  is  made.  Initial  doses  are  either  0.1  or  0.2 
gm.  per  kg.,  while  maintenance  doses  varied  from 
0.1  gm.  every  8 or  12  hours  to  0.05  gm.  every  4 
hours.  In  clearcut  cases  of  dysentery,  feedings  were 
given  as  tolerated.  In  the  presence  of  vomiting,  dis- 
tention or  severe  dehydration,  a preliminary  period 
of  starvation  was  used.  When  the  diagnosis  on  ad- 
mission was  nonspecific  diarrhea,  the  patients  were 
also  starved.  Parenteral  fluids  were  administered  as 
required.  Transfusions  were  given  in  the  few  cases 
when  anemia  or  hypo-proteinemia  was  present. 

Sulfaguanidine  tends  also  to  prevent  a convales- 
cent carrier  state  in  bacillary  dysentery  which  is 
present  in  about  50%  of  untreated  bacteriologically 
controlled  cases.5 

Yannet,  Leibovitz  and  Deutsch6  at  the  Southbury 


Training  School  in  Connecticut  studied  44  patient 
during  an  epidemic  of  Sonne  dysentery.  The  dose  o 
sulfathiazole  administered  to  27  of  the  patients  wa 
3 to  6 gms.  daily,  depending  on  the  weight  of  th 
patient,  and  given  in  4 to  6 doses  daily  for  an  averag 
of  four  days.  The  use  of  sulfathiazole  was  associatet 
with  more  rapid  clinical  recoveries  as  compared  t< 
the  control  group  of  1 7 patients  not  given  the  sulfa 
thiazole  treatment.  However,  the  authors  conclude 
that  the  routine  use  of  sulfathiazole  in  institutiona 


epidemics  is  not  desirable.  Relapses  occurred  a 


' 


varying  intervals  following  chemotherapy,  a com  \ 
plication  that  did  not  occur  in  the  untreated  group 
Its  use  in  selected  cases,  however,  is  of  undoubtet  1 
value  and  a distinct  contribution  to  the  treatmen 
of  dysentery.  11 


The  summary 
chemotherapy7-8 


with  sulfathiazole  for  infectiou 


diarrhea  showed  striking  improvement  over  aver 


age  figures  for  the  cases  of  infectious  diarrhea  ii 
children  treated  without  chemotherapy  during  th 
preceding  decade.  There  was  a decrease  in  the  aver 
age  duration  of  fever  from  1 1 days  without  sulfa 
thiazole  to  1.6  days  with  sulfathiazole.  The  averag 
duration  of  diarrhea,  formerly  14  days,  was  reduce 
to  2.2  days  and  the  average  duration  of  blood 
stools  reduced  from  8.1  to  1.5  days.  The  hospita 
stay  was  shortened  from  an  average  of  2 1 to  5.8  day 
and  whereas  39  fatalities  had  occurred  from  1930 
1939,  vo  deaths  occcurred  in  the  sulfathiazole  treate 
patients. 

The  dosage  used  was  1.5  grains  per  pound  c 
body  weight.  The  average  blood  sulfathiazole  con 
centration  was  4.1  mg.  %.  The  average  duration  0 
treatment  was  4.5  days.  There  were  no  recurrence 
of  diarrhea  after  cessation  of  chemotherapy  in  an 
case.  Toxic  reactions  developed  only  in  one  case  an 
were  a drug  fever  and  toxic  dermatitis. 

Patients  with  non  infectious  diarrhea  were  als 
treated  with  sulfathiazole.  In  comparing  the  result 
with  similar  cases  treated  without  chemotherapy, 
like  reduction  was  noted  in  average  days  of  diarrhe 
and  hospital  stay  in  the  sulfathiazole  treated  grou 
over  the  cases  not  treated  by  sulfathiazole. 

The  effective  therapeutic  use  of  sulfapyridine  an 
succinylsulfathiazole  in  the  treatment  of  acut 
bacillary  dysentery  has  also  been  established. 9a,b 
The  succinylsulfathiazole  is  given  in  doses  of  0.2 
gm.  daily  per  kilo  body  weight  for  one  week  min 
mum  up  to  14  days. 
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III.  Venereal  Diseases 

Costello  and  Cohen19  found  large  initial  doses  of 
ulfanilamide,  80  grains  daily  for  3 days  and  30  grains 
laily  for  relatively  long  periods  of  time  effective  in 
he  treatment  of  the  proctitis  that  is  the  forerunner 
if  the  anorectal  stricture.  Sulfathiazole  yielded 

!ually  good  results.  The  sulfonamides  thus  are 
irative  in  proctitis  caused  by  the  venereal  virus. 
Canizares  and  Morris10  employed  sulfaguanidine 
ccessfully  in  inflammatory  proctitis  caused  by 
mphogranuloma  venereum.  Similarly,  sulfapyri- 
ne  has  been  found  to  be  curative  of  the  rectal 
fection  in  all  cases  of  anorectal  gonorrhea.11 
Levy,  et  al,  found  Sodium  Sulfamlyl  Sulfamlate 
arkedly  effective  in  118  cases  with  proctitis  and 
-ectal  stricture  due  to  lymphogranuloma  venereum. 
The  local  symptoms  disappear,  the  mucosa  regen- 
mates  and  edema  and  infiltration  recede  so  that  the 
itricture  is  wider,  permitting  normal  bowel  evacua- 
:ion.  No  surgical  treatment  other  than  dilatation  has 
aeen  necessary  in  patients  treated  with  sodium  sulfa- 
ailyl  sulfanilate.  1 he  drug  is  non  toxic  and  poorly 
absorbed.  The  initial  dose  is  5.0  grams  followed  by 
3.5  grams  three  times  daily  thereafter,  without  inter- 
ruption, as  long  as  local  examination  indicates. 

IV.  Rectal  Diseases 

ILaufman  and  Diamond13  successfully  treated 
various  non  suppurative  inflammatory  diseases  of 
the  anus  and  rectum  with  1%  sulfanilamide  supposi- 
tories combining  a local  anesthetic,  metycaine.  1 he 
diseases  treated  included  proctitis,  cryptitis,  papil- 
litis, rectal  ulceration  and  the  secondary  local  infec- 
tions accompanying  anal  fissure,  internal  hemorr- 
hoids, injuries  and  minor  traumata  to  the  anorectum. 

V.  Intestinal  Sepsis 

S Succinylsulfathiazole  was  administered  to  100 
patients  by  Poth  and  Knotts1 4a,b  and  found  to  be  so 
poorly  absorbed  from  the  gastro-intestinal  tract 
that  only  an  average  of  5%  of  the  ingested  drug  is 
[ excreted  by  the  kidneys,  showing  its  local  action 
1 only  on  the  contents  of  the  bowel.  1 he  feces  be- 
| come  small  in  bulk,  semifluid  and  odorless.  Ordinar- 
ily 2 to  4 stools  occur  daily  without  hyper-peri- 
! stalsis  or  pain.  The  bacterial  flora  is  profouundly 
j altered,  as  indicated  bv  the  effect  on  the  coliform 
organisms. 

The  Shiga,  Flexner  and  Sonne  strains  of  the 
dysentery  bacillus  are  especially  susceptible  to  the 
i antibacterial  action  of  this  compound.  1 he  diug  has 


no  apparent  effect  on  the  growth  of  the  typhoid 
or  paratyphoid  organisms. 

The  change  in  the  character  of  the  stools,  includ- 
ing the  disappearance  of  the  fecal  odor,  suggests 
strongly  that  the  growth  of  anaerobic  proteolytic 
bacteria  is  particularly  inhibited. 

It  was  noted  that  mineral  oil  interferes  with  the 
antibacterial  activity  of  succinylsulfathiazole.  Also 
severe  watery  diarrhea,  extreme  degrees  of  con- 
stipation and  the  presence  of  widespread,  extensive 
ulcerative  lesions  in  the  colon  inhibit  the  action  of 
the  drug.  On  a preoperative  and  postoperative 
dosage  of  0.25  gms.  succinylsulfathiazole  per  kilo- 
gram body  weight  every  four  hours,  the  postopera- 
tive convalescence  is  smooth  in  all  patients  under- 
going surgical  procedures  on  the  intestinal  tract. 
Distention,  gas  pains  and  wound  infections  for  ex- 
ample are  strikingly  diminished,  and  an  unusually 
simple  convalescence  results. 

Toxic  reactions  from  the  drug  were  not  observed 
when  the  drug  was  given  continuously  for  16  weeks. 
The  results  in  patients  with  bacillary  dysentery, 
ulcerative  colitis  and  typhoid  fever  will  be  reported. 

Firor  and  Poth15  felt  that  sulfanilylguanidine 
might  make  surgery  of  the  large  bowel  safer,  be- 
cause the  coliform  flora  of  the  bowel  can  usually 
be  significantly  reduced.  Flowever,  no  reduction  of 
the  coliform  organisms  was  obtained  in  the  presence 
of  ulcerative  lesions  of  the  bowel. 

The  drug  is  slowly  absorbed  when  taken  by 
mouth,  and  a considerable  quantity  of  the  com- 
pound is  absorbed  under  the  therapeutic  conditions. 
Ordinarily,  concentration  in  the  blood  remains  low 
because  the  drug  is  rapidly  eliminated  in  the  urine. 
Abnormalities  of  absorption  or  excretion  may  cause 
a dangerous  accumulation  of  the  drug  in  the  body. 

Relatively  mild  toxic  reactions  have  occurred  in 
patients  receiving  the  drug,  which  should  not  be 
given  to  patients  suffering  from  intestinal  obstruc- 
tion or  seriously  impaired  renal  function. 

Any  postoperative  reduction  in  mortality  in 
patients  receiving  sulfanilylguanidine  has  not  been 
reported  to  date. 

VI.  Non-Specific  Ulcerative  Colitis 

There  has  been  considerable  controversy  con- 
cerning the  use  of  sulfonamides  in  the  treatment  of 
the  various  forms  of  this  disease.  Some  observers 
report  guardedly  favorable  results  from  sulfonamide 
therapy  in  this  disease,  in  selected  cases  and  other 
observers  report  unfavorable  therapeutic  results 
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under  similar  conditions.  Both  views  are  represented 
below  in  very  recent  reports  and  both  groups  of 
investigators  are  equally  experienced  and  critical  in 
the  clinical  evaluation  of  therapy.  It  is  hoped  that 
further  chemical  developments  will  introduce  a 
drug  which  is  productive  of  universally  satisfactory 
results  in  the  therapy  of  non  specific  ulcerative 
colitis. 

Stickney,  et  al,16  at  the  Mayo  Clinic,  review  their 
previously  published  views  on  the  multiple  etiology 
of  ulcerative  colitis.  A group  of  46  patients  received 
sulfaguanidine.  T hose  patients  with  the  most  severe 
types  of  streptococcic  ulcerative  colitis  obtain  bene- 
fit often  in  a very  striking  manner  from  treatment 
with  anticolitis  serum,  transfused  blood,  rest  and 
food.  Neoprontosil  has  served  as  a definite  aid  for 
many  of  these  patients.  More  recently,  sulfaguani- 
dine apparently  has  been  helpful  to  patients  having 
other  types  of  ulcerative  colitis.  The  exact  place  of 
sulfaguanidine  in  the  program  of  the  therapy  of 
ulcerative  intestinal  disease  has  not  been  established. 
Its  value  in  the  treatment  of  some  types  of  intes- 
tinal disease  seems  definite. 

Experience  with  a series  of  patients  having  non 
specific  ulcerative  colitis,  has  given  me  results  which 
place  me  in  accord  with  those  reported  above, 
rather  than  those  to  follow  in  the  report  of  Kirsner, 
et  al. 

Kirsner,  Rodaniche  and  Palmer17  found  sulfa- 
guanidine of  no  particular  value  in  the  treatment  of 
paratyphoid  B infection  or  non  specific  ulcerative 

colitis. 

VII.  Acute  Cholecystitis  and  Cholangitis 

Experimental  and  clinical  studies  in  this  field  re- 
cently conducted  by  the  author  and  associates18 
indicate  that  streptococcic  infections  in  the  biliary 
tract  can  lie  promptly  eradicated  by  sulfanilamide 
or  neo-prontosil  therapy.  However,  the  author  and 
associates  have  found  and  reported  that  infection 
plays  no  primary  role  in  the  etiology  of  gallbladder 
disease,  and  that  infection  is  of  secondary  signi- 
ficance. 

However,  in  the  author’s  experience,  sulfanila- 
mide (and  neoprontosil)  therapy  in  a small  group  of 
cases  of  acute  cholecystitis  (calculous  and  non 
calculous)  and  cholangitis  showed  that  recovery 
from  the  acute  attack  was  definitely  and  materially 
hastened,  as  compared  to  similar  cases,  not  treated 
by  sulfanilamide  or  neo-prontosil.  'The  improve- 
ment was,  however,  of  a temporary  nature,  since 
surgery  was  required  ultimately  in  the  calculous 


cases  and  the  non  calculous  cases  experienced  re  . 
currences  subsequently.  I his  experience  has  alsc  M 
been  corroborated.2 

10 

The  sulfonamides  may  prove  of  clinical  use  ir  I 
gall-tract  diseases,  such  as  where  gallbladder” 
empyema  is  a possibility  prior  to  surgery.  The) 
development  of  new  sulfonamide  compounds  may  ® 
also  introduce  valuable  chemotherapeutic  agents  ir  s 
gall-tract  diseases.  ! 1: 

Conclusions 

p 

1.  I he  Sulfonamide  group  of  chemicals  hav< jfc 

already  proven  of  considerable  clinical  value  in  the 
treatment  of  certain  diseases  of  the  gastro-intestina  .1 
tract.  jin 

2.  Successful  results  from  the  clinical  use  of  sulfo-  ! 
namide  drugs  have  been  obtained  in  the  treatment 
of  acute  appendicitis  with  perforation,  peritonitis  + 
acute  bacillary  dysentery,  bacillary  dysentery 
carrier  states,  infectious  and  non  infectious  diarrheas 
in  children,  venereal  complications  of  the  rectum 
and  non  suppurative  inflammatory  diseases  of  the 
anus  and  rectum. 

3.  Encouraging  results  have  been  obtained  by 
sulfonamide  therapy  in  intestinal  sepsis  and  non 
specific  ulcerative  colitis,  although  these  observa- ' 
tions  are  still  in  the  experimental  stage. 
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THE  INCIDENCE  OF  PULMONARY  TUBERCULOSIS  IN  BRONCHIAL  ASTHMA 

Charles  H.  Sprague,  m.d.,  Bridgeport 


'jyyl'EDicAL  annals  do  not  record  many  co-existing 
diseases.  It  does  however  describe  the  many 
instances  of  conditions  that  exist  as  correlated 
diseases,  such  as  cardio-renal,  diabetes  and  the 
accompanying  syndrome  of  vascular  changes,  per- 
nicious anemia  with  nerve  nutrition  deficiency  and 
tropical  sprue  with  depressed  blood  calcium  and 
phosphorus.  These  are  all  correlated  diseases  and  are 
more  properly  described  as  disease  entities. 

Co-existing  diseases  such  as  cancer  and  nephritis, 
tuberculosis  and  diabetes,  and  tuberculosis  and 
asthma  appear  rather  infrequently  and  should  not 
be  considered  as  one  disease  complicating  another 
but  rather  as  separate  and  distinct  diseases,  each 
appearing  in  and  attacking  either  different  organs 
or  the  same  structure  of  the  body  and  bearing  no 
relation  to  each  other  in  pathological  concept. 

Bronchial  asthma  and  pulmonary  tuberculosis 
appear  as  co-existing  diseases  much  more  frequent- 
ly, I believe,  than  either  the  literature  or  the  expe- 
rience of  the  general  practitioner  would  tend  to 
show. 


In  the  past  ten  years  1 have  been  increasingly 
surprised  to  find  pulmonary  tuberculosis  in  so 
many  asthma  patients.  Until  four  years  ago  accident 
or  slight  suspician  led  me  to  such  diagnosis.  Since 
that  time  however  I have  learned  by  certain  signs 
and  criteria  to  be  more  alert  and  consequently  less 
surprised  when  the  sputum  and  x-ray  findings  con- 
firm a diagnosis  of  co-existing  asthma  and  tuber- 
culosis. 

It  is  so  easy  when  one  sees  an  asthma  patient  to 
think  of  such  a case  “as  just  another  asthmatic.” 
Study  of  each  individual  case,  particularly  physical 
examination  can  and  often  may  reveal  a few  subtle 
vet  significant  differences  in  the  tubercular  asthmatic 
than  are  usually  elicited  by  a casual  routine  exam- 
ination. 

First,  the  history  is  important.  How  long  the 
patient  has  had  the  illness?  Has  there  been  at  any 
time  either  a steady  or  accelerated  loss  of  weight, 
strength  or  appetite?  Does  the  patient  know  whether 
fever  has  been  present?  Has  the  cough  changed  in 
character  and  the  expectoration  changed  in  amount? 
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Has  it  ever  been  bloody  or  mucopurulent?  Have 
there  ever  been  night  sweats?  Is  weakness  increas- 
ing? Question  closely  as  to  any  tuberculosis  contact. 

The  pulmonary  sounds  in  the  tubercular  asthmatic 
are  often  very  little  different  than  those  heard  in 
non  tubercular  bronchial  asthma.  If  the  tuberculosis 
is  early  it  presents  the  same  difficulties  in  diagnosis 
that  any  early  case  does  by  physical  examination 
alone.  Of  course  the  asthma  patient  presents  the 
typical  asthmatic  rales  and  wheezes  and  hyper- 
resonance which  completely  masks  the  minimal  or 
even  the  moderately  advanced  tuberculosis. 

A few  symptoms  and  signs  can  fairly  often  be 
noted  to  make  one  reasonably  deduce  that  tuber- 
culosis exists. 

1.  An  unusual  loss  of  weight. 

2.  Presence  of  afternoon  and  evening  fever  with 
drop  to  or  below  normal  in  the  a.  m. 

3.  Pulse  rate  well  above  the  usual  rate.  Such  a rate 
is  96  to  1 10  most  of  the  time. 

4.  Secondary  anemia. 

5.  Loss  of  appetite  and  strength. 

6.  Cough  productive  of  abundant  mucoid  sputum, 
sometimes  blood-flecked.  (Pulmonary  hemorrhage 
clinches  the  diagnosis  unless  from  a ruptured  bron- 
chial or  laryngeal  varicosity.)  Cough  spasms  more 
violent  and  frequent  and  cycle  prolonged.  Dyspnea 
more  marked. 

Chest 

Appearance:  The  usual  somewhat  barrel  shape 
with  quite  often  slight  supra  and  subelavicular  sink- 
ing. Chest  excursion  in  respiratory  effort  restricted. 

Fremitus:  Not  increased  or  absent.  Where  the 
tubercular  area  is  considerable,  fremitus  perceptible 
by  slight  increase  to  voice  but  not  to  whisper. 

Percussion:  Hyperresonance  throughout  due  to 
dilatation  of  air  vesicles.  Over  the  tubercular  area 
slight  dullness  demonstrable.  Dullness  to  flatness  over 
locality  of  a cavity.  If  pleura  is  thickened,  dullness 
is  present  and  if  there  is  fluid  at  bases,  or  encapsu- 
lated, flatness  on  percussion. 

Auscultation:  The  examiner  encounters  the  usual 
pulmonary  babel  of  rales  which  run  the  gamut  from 
fine  dry  sibilant  and  sonorous  sounds  to  coarse 
crackling  rales  intermixed  with  wheezes.  This  part 
of  the  examination  is  often  the  most  difficult  and  yet 
the  most  important  because  dependent  upon  the 
care  and  diligence  employed  by  the  examiner  will 
suspicion  be  aroused  or  detection  of  tuberculosis  be 


determined  and  thus  lead  him  to  seek  further  aid  by  , 
sputum  and  x-ray  examination. 

If  minimal  pulmonary  tuberculosis  exists,  auscul-  , 
tation  is  of  no  avail  and  even  if  moderately  ad-  j 
vanced,  doubtful  sounds  can  hardly  be  accurately  , 
gauged.  However,  over  the  tubercular  area  one  , 
notes  recession  of  breath  and  voice  sounds  and  ex-  L 
piration  is  harsher  and  more  prolonged.  In  advanced  v 
cases,  auscultation  picks  up  the  undertones  so  to  ^ 
speak  of  moist  rales  and  bronchial  breath  sounds  in 
contrast  to  the  prominent  overtones  of  the  non- 
tubercular  or  to  those  heard  on  the  side  not  invaded. 
Cavitation  is  recognized  by  the  so  called  tubular  or 
bottle  blowing  sound.  Voice,  both  spoken  and  whis- 
pered is  more  distant  and  fainter  over  area  of  tuber- 
cular consolidation.  The  slightest  ausculatory  change 
in  either  chest  from  the  typical  asthmatic  chest 
should  be  noted  and  remembered. 

The  x-ray  changes  seen  in  bronchial  asthma  are 
confined  to  the  bronchial  tree.  The  early  changes 
are  indistinguishable  from  bronchial  infection  and 
consist  of  thickening  of  the  bronchial  markings. 
Later  a peri-bronchial  fibrosis  develops  but  there  are  - 
no  peripheral  lung  changes.  At  this  stage  hypertrophy 
of  the  right  side  of  the  heart  may  be  noted  and  en- 
gorgement of  the  pulmonary  artery.  In  differentia- 
tion, the  diagnosis  of  pulmonary  tuberculosis  by  _ 
x-ray  is  demonstrated  by  peripheral  lung  infiltration.  , 
The  minimal  lesion  is  usually  seen  in  the  subclavicu-  J 
lar  zone  of  one  of  the  upper  lobes.  When  the  disease  |( 
becomes  more  extensive,  the  infiltration  of  the  lung 
parenchyma  extends  and  coalesces,  ending  finally  in  ' 
consolidation  and  cavitation.  In  long  standing  tuber-  t 
culosis,  bronchial  thickening  occurs  because  of  t 
superimposed  respiratory  type  of  infection.  Con-  | 
sequently,  in  a case  of  chronic  asthma  and  chronic  ( 
tuberculosis  combined,  the  changes  from  the  asthma 
would  be  masked  by  the  common  appearance  of 
the  bronchial  tree,  seen  in  tuberculosis. 

\ 

Summary  11 

In  summarizing  I wish  to  stress  the  importance  of  1 
careful  examination  of  each  asthmatic  patient. 

The  difficulties  of  early  recognition  of  pulmonary 
tuberculosis  in  bronchial  asthma  are  great  and  there-  . 
fore  I believe  every  bronchial  asthmatic  should 
have  sputum  and  x-ray  examinations. 

Undoubtedly  many  cases  are  overlooked  which  c 
explains  why  such  cases  do  not  do  as  well  as  uncom-  & 
plicated  cases  of  bronchial  asthma  even  with  the 
most  thorough  study  for  allergy,  approved  methods  1 
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jof  treatment  by  medication,  absence  of  allergic 
ayents  and  residence  in  favorable  climate. 

If  the  tuberculosis  is  slight  or  minimal,  its  recog- 
nition can  be  followed  by  appropriate  treatment 
directed  to  the  tuberculosis  with  recovery  probable 
and  possibly  the  asthma  improved.  Even  moderately 
advanced  cases  have  a fair  chance  of  recovery 
although  the  period  of  treatment  is  prolonged  be- 
yond the  average  of  similar  degree  tubercular 
patients  uncomplicated  by  asthma. 

Records  at  the  Bridgeport  Hospital  compiled  in 
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the  cross  file  of  diseases  show  eight  cases  in  the  past 
ten  years,  all  discovered  by  x-ray.  My  own  records 
show  seven  cases  in  the  last  five  years,  three  of 
which  were  unsuspected  until  x-ray  examination. 

T he  hazards  of  industry  under  intensive  war  work 
will,  I am  sure,  bring  an  increase  in  these  cases,  as 
it  has  already  done  in  the  number  of  non  asthmatic 
tuberculars,  and  the  medical  man  should  avoid  an 
attitude  of  carelessness  or  “laissez  faire”  in  his  efforts 
in  behalf  of  the  asthmatic. 


CLINICAL  SIGNIFICANCE  OF  BLEEDING  DURING  THE  SECOND  HALF 

OF  PREGNANCY 


B.  P.  Watson,  m.d..  New  York  City 


The  Author.  Professor,  Obstetrics  and  Gynecology, 
Columbia  University ; Director,  Sloane  Hospital  for 
Women , New  York,  N.  Y. 


"Di.eeding  occurring  during  pregnancy  is  not 
always  due  to  an  obstetrical  cause.  Such  gyneco- 
logical conditions  as  cervical  catarrh,  cervical 
polyps,  cervical  carcinoma,  or  even  an  acute 
vaginitis  such  as  is  associated  with  the  presence  of 
the  trichomonas  vaginalis,  may  all  cause  bleeding  in 
the  pregnant  woman.  I recall  one  case  in  which 
bleeding  from  a ruptured  varicose  vein  at  the  vulvar 
orifice  was  mistaken  for  an  accidental  hemorrhage. 

All  of  these  conditions  can  be  recognized  by 
simple  digital  and  specular  examination  of  the 
vagina  and  cervix,  and  most  of  them  can  be  treated 
in  the  same  way  as  in  the  non  pregnant  state.  Car- 
cinoma of  the  cervix,  however,  presents  quite  a 
problem.  The  method  of  treatment  will  depend 
upon  the  stage  of  the  disease  and  the  time  in  preg- 
nancy at  which  it  is  first  recognized,  but  a discus- 
sion of  particular  methods  would  be  out  of  place 
now.  The  important  thing  to  remember  is  that 
bleeding  may  be  due  to  any  of  the  aforementioned 
conditions  and  that  a vaginal  examination  is  neces- 
sary for  their  detection. 


When  these  gynecological  conditions  can  be 
definitely  excluded  we  must  assume  that  anv  bleed- 
ing which  occurs  in  the  second  half  of  pregnancy 
is  coming  from  the  placental  site  or  from  some  part 
of  the  uterine  wall  with  which  the  rest  of  the  ovular 
sac  is  in  intimate  relationship.  It,  therefore,  implies 
some  degree  of  separation  of  the  placenta  or  mem- 
branes from  the  uterine  wall.  For  practical  purposes 
it  means  some  degree  of  separation  of  the  placenta. 

When  the  placenta  is  situated  in  the  lower  uterine 
segment  and  touches  the  margin  of  the  internal  os 
or  extends  across  it,  separation  must  occur  when  the 
lower  uterine  segment  expands  and  retracts  and  the 
internal  os  begins  to  open  up.  This  is  a simple  matter 
of  mechanics.  A patient  with  placenta  previa  is, 
therefore,  bound  to  bleed  some  time  or  other  before 
the  child  is  born.  Hence  we  say  that  with  a placenta 
previa  hemorrhage  is  inevitable  or  unavoidable. 

If  the  placenta  is  situated  in  the  upper  uterine 
segment  there  is  no  mechanical  reason  why  separa- 
tion should  occur  until  after  the  child  is  born. 
Sometimes,  however,  separation  of  the  normally 
situated  placenta  does  occur  either  during  preg- 
nancy or  in  the  first  or  second  stages  of  labor  and 
bleeding  is  the  result.  Such  bleeding  we  designate  as 
accidental  hemorrhage  because  there  must  be  some 
added  or  accidental  cause  for  the  separation. 
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It  is  important  from  the  point  of  view  of  both 
prognosis  and  treatment  to  attempt  to  distinguish 
clinically  between  these  two  types  of  hemorrhage 
and  to  assess  the  amount  of  separation  and  so  the 
amount  of  possible  blood  loss.  In  the  cases  of  major 
degree  this  is  as  a rule  easy  but  in  the  less  severe  cases 
it  may  be  more  difficult. 

The  principle  points  to  take  note  of  clinically  are: 

( 1 ) The  time  at  which  the  first  bleeding  occurs 
and  the  amount  of  blood  loss; 

(2)  The  general  condition  of  the  patient,  espe- 
cially as  regards  any  signs  or  symptoms  of  toxemia; 

( 3 ) The  presence  or  absence  of  pain  or  shock  out 
of  proportion  to  the  blood  loss; 

(4)  The  findings  on  abdominal  examination  with 
special  reference  to  the  tone  of  the  uterus,  the  pres- 
ence or  absence  of  tenderness  or  pain,  the  engage- 
ment or  non  engagement  of  the  presenting  part; 

(5)  The  findings  on  vaginal  examination; 

(6)  The  situation  of  the  placenta  as  revealed  by 
soft  tissue  x-ray. 

( 1 ) THE,  TIME  AT  WHICH  BLEEDING  OCCURS  AND  ITS 
AMOUNT 

In  both  placenta  previa  and  accidental  hem- 
orrhage the  first  bleeding  occurs  as  a rule  after  the 
seventh  month  of  pregnancy.  We  have  encountered 
the  rare  case  in  the  sixth,  or  even  the  fifth  month, 
but  this  is  quite  exceptional.  It  is  possible  that  some 
of  the  early  abortions  are  due  to  low  implantation 
of  the  ovum,  but  it  is  striking  that  we  seldom  get  a 
history  of  bleeding  in  the  early  months  in  cases 
which  show  themselves  later  to  be  placenta  previa 
or  accidental  hemorrhage.  Cases  of  late  abortion 
very  often  run  the  same  course  as  a term  labor,  but 
in  some  there  is  an  excessive  amount  of  bleeding 
due  to  the  separation  of  the  whole  periphery  of  the 
ovum  during  the  stage  of  dilatation.  In  some  of  these 
the  ovum  may  be  expelled  intact  without  any  rup- 
ture of  the  sac.  If  bleeding  is  excessive  rupture  of 
the  ovular  sac  will  expedite  complete  expulsion. 

A sudden,  profuse,  painless  hemorrhage  occurring 
without  any  previous  warning,  and  with  no  ante- 
cedent exertion  on  the  part  of  a patient,  at  the  end 
of  the  seventh  or  beginning  of  the  eighth  month  of 
pregnancy  is  almost  certainly  due  to  placenta 
previa,  and  it  is  practically  certain  that  the  previa 
is  central  or  nearly  central. 

It  may  be  stated,  as  a broad  generalization,  to 
which  of  course  there  arc  exceptions,  that  the  earlier 
in  pregnancy  the  bleeding  occurs  in  a case  of 


placenta  previa  the  more  likely  is  the  placenta  to 
he  situated  centrally  or  nearly  centrally  over  the 
internal  os.  In  the  most  minor  degree  of  placenta 
previa,  the  marginal,  the  first  bleeding  may  not 
occur  until  the  patient  is  actually  in  labor  because! 
up  to  that  time  the  placenta  has  retracted  with  the 
lower  uterine  segment  and  it  is  only  when  the  edges ' 
of  the  internal  os  begin  to  pull  up  over  the  lower 
pole  of  the  ovum  that  separation  takes  place.  The 
amount  of  blood  loss  will  be  small  because  the 
placenta  separates  only  over  a small  area. 

Between  these  two  extremes  there  are  many 
intermediary  cases  but  all  are  characterized  by  frank 
vaginal  bleeding  without  pain  and  without  consti- 
tutional symptoms  other  than  those  due  to  quantity 
of  blood  lost. 

When  separation  of  the  normally  situated  placenta 
occurs  the  blood  from  the  open  uterine  sinuses  has 
to  find  its  way  down  between  the  adherent  mem- 
branes and  the  uterine  wall  and  so  is  more  likely  to 
be  a slow  leak  rather  than  a sudden  bright  flow  as  ■ 
in  placenta  previa,  and  in  the  most  severe  cases,  as 
you  know,  the  blood  may  never  reach  the  vagina. 
In  these,  other  signs  and  symptoms  are  present 
which  will  be  mentioned  presently.  A minor  degree 
of  separation  of  the  normally  situated  placenta  may 
occur  during  the  last  two  months  of  pregnancy 
causing  a small  amount  of  vaginal  bleeding  un- 
accompanied by  pain  or  uterine  tenderness.  The 
bleeding  may  never  be  repeated,  and  the  only  clini- 
cal finding  may  be  the  detection  of  a small  old  blood 
clot  or  infarcted  area  on  the  maternal  surface  of 
the  placenta  when  it  is  examined  after  delivery. 

(2)  THE  GENERAL  CONDITION  OF  THE  PATIENT 

Idie  bleeding  in  placenta  previa  is  due  to  a 
mechanical  separation  of  the  placenta,  therefore 
there  are  no  constitutional  symptoms  preceding  the 
hemorrhage.  Separation  of  the  normally  situated 
placenta  is  due  to  some  vascular  change  in  the  uter- 
ine wall  at  the  placental  site.  What  the  exact  nature 
of  that  change  is  is  not  certain  but  it  is  frequently 
associated  with  symptoms  which  we  class  as  those 
of  pregnancy  toxemia,  viz.,  raised  blood  pressure, 
albuminuria,  edema,  etc.  There  can  be  no  question 
that  the  incidence  of  accidental  hemorrhage  is 
higher  in  our  toxemic  than  in  our  otherwise  normal  ■' 
patients.  These  symptoms  in  many  cases  have  not 
been  specially  noted  prior  to  the  accident,  but  in 
practically  every  case  one  or  more  of  them  become 
evident  after  it.  Separation  of  the  placenta  and 
death  of  the  fetus  is  one  of  the  things  we  fear  in  the  * 
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jtoxemic  patient  who  fails  to  respond  quickly  to 
treatment. 

( 3 ) PAIN,  TENDERNESS  AND  SHOCK 

Bleeding  from  placenta  previa  is  painless.  There 
is  no  uterine  tenderness  and  the  patient  is  shocked 
only  in  proportion  to  the  amount  of  blood  lost. 

Separation  of  the  normally  situated  placenta  is 
not  due  to  mechanical  causes  but  to  a vascular  lesion, 
of  the  nature  of  an  infarct,  in  the  uterine  wall  at  the 
placental  site.  If  the  infarcted  area  is  small  the  separa- 
tion will  be  slight.  There  will  be  slight  hemorrhage 
and  no  pain  or  localized  tenderness.  If  the  area  is 
' larger  the  uterus  will  go  into  some  degree  of  spasm 
producing  continuous  pain  and  there  will  be  local- 
ized tenderness.  If  the  lesion  involves  the  greater 
part  of  the  placental  site  and  after  it  the  rest  of  the 
uterine  wall,  there  will  be  complete  separation  with 
or  without  external  bleeding,  uterine  spasm,  extreme 
pain  and  profound  shock.  The  uterus  will  be  tense, 
ihard,  and  exquistely  tender  to  touch.  All  of  these 
phenomena  are  due,  not  to  the  separation  of  the 
placenta,  but  to  the  lesion  in  the  uterine  wall  which 
results  in  separation. 

(4)  FINDINGS  ON  ABDOMINAL  EXAMINATION 

In  placenta  previa  the  uterus  is  of  normal  con- 
sistence. Braxton  Hicks  contractions  can  be  felt,  or 
if  the  patient  goes  into  labor  the  normal  hardening 
and  softening  can  be  detected. 

; In  cases  of  accidental  hemorrhage  of  major  degree 
there  will  be  continuous  uterine  spasm,  an  area  of 
Tenderness  or  in  the  most  severe  degree  a uterus  so 
[tense  and  so  hard  that  the  late  Whitridge  Williams 
applied  the  adjective  “Ligneous”  to  it. 

In  cases  of  hemorrhage  of  minor  degree  the  dif- 
ferential diagnosis  may  be  aided  by  noting  the  de- 
gree of  engagement  of  the  presenting  part.  I have 
! never  seen  deep  engagement  of  the  head  in  the  pelvic 
inlet  prior  to  the  onset  of  labor  in  a case  of  placenta 
previa  for  the  placenta  on  the  lower  uterine  segment 
prevents  the  head  from  settling  down.  If  deep  en- 
gagement is  present  the  hemorrhage  is  practically 
certainly  coming  from  the  site  of  a normally  situ- 
ated placenta. 

J 

(5)  VAGINAL  EXAMINATION 

It  is  a rule  on  our  service  that  no  vaginal  examina- 
tion be  made  on  a patient  with  antepartum  bleed- 
ing until  she  has  been  surgically  prepared  and  is  in 
the  delivery  room,  w ith  everything  there  set  up  for 
any  form  of  treatment  that  may  be  called  for.  1 his 
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we  consider  a wise  rule  because  of  the  possibility  of 
digital  examination  in  a case  of  placenta  previa  start- 
ing fresh  and  sometimes  profuse  bleeding,  which 
may  require  immediate  control.  If  the  cervix  admits 
a finger  and  the  placenta  can  be  felt  the  diagnosis 
of  placenta  previa  is  established.  But  quite  fre- 
quently, especially  in  cases  in  which  the  first  bleed- 
ing occurs  at  the  end  of  the  seventh  or  early  in  the 
eighth  month,  the  cervix  is  still  closed.  We  must 
then  try  to  determine  whether  on  palpating  through 
the  fornices  there  is  more  than  the  usual  thickness  of 
the  lower  uterine  segment  intervening  between  the 
examining  fingers  and  the  presenting  part  of  the 
child.  In  some  cases  we  can  be  pretty  certain  of  this 
but  in  others  we  are  left  in  doubt.  In  such,  further 
information  may  be  got  by  the  use  of  the  soft  tissue 
x-ray. 

(6)  SOFT  TISSUE  X-RAY 

By  adjustment  of  the  voltage  and  exposure  an 
x-ray  can  be  taken  which  shows  up  the  soft  tissues. 
When  such  films  are  examined  with  strong  trans- 
illumination  it  is  possible  to  detect  a broadening  of 
the  uterine  wall  shadow  over  the  area  to  which  the 
placenta  is  attached.  As  the  exposure  has  to  be  a 
lateral  one  the  iliac  bone  shadows  obscure  those  of 
the  lower  segment  of  the  uterus  so  the  diagnosis  of 
low  placental  implantation  has  to  be  made  in  a nega- 
tive rather  than  in  a positve  way.  By  that  we  mean 
that  the  absence  of  definite  broadening  in  some  part 
of  the  upper  uterine  segment  is  taken  to  imply  low 
implantation.  Even  with  these  drawbacks  and  diffi- 
culties we  feel  that  more  reliable  information  is  ob- 
tained from  such  films  than  from  those  obtained 
after  distending  the  bladder  with  radio  opaque 
material. 

With  these  broad  generalizations  in  mind  let  us 
now  consider  how  best  to  approach  and  treat  the 
individual  case.  Our  first  consideration  must  always 
be  the  safety  of  the  mother.  If  the  child  can  be  saved 
so  much  the  better  but  we  must  so  plan  our  therapy 
that  in  attempting  to  get  a living  child  we  do  not 
add  unduly  to  the  mother’s  risk.  Whenever  possible 
every  patient  who  has  bleeding  in  the  second  half 
of  pregnancy  should  be  admitted  to  hospital  at 
once  and  kept  there  until  a definite  diagnosis  is  made 
of  the  necessary  therapy  carried  out. 

Let  us  begin  with  cases  of  minor  degree.  A woman 
seven  and  one-half  months  pregnant  has  a small 
amount  of  vaginal  bleeding,  say  just  enough  to  stain 
her  bed  linen  or  clothing  or  to  saturate  a vulvar  pad. 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


404 

By  the  time  we  see  her  the  bleeding  has  stopped. 
Abdominal  examination  reveals  no  change  in  uter- 
ine consistency  and  no  tenderness.  We  make  no 
vaginal  examination  at  this  time  but  insist  that  she 
remain  in  bed.  She  stays  there  for  two  or  three  days 
and  there  is  no  more  bleeding.  We  now  make  a 
vaginal  examination,  find  the  cervix  not  taken  up 
and  not  admitting  the  finger.  Nothing  abnormal  can 
be  felt  through  the  fornices.  We  make  a tentative 
diagnosis  of  separation  of  a small  area  of  a normally 
situated  placenta.  We  examine  her  carefully  for  any 
signs  of  pregnancy  toxemia.  If  we  find  none  we 
allow  her  out  of  bed  and  tell  her  she  may  graually 
resume  her  ordinary  activities  with  the  warning  that 
on  the  slightest  recurrence  of  bleeding  she  must  go 
to  bed  and  inform  us  immediately.  The  bleeding 
does  not  recur.  She  goes  to  term,  delivers  a normal 
infant,  has  a normal  third  stage,  and  expels  a placenta 
which  looks  healthy  except  for  one  small  area  of 
infarction  over  which  a small  dark  blood  clot  may 
be  adherent. 

Or,  on  making  the  vaginal  examination  the  cer- 
viz  is  closed  but  there  is  a rather  indefinite  feeling 
of  something  intervening  between  the  fingers  in  the 
fornices  and  the  presenting  part.  We  fear  placenta 
previa.  There  is  no  more  bleeding.  We  admit  her  to 
hospital  if  possible.  If  she  stays  home  we  warn  her 
against  any  sort  of  exertion  but  allow  her  out  of 
bed  after  a few  days.  Two  weeks  later  she  bleeds 
again,  not  very  much  but  more  than  one  the  first 
occasion.  She  is  again  put  to  bed,  the  bleeding  stops. 
Three  days  later  vaginal  examination  shows  the  cer- 
vix open  enough  to  admit  the  finger.  No  placenta  is 
felt  over  the  internal  os  but  on  sweeping  the  finger 
very  gently  round  it  a smooth  edge  of  tissue  can  be 
felt.  We  diagnose  a marginal  placenta  previa.  She 
should  now  certainly  be  admitted  to  a hospital  and 
should  remain  there  till  delivery  is  effected.  Two 
weeks  later,  being  now  nearly  at  term  she  goes  into 
labor,  there  is  some  vaginal  bleeding,  more  than  the 
usual  “show”  but  nothing  to  be  alarmed  about.  The 
labor  proceeds  with  a little  more  bleeding.  Examina- 
tion shows  the  cervix  taken  up  and  two  fingers 
dilated.  The  margin  of  the  placenta  is  just  palpable 
at  the  edge  of  the  os.  We  rupture  the  membranes. 
Labor  pains  come  more  frequently,  increase  in 
strength  and  duration,  and  bleeding  practically 
stops.  Bleeding  stops  for  two  reasons:  ( 1 ) because 
with  the  rupture  of  the  membranes  the  presenting 
part  comes  down  into  the  lower  uterine  segment, 
presses  the  placenta  against  the  area  from  which  it 


has  separated,  and  so  plugs  the  sinuses,  and  (2)  be- 
cause when  the  membranes  are  ruptured  the  placenta 
can  retract  with  the  internal  os  and  no  further 
separation  occurs. 

Delivery  will  probably  occur  spontaneously  and 
usually  the  placenta  is  born  immediately  after  the 
child.  If  it  is  not  there  will  be  a considerable  amount 
of  third  stage  bleeding.  When  a patient  bleeds  pro- 
fusely after  the  birth  of  the  child  and  before  the 
birth  of  the  placenta  and  the  bleeding  is  not  coming 
from  a laceration  it  will  continue  until  the  placenta 
is  completely  separated  and  expelled.  The  treatment 
of  third  stage  hemorrhage  where  the  bleeding  is  not 
earning  from  a laceration  is  always  the  same.  Get  the 
placenta  separated  completely  and  expelled  at  the 
earliest  possible  moment.  The  placental  site  can  then 
retract  and  all  excessive  bleeding  ceases. 

Take  another  case.  A woman  eight  months  preg- 
nant awakens  in  bed  to  find  that  she  is  soaked  with 
blood.  She  has  no  pain.  She  is  seen  within  an  hour 
and  is  still  bleeding  but  not  so  profusely.  Abdominal 
examination  reveals  a soft  uterus  and  a floating  pre- 
senting part.  She  has  almsot  certainly  got  a placenta 
previa.  She  should  be  given  one-quarter  of  a grain 
of  morphine  and  transported  to  hospital  as  quicklv 
as  possible.  On  arrival  at  the  hospital  an  immediate 
blood  count  and  blood  typing  is  done  and  arrange- 
ments are  made  for  blood  transfusion.  She  is  sur- 
gically prepared  and  examined  vaginally  in  the  fully 
set-up  delivery  room.  The  operating  room  is  also 
ready  for  a possible  Caesarean  section.  The  cervix 
admits  a finger  and  placenta  can  be  felt.  Examina- 
tion results  in  more  bright  bleeding. 

The  treatment  of  such  a case  depends  on  several 
factors  but  the  most  important  of  them  is  the  con- 
dition of  the  cervix.  If  this  bleeding  has  occurred 
with  the  cervix  still  long  and  firm,  we  can  be  cer- 
tain that  there  will  be  a great  deal  more  blood  loss 
before  it  dilates  sufficiently  to  permit  of  delivery  per 
vaginam.  If  on  the  other  hand  the  cervix  is  taken 
up,  soft,  and  one  or  two  fingers  dilated  we  have 
means  of  controlling  bleeding  during  the  compara- 
tively short  time  required  for  full  dilatation  and 
delivery.  In  deciding  for  Caesarean  section  or  for 
delivery  from  below  in  cases  of  placenta  previa— 
where  there  has  been  a real  hemorrhage— the  condi- 
tion of  the  cervix  is  to  my  mind  of  far  greater  im- 
portance than  the  degree  of  previa  or  the  parity  of 
the  patient.  A firm,  unretracted,  undilated  cervix 
calls  for  Caesarean  section  in  the  interest  of  both 
mother  and  child.  A soft,  retracted  and  partially 
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dilated  cervix  permits  of  delivery  from  below  with 
safety  to  the  mother  and  a slightly  increased  hazard 
:o  the  child.  In  making  a choice  between  the  two 
procedures  it  is  well  to  remember  that  section  in 
placenta  previa  does  not  always  guarantee  a living 
child. 


If  delivery  per  vaginam  is  decided  upon  there  is 
a choice  of  methods.  The  one  we  prefer  is  bagging, 
(the  bag  being  placed  in  the  cervix  and  lower  uterine 
segment  either  extra-ovularly,  i.  e.  without  ruptur- 
ing the  membranes,  or  the  membranes  are  ruptured 
and  it  is  placed  intra-ovularly.  With  an  experience 
of  both  methods  I have  come  to  favor  the  extra- 
ovular method  although  theoretically  the  intra- 
ovular should  be  better  in  as  much  as  it  should  favor 
dilation  with  a minimum  of  further  placental  separa- 
tion. In  either  method  slight  traction  on  the  bag 
I may  be  made.  Only  slight  pressure  on  the  open 
uterine  sinuses  is  necessary  to  control  bleeding  just 
as  slight  pressure  will  control  bleeding  from  a vari- 
cose vein.  When  the  bag  is  used  extra-ovularly  it 
presses  directly  against  the  open  sinuses;  when  used 
intra-ovularly  it  presses  against  them  indirectly 
through  the  placenta.  A series  of  bags  of  increasing 
size  may  be  required  as  the  labor  proceeds.  As  soon 

I as  the  cervix  is  sufficiently  dilated  to  allow  the 
presenting  part  to  distend  it  and  the  lower  uterine 
segment  the  largest  bag  will  be  expelled.  If  pains  are 
frequent  and  the  bleeding  is  controlled  by  the 
pressure  of  the  presenting  part  labor  is  allowed  to 
proceed.  If  not  it  will  be  necessary  to  bring  down 
one  leg  of  the  child  into  the  vagina  which  necessi- 
tates internal  version  if  the  presentation  is  cephalic. 

The  object  in  bringing  down  one  leg  is  to  allow 
the  buttocks  of  the  child  to  press  against  the  placenta 
and  through  it  against  the  open  sinuses  on  the  uter- 
ine wall  and  so  to  control  bleeding.  No  attempt  at 
immediate  delivery  must  be  made  as  the  cervix  is 
not  yet  fully  dilated.  Gentle  traction  to  control 
bleeding  is  all  that  is  permissable.  The  temptation  to 
extract  the  child  at  once  must  be  resisted.  Only 
when,  with  further  pain,  dilatation  and  paralysis  of 
the  cervix  is  complete  may  the  child  be  expelled 
by  moderate  pressure  from  the  abdomen.  If  these 
rules  are  not  observed  the  cervix  and  lower  uterine 
segment  may  be  deeply  lacerated  and  the  patient 
die  of  post-partum  hermorrhage  before  they  can  be 
repaired. 

If  circumstances  are  such  that  neither  Caesarean 
section  nor  bagging  is  possible  because  of  the  lack 
of  hospital  facilities  then  version  done  earlier  in  the 


labor,  as  soon  as  dilatation  of  the  cervix  permits,  is 
the  method  of  choice.  In  such  cases  it  is  still  more 
imperative  that  no  attempt  at  immediate  delivery 
be  made  after  the  version  is  done  and  the  leg  brought 
down.  We  know  that  early  version  gravely  com- 
promises the  child,  and  must  make  up  our  minds  to 
regard  it  from  then  on  as  nothing  more  than  a plug 
to  control  bleeding.  In  a few  cases  we  may  be  agree- 
ably surprised  to  deliver  it  alive. 

Now  let  us  consider  the  clinical  pictures  presented 
by  cases  of  the  more  severe  degrees  of  separation  of 
the  normally  situated  placenta. 

A woman  eight  months  pregnant  has  some  vaginal 
bleeding  and  at  the  same  time  complains  of  definite 
but  not  very  severe  continuous  abdominal  pain.  She 
has  a slightly  raised  blood  pressure  and  some  edema. 
1 he  uterus  feels  tense  so  that  it  is  difficult  to  outline 
fetal  parts  and  over  one  quadrant  there  is  marked 
tenderness.  The  fetal  heart  can  be  heard.  The  cervix 
is  closed  but  taken  up  and  there  is  no  thickening  in 
the  fornices.  The  presenting  part  may  be  in  the  pel- 
vic brim.  In  a short  time  she  begins  to  have  inter- 
mittent labor  pains  on  top  of  the  continuous  pain. 
We  picture  to  ourselves  what  has  happened— a small 
area  of  the  uterine  wall  at  the  placental  site  has  in- 
fracted, the  placenta  has  separated  over  that  area, 
and  blood  has  accumulated  between  the  two.  The 
questions  we  ask  ourselves  are  ( 1 ) if  labor  proceeds 
will  more  separation  occur  and  the  child  succumb 
before  delivery?  (2)  will  the  infarction  extend  and 
the  life  of  the  mother  be  jeopardized?  If  we  believe 
that  the  answers  to  these  two  questions  are  in  the 
affirmative  immediate  Caesarean  section  should  be 
done.  If  on  the  other  hand  they  are  in  the  negative 
we  adopt  more  conservative  means.  We  are  encour- 
aged in  this  if  she  is  having  good  intermittent  con- 
tractions and  the  cervix  is  soft  and  dilatable  and  her 
general  condition  good.  The  method  we  like  under 
these  conditions  is  immediate  rupture  of  the  mem- 
branes and  the  application  of  a strong  abdominal 
binder.  The  rupture  of  the  membranes  relieves  ten- 
sion in  the  uterine  wall  and  apparently  restores  a 
more  normal  circulation  and  so  lessens  the  chances 
of  more  extended  infarction.  At  the  same  time  it 
expedites  the  labor. 

In  the  most  severe  degree  of  separation  of  the 
normally  situated  placenta  there  is  no  question  of 
saving'  the  child.  It  has  already  succumbed  before 
we  can  institute  any  treatment  and  our  only  concern 
is  the  mother.  She  has  been  suddenly  seized  with 
the  most  intense  abdominal  pain.  She  is  in  a state  of 
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shock,  with  cold  clammy  skin,  lowered  blood  pres- 
sure and  feeble,  though  often  slow,  pulse.  The  ab- 
domen is  distended,  the  uterus  exquisitely  tender  all 
over  and  extremely  hard  so  that  no  fetal  parts  can 
be  felt.  No  fetal  heart  is  heard.  We  visualize  her 
uterus  as  bluish  black  in  color  all  over,  the  wall  in- 
filtrated with  blood  throughout,  the  placenta  com- 
pletely separated  with  fluid  and  clotted  blood  lying 
between  it  and  the  uterine  wall.  Some  blood  may 
have  found  its  way  into  the  vagina.  This  is  an  acute 
abdominal  lesion  analagous  to  a mesenteric  infarc- 
tion and  usually  calls  for  a laparotomy  as  soon  as 
the  immediate  shock  has  been  counteracted  by 
morphine,  saline  infusions  and  blood  transfusion. 

When  the  uterus  is  opened  clot  and  fluid  blood 
are  forcefully  ejected  but  there  is  little  bleeding 
from  the  uterine  incision.  The  detached  placenta  and 
the  dead  child  are  removed.  T he  whole  uterus  may 
be  purplish  black  in  color  and  looks  as  if  it  could 
never  recover.  But  if,  on  waiting  a few  minutes, 
duringwhich  time  padswrung  out  of  warm  saline  are 
applied,  it  shows  signs  of  contracting  then  recovery 
is  possible.  So  if  the  woman  is  young  and  anxious 
for  future  pregnancies  the  uterine  incision  is  stitched 
and  the  abdomen  closed.  If  the  uterus  remains  abso- 
lutely inert  or  if  the  patient  already  has  several 
children  a hysterectomy  should  be  done. 

The  restoration  to  normal  of  these  uteri  which 
looked  hopelessly  compromised  but  have  recovered 


after  laparotomy  has  encouraged  a more  conserva-  i 0 
tive  treatment  of  even  these  severe  cases.  Rupture 
of  the  membranes  will  relieve  the  immediate  tension 
in  the  uterine  wall  and  thereafter  regular  contrac-  ' 
tions  and  delivery  may  ensue.  I must  confess  how-  ^ 
ever  that  I have  never  so  far  had  the  courage  to  await 
this  in  the  case  of  major  severity. 

In  the  time  at  my  disposal  I have  not  been  able  to  i 
do  more  than  outline  in  the  most  sketchy  way  the : 1 
clinical  phenomena  in  cases  of  antepartum  bleeding. 

I want  to  close  with  a further  generalization,  but  one 
which  is  all  important,  viz.,  that  in  the  treatment  of  : 
every  case  we  must  maintain  the  volume  of  fluid  in 
the  circulation  and  replace  blood  loss.  The  typing  of 
patient’s  blood  and  arrangement  for  transfusion  j 
should  be  the  first  thing  done  in  all  cases.  Trans-  i 
fusion  should  be  done  before  delivery  whenever  the 
blood  loss  has  been  great  and  repeated  following  it 
when  necessary. 

Patients  who  die  from  placenta  previa  and  acci- 
dental hemorrhage  usually  die  after  delivery,  as  the 
result  of  what  in  other  cases  would  be  regarded  as 

C 

a moderate  amount  of  postpartum  bleeding.  That 
small  extra  loss  from  a circulation  already  depleted 
is  what  turns  the  scale  against  them.  Blood  trans- 
fusion has  done  more  to  lower  mortality  in  these 
cases  than  all  the  other  improvements  in  technics 
of  recent  years. 


THE  POPULATION  OF  STATE  MENTAL  HOSPITALS  IN  CONNECTICUT 

Creighton  Barker,  m.d.,  John  H.  Watkins,  ph.d.,  and  Ira  V.  Hiscock,  sc.d. 


In  view  of  the  wide  interest  in  the  institutional 
-*•  care  of  mentally  ill  patients,  it  seems  appropriate 
to  record  some  of  the  data  assembled  with  the  co- 
operation of  the  state  hospitals  durings  the  course  of 
an  extensive  study*  from  which  only  summary  in- 
formation was  published.  These  data  give  a com- 
posite picture  of  the  occupancy  of  three  state  insti- 
tutions and  indicate  important  trends  which  deserve 
continuing  study. 

^Report  of  the  Commission  on  the  Treatment  and  Care  of 
People  Afflicted  with  Physical  or  Mental  Disabilities,  Con- 
necticut, 1940. 


There  were  in  the  state  mental  hospitals  of  Con- 
necticut on  June  30,  1940,  a total  of  7,532  patients, 
of  whom  53  per  cent  were  over  49  years  of  age  and 
11  per  cent  were  under  30  years  of  age.  Only  2.8 
per  cent  were  Negro.  The  females  exceeded  the 
males  by  3.4  per  cent,  for  all  ages  combined;  but 
among  those  under  30,  the  males  outnumbered  the 
female  by  3.2  per  cent. 

Among  these  patients  were  1,199,  or  16  per  cent 
classed  as  aliens  and  780  whose  citizenship  status  w as 
not  given.  Sixty-three  per  cent  of  the  aliens  were 
over  49  years  of  age. 
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Distribution  of  Patients  in  Mental  Hospitals,  by  Age 
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Thirty-nine  per  cent  of  the  patients  had  been  in 
the  hospital  for  ten  years  or  longer,  17.1  per  cent 
i having  been  there  for  twenty  years  or  longer.  The 
length  of  stay  varied  little  according  to  sex. 

While  4,94 3 patients  had  been  admitted  only  once, 
1,745  had  been  admitted  twice,  524  three  times,  172 
four  times,  and  the  remainder  more  than  four  times. 

: A relatively  small  number  of  the  group  of  70  and 
over  had  been  admitted  more  than  once.  At  least 
j 840  of  the  patients  were  regarded  by  the  medical 
directors  as  possibly  suitable  for  boarding  out  under 
proper  conditions  for  care  and  follow  up.  1 hree 
hundred  and  fifty  two  patients  were  on  parole  on 
the  day  of  the  census.  There  were  5,829,  or  77.5  per 
cent  who  were  stated  to  be  in  such  mental  and 
physical  condition  that  their  recovery  was  improb- 
able. Among  this  number  were  hundreds  whose 
needs  for  the  services  of  a mental  hospital  had  doubt- 
less become  those  primarily  for  custodial  care,  nur- 
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AVERAGE  YEARLY  ADMISSIONS  PER  100.000  POPULATION 
STATE  MENTAL  HOSPITALS  IN  CONNECTICUT 

BY  5 YEAR  PERIODS  1900-1939 


sing  service  and  such  medical  attention  as  might 
from  time  to  time  be  required  by  their  physical 
ailments. 

In  40  years  the  number  of  patients  resident  in  a 
state  mental  hospital  of  Connecticut  increased  from 
2,078  to  the  7,532  shown  by  the  one  day  compre- 
hensive census  of  June,  1940.  This  patient  popula- 
tion increased  by  eighty  per  cent  over  the  increase 
in  the  population  of  the  state  for  the  period  re- 
corded. Parallel  with  the  increase  in  hospital  popu- 
lation came  an  increase  in  the  number  of  first  admis- 
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BY  5 YEAR  PERIODS  1900-1939 


sions  to  these  institutions;  for  example,  from  an 
average  of  814  for  the  five  year  period  1921-24  to 
1,237  f°r  period  1935-39.  These  changes  are 
shown  in  the  accompanying  graphs.  With  an  aver- 
age annual  increase  of  some  200  patients  in  recent 
years,  much  thought  should  be  given  to  the  limit  of 
tolerance  of  hospital  occupancy  and  to  the  staff 
requirements  for  the  patients  under  care— problems 
well  recognized  by  those  responsible  for  the  admin- 
istration of  these  institutions. 


THE  USE  OF  SULFANILAMIDE  IN  APPENDICEAL  PERITONITIS 
With  a Report  of  Two  Cases  Complicated  by  Anuria 

N.  R.  Tolk,  m.d.,  and  M.  S.  Popkin,  m.d.,  Bridgeport 


During  the  past  two  years  there  has  been,  as  reported  in 
the  literature,  an  increasing  use  of  sulfanilamide  in  peri- 
tonitis of  appendiceal  origin.  Gradually  the  trend  has  been 
awav  from  oral  and  parenteral  administration  of  the  drug 
to  the  combined  intra  abdominal  and  oral  or  intra  abdominal 
and  parenteral  routes  of  administration.  The  evidence,  as 
to  sulfanilamide’s  value  in  the  treatment  of  peritonitis,  is 
becoming  clear  cut. 

Stewart  and  his  associates  have  shown  that  sulfanilamide 
is  entirely  eliminated  from  the  body  after  administration 
of  the  drug  is  stopped.  The  major  part,  approximately  93 
percent,  is  excreted  through  the  urine,  provided  that  the 
fluid  intake  is  adequate  and  renal  function  is  normal.  If 
renal  function  is  poor,  excretion  is  delayed  and  the  drug 
accumulates  in  the  body  so  that  otherwise  safe  doses  may 
readily  result  in  toxic  concentrations  of  sulfanilamide  in  the 
blood.  The  kidney  is  apparently  not  injured  by  sulfanilamide. 
For  example,  in  rats  with  nephrotoxic  nephritis,  Smadel  and 
Swift  found  that  sulfanilamide  given  in  therapeutic  doses  for 


long  periods  did  not  affect  the  course  of  the  disease.  Long 
and  Bliss  studied  an  anuric  patient  who  had  been  given  a 
single  large  dose  of  sulfanilamide,  and  found  practically  no 
variation  in  the  blood  concentrations  of  the  drug  during  an 
observation  period  of  one  week.  According  to  Alvea,  the 
ability  of  the  patients  to  excrete  sulfanilamide  should  be 
known  before  the  drug  is  used.  He  states  that  the  renal  func- 
tion may  be  accurately  predicted  from  the  results  of  the 
phenolsulfonphthalein  excretion  test. 

So  far  as  is  known,  sulfanilamide  possesses  no  pharmaco- 
logical actions  which  are  of  therapeutic  benefit  other  than 
its  effect  upon  bacteria.  Viewed  in  a strict  sense,  sulfanila- 
mide is  quite  inert  and  large  or  toxic  doses  are  needed  to 
produce  discernible  effects  upon  the  tissues  and  organs  of 
the  body.  However,  it  is  true  that  human  beings  manifest 
a number  of  untoward  reactions  to  therapeutic  doses  of  sul- 
fanilamide, some  of  which  are  not  found  in  animals.  Com- 
mon reactions  to  sulfanilamide  thereapy  include  sulfhemo- 
globinemia,  acidosis,  fever  and  skin  rashes,  mild  nausea  and 
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vomiting.  Agranulocytosis  and  hemolytic  anemia  are  rare 
complications.  We  have  had  to  contend  with  anuria  as  a 
complication  in  two  of  our  cases.  These  reactions  disappear 
when  treatment  with  sulfanilamide  is  stopped  and  appropri- 
ate measures  are  taken  to  lower  the  concentration  of  sul- 
fanilamide in  the  blood  stream. 

The  absorption  of  sulfanilamide  from  the  peritoneum  lias 
been  studied  by  many  investigators.  Dees  applied  sulfonila- 
mide  intraperitioneally  in  doses  of  20  gm.  and  noticed  a 
blood  concentration  as  high  as  19.5  mg.  per  cent.  A number 
of  other  workers  have  pointed  out  that,  after  local  applica- 
tion of  sulfanilamide,  a very  high  concentration  can  be 
attained  in  an  area  of  infection,  whereas,  after  oral  or  paren- 
teral administration,  the  concentration  in  the  same  area  will 
be  much  lower,  corresponding  with  that  of  the  blood.  This 
high  local  concentration  is  believed  to  represent  a point  of 
superiority  over  other  forms  of  administration.  Dees  used 
sulfanilamide  intraperitoneally  in  twenty  five  patients  with 
perforated  appendix.  Sulfanilamide  was  applied  at  the  time 
of  operation.  In  each  case  the  abdominal  cavity  was  drained. 
Only  one  patient  required  secondary  skin  closure  and  there 
was  only  one  death. 

Barondes  instilled  20  cc.  of  neoprontosil  solution  into  the 
peritoneal  cavity  of  a patient  with  acute  perforative  appen- 
dicitis. In  addition,  neoprontosil  was  administered  intramus- 
cularly. There  was  a rapid  recovery. 

Lockwood  summarizes  his  cases  with  the  statement  that 
sulfanilamide  treatment  appears  to  be  of  value  in  all  cases 
of  acute  appendicitis  which,  at  operation,  show  evidence  of 
infection  beyond  the  limits  of  the  appendix  itself.  Appen- 
dectomy is  essential.  Chemotherapy  may  be  instituted,  also, 
in  cases  of  peritonitis  secondary  to  soiling  of  the  peritoneum 
from  other  causes  but  only,  he  adds,  to  supplement  surgical 
and  other  therapeutic  procedures  of  established  value. 

Mueller  reports  one  hundred  and  seventy-five  cases  of 
peritonitis  treated  by  the  intraperitoneal  administration  of 
sulfanilamide.  Sixty  five  of  these  cases  followed  appendicitis 
and  there  were  no  deaths  in  this  group.  In  all  the  cases  the 
hospital  stay  was  decreased,  wounds  healed  more  quickly 
and  complications  were  diminished.  By  using  the  drug 
locally,  Alueller  found  that  the  concentration  in  the  peri- 
toneal cavity  was  75  to  100  times  the  level  which  it  was  safe 
to  maintain  in  the  blood.  The  drug  was  found  to  have  low 
toxicity  for  tissue  and  high  killing  power  for  organisms.  1 he 
usual  amount  used  in  the  peritoneal  cavity  was  12  gm.,  and 
Mueller  never  used  more  than  18  gm.  in  any  one  case. 
Absorption  occured  rapidly  and  the  peak  blood  level  oc- 
cured  10  to  18  hours  after  administration  and  averaged  7 mg. 
per  100  cc. 

From  Roosevelt  Hospital  comes  the  report  of  Thompson 
and  his  associates.  They  present  an  analysis  of  acute  appen- 
dicitis from  1935  through  1940.  They  contrast  the  1940  re- 
sults in  which  patients  were  treated  with  sulfanilamide  with 
the  results  of  the  previous  five  years.  During  1940,  sulfa- 
nilamide was  administered  intraperitoneally  to  nearly  all  the 
patients  in  whom  there  existed  real  or  suspected  infection 
of  the  peritoneum.  Complications  were  less  frequent  and 
less  severe.  The  average  adult  dose  they  recommended  in 
cases  of  peritonitis  was  8 gm.  placed  in  the  layers  of  the 
abdominal  wall.  It  is  the  conviction  of  Thompson  that  the 
reduced  mortality  and  morbidity  rate  during  the  year  1940 


was  due  to  the  use  of  sulfanilamide  in  peritonitis  cases  fol- 
lowing appendicitis. 

In  the  senior  author’s  series  of  private  cases  there  were 
103  cases  of  acute  appendicitis  during  the  past  eighteen 
months.  Of  this  number,  27  cases  had  an  accompanying 
peritonitis  and  were  treated  by  the  intra  abdominal  applica- 
tion of  sulfanilamide  at  the  time  of  operation.  Whenever 
free  pus  was  present,  drainage  was  also  used.  Routinely,  the 
post  operative  treatment  included  an  adequate  fluid  intake. 
3000  cc.  of  a 10%  glucose  solution  being  administered  in  the 
first  twenty  four  hours.  Thereafter,  1200  cc.  of  10%  glucose 
solution,  plus  the  sum  total  of  urinary  output  for  the 
previous  twenty  four  hours,  was  used  as  a guide  in  deter- 
mining the  amount  of  daily  fluid  intake  until  such  time  as 
the  patient  was  able  adequately  to  provide  by  mouth  for  his 
own  fluid  needs. 

In  1 1 of  these  cases  it  was  deemed  necessary  to  transfuse 
patients  with  whole  blood.  The  average  hospital  stay  for  the 
patients  having  acute  appendicitis,  uncomplicated  by  peri- 
tonitis, was  nine  days.  The  average  hospital  stay  for  the 
patients  having  acute  appendicitis  and  peritonitis  was  nine- 
teen days. 

No  fatality  occurred  in  these  cases  during  this  period. 
Two  of  the  cases  were  complicated  by  anuria.  One  was  that 
of  a man,  38  years  of  age,  with  a history  of  ten  days  of 
vague  abdominal  distress  and  nausea  which  finally  become 
so  severe  that  medical  advice  was  sought.  The  other  case 
was  that  of  a boy,  10  years  of  age,  where  an  enema  and 
laxatives  were  given  to  clear  up  a “belly  ache”  which  had 
lasted  for  twenty  four  hours.  In  each  case,  free  pus  was 
found  in  the  abdomen  and  6 grams  of  sulfanilamide  was 
placed  intraperitoneally  and  2 grams  of  sulfanilamide  in  the 
skin  layers  after  the  appendix  was  removed.  Drainage  was 
used  in  both  cases.  The  boy  was  given  a daily  transfusion 
of  250  cc.  of  blood  for  three  days  before  the  blood  urea 
nitrogen  dropped  from  50  mg.  per  100  cc.  of  blood  to  25 
mg.  per  100  cc.  of  blood.  It  was  not  until  one  month  later 
that  his  blood  urea  nitrogen  determination  was  12  mg.  per 
100  cc. 

The  man  was  treated  somewhat  differently  than  the  boy. 
His  N.P.N.  was  66  mg.  per  100  cc.  of  blood.  He  was  given 
a transfusion  of  750  cc.  of  blood  after  a previous  venesection 
had  drawn  off  450  cc.  of  blood.  It  took  16  days  before  his 
N.P.N.  become  38  mg.  per  100  cc.  of  blood.  The  man’s 
stay  in  the  hospital  was  18  days  as  compared  to  the  boy’s 
stay  of  49  days. 

Summary  and  Conclusions 

( 1 ) A brief  review  of  the  literature  of  the  use  of  sul- 
fanilamide in  appendicitis  is  given. 

(2)  The  routine  use  of  intraperitoneal  sulfanilamide  at 
time  of  operation  is  recommended  in  peritonitis  of  appen- 
diceal origin. 

(3)  A total  of  8 grams  of  sulfanilamide,  6 grams  intra- 
peritoneally  and  2 grams  in  the  skin  layers,  has  been  found 
to  give  rhe  best  results  in  our  cases. 

(4)  Drainage  is  used  also  in  cases  where  free  pus  is  found 
to  be  present  in  the  abdominal  cavity. 

(5)  The  use  of  sulfanilamide  should  be  stopped  immedi- 
ately when  any  untoward  reaction  occurs. 
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(6)  In  cases  where  post  operative  anuria  develops,  we 
recommended  the  following  line  of  treatment  in  order  to 
immediately  lower  the  concentration  of  sulfanilamide  in  the 
blood  stream: 

(a)  Venesection  of  500  cc.  of  blood  followed  by  a trans- 
fusion which  replaces  the  same  amount  or  a larger  amount 
of  blood. 

(b)  Adequate  carbohydrate  and  fluid  intake  as  supportive 
measures  as  well  as  a means  of  diluting  sulfanilamide  con- 
centrations. 

(c)  Withholding  of  all  proteins  by  mouth  for  48  hours. 

(d)  Intake  and  output  record. 

(e)  Careful  watching  of  the  blood  chemistry. 

(f)  Daily  determinations  of  sulfanilamide  blood  level. 

(g)  Use  of  oxygen,  Wangensteen  drainage,  stimulants, 
analgesics,  and  other  emergency  aids,  as  occasion  requires. 
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THE  FIRST  SEVENTY-FIVE  YEARS  OF  THE  CONNECTICUT  STATE  MEDICAL 

SOCIETY 

Creighton  Barker,  m.d.,  New  Haven 


On  an  October  day,  150  years  ago  36  practitioners 
of  medicine  gathered  in  the  Court  House  in 
this  town  for  the  first  meeting  of  the  Medical 
Society  of  Connecticut.  That  date  seems  remote  to 
us  now  but  it  is  to  be  borne  in  mind  that  already 
there  had  been  a colonial  civilization  here  for  150 
years.  By  1792  Middletown  xvas  a busy  community 
of  more  than  5,000  people  and  one  of  the  larger 
towns  in  the  State  and  although  the  physicians  of 
the  city  had  not  been  especially  prominent  in  the 
organization  of  the  State  Medical  Society  it  was 
probably  selected  as  the  place  for  the  first  meeting 
because  of  its  central  and  easily  accessible  location. 
Perhaps,  too,  the  place  then  had  the  same  character 
that  was  a few  years  later  described  by  President 
Stiles  in  his  diary— “the  prospects  in  and  around  this 
City  are  in  an  uncommon  degree  delightful.  The 
inhabitants  are  sociable,  hospitable  and  agreeable; 
somewhat  gayer  than  their  neighbors,  liberally  dis- 


posed and  generally  very  pleasing  to  strangers.” 
I here  is  little  gaiety  evident  in  the  minutes  of  the 
first  meeting  but  it  is  good  to  know  that  it  was  held 
in  hospitable  surroundings. 

The  men  who  came  here  on  that  day  were  typical 
of  the  people  who  have  made  this  small  State  great. 
They  were  pioneers,  patriots  and  politicians.  In  the 
month  of  May  preceding  they  had  won  an  eight 
year  argument  with  the  skeptical  gentlemen  in  the 
State  House  and  obtained  a charter  for  the  Society. 
It  was  the  first  private  charter  granted  by  this  State 
and  allowed  the  incorporators  broad  and  somewhat 
unusual  privileges  especially  in  the  matter  of  the 
taxation  of  members  and  the  purposes  of  the  Society 
were  set  down  to  be  “the  improving  of  medica 
practice,  medical  education,  and  friendly  relations 
among  physicians.” 

It  would  be  interesting  to  have  some  notes  on  the 
discussions  that  took  place  during  this  battle  for  a 
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Charter  and  to  know  a little  more  clearly  just  what 
the  designs  of  the  incorporators  were.  The  written 
records  of  the  Society  commence  with  that  first 
imeeting  on  October  9,  1792  and  one  is  left  to  some 
conjecture  as  to  the  details  of  the  founders’  motives. 

I think  it  is  reasonably  safe  to  assume  that  they  had 
jseveral  specific  purposes  and  these  were  to  establish 
a regulating  board  so  that  the  practice  of  medicine 
would,  in  so  far  as  was  possible,  be  limited  to  quali- 
fied persons,  that  these  qualified  persons  be  restricted 
!in  their  behavior  so  that  quackery  and  charlatanry 
would  not  thrive,  that  much  needed  opportunity  for 
improvement  of  medical  knowledge  would  be  avail- 
able, and  that  reputable  physicians  might  have  legal 
recourse  for  the  collection  of  their  fees,  and  broadly 
speaking  the  public  usefulness  of  the  profession  of 
medicine  would  be  increased. 

At  the  beginning  of  the  first  meeting  officers  for 
[the  Society  were  elected.  Colonel  Leverett  Hubbard 
of  New  Haven,  who  organized  the  New  Haven 
Medical  Association  in  1784  and  stubbornly  led  the 
campaign  for  the  charter,  was  named  the  President. 
He  was  now  70  years  of  age  and  had  led  a vigorous 
life,  often  in  public  fields.  The  Vice-President  was 
Eneas  Alun  son,  also  of  New  Haven.  He  was  a big 
man  of  erect  and  dignified  carriage  which  belied  his 
notorious  sense  of  the  ludicrous  and  his  innate  love 
‘ of  a joke,  a peculiar  paradox  of  a man  unhappy  in 
his  mirth.  Munson  has  also  been  an  important  figure 
in  the  legislative  encounter.  Jared  Potter  of  Wall- 
ingford, a veteran  of  the  disastrous  Canadian  cam- 
paigns and  one  of  the  State’s  foremost  citizens  was 
i elected  the  Secretary  and  John  Osborn  of  Middle- 
town  was  the  Treasurer. 

The  first  item  of  business  was  the  discussion  of 
the  operation  of  an  examining  committee  to  pass 
upon  candidates  for  licenses  to  practice  medicine 

> and  the  appointment  of  that  committee.  It  was  the 
t first  medical  licensing  board  in  Connecticut  and,  in 
. this  manner,  entirely  under  the  jurisdiction  of  the 

Society,  continued  in  operation  for  exactly  100 
.years  until  1892  when  the  State,  at  the  behest  of 
t the  Society,  assumed  the  function  of  medical  licen- 

> sure  as  a public  responsibility. 

These  two  items  of  business  occupied  the  first 
I day  and  on  Wednesday,  the  10th  of  October  the 
s meeting  reconvened  at  8 o’clock  in  the  morning. 

A committee  to  design  an  official  seal  for  the  Society 
= was  authorized  whose  design  was  later  adopted  and 
, continues  in  use  until  this  day.  A fee  of  $4  for  each 
candidate  for  a license  to  practice  was  established 
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and  a tax  of  3 shillings  a year  on  all  members  was 
laid.  In  the  afternoon  a committee  was  appointed 
to  draft  the  by-laws  for  the  Socitey  and  to  report 
at  the  next  meeting  which  it  was  ordained  would 
be  held  on  May  15,  1793  at  the  Tavern  of  David 
Bull,  in  Hartford. 

Thus  started,  the  Society  set  about  to  accomplish 
its  fundamental  objects.  Candidates  w^ere  examined 
and  licensed  to  practice  medicine  and  measures  to 
discipline  its  members  were  established.  The  pre- 
scribing of  secret  proprietary  and  patent  remedies 
was  banned  and  members  were  required  to  make 
known  to  their  colleagues  the  contents  of  all  secret 
prescriptions  or  be  expelled  from  the  Society.  More- 
over members  who  “consulted”  with  those  who 
prescribed  secret  and  patent  medicines  were  like- 
wise to  be  expelled.  This  was  a drastic  measure  but 
it  w^as  zealously  carried  out  for  many  years  as  is 
often  evidenced  in  the  records. 

This  willingness  to  be  subject  to  self  examination 
and  regulation  was  the  tangible  beginning  of  our 
code  of  behavior.  It  w as  not  peculiar  to  this  State, 
medicine  has  always  realized  the  position  of  trust 
that  it  occupies.  With  the  faintly  possible  exception 
of  the  church,  medicine  is  the  most  rigidly  disci- 
plined of  man’s  endeavors  and  it  is  self  disciplined. 
In  300  years  the  people  of  Connecticut  have  found 
it  necessary  to  write  less  than  10  pages  of  public  law 
for  the  regulation  of  physicians  and  medical  prac- 
tice whilst  our  brethen  of  the  legal  profession  re- 
quire 350  pages  to  govern  their  procedure  and 
behavior. 

Colonel  Hubbard  was  reelected  to  the  Presidency 
in  1793  and  died  of  yellow  fever  in  Hartford  on 
October  1,  1794,  just  one  week  before  his  second 
term  as  President  w^as  to  end,  and  the  physicians  of 
the  State  wore  mourning  bands  on  their  left  sleeves 
for  a month  in  his  honor.  At  the  following  meeting 
held  in  Middletown  on  October  8,  1794  Eneas 
Munson  was  elected  to  be  the  President  of  the 
Society.  This  spirited  and  busy  New  Haven  physi- 
cian continued  as  the  President  until  1801  when  he 
failed  to  be  renominated,  through  what  some  have 
considered  to  be  a cabal  on  the  part  of  his  New 
Haven  colleagues  and  he  asked  to  be  dismissed  from 
the  Society.  There  is  no  record  that  his  request  w^as 
granted  but  his  name  does  not  appear  thereafter  in 
the  archives  of  the  Society  except  to  name  him  to 
the  original  faculty  of  the  Medical  Institution  of 
Yale  College.  Alunson  died  in  1826,  aged  92,  and 
for  nearly  70  years  he  was  an  important  figure  in 
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Connecticut  medicine. 

Not  much  time  was  lost  in  the  consideration  of  a 
formal  program  of  medical  education.  President 
Stiles  of  Yale  had  set  down  plans  for  a university 
including  a school  of  medicine,  but  did  not  live  to 
see  them  developed.  In  1807,  during  the  early  years 
of  the  administration  of  his  successor,  Timothy 
Dwight,  the  cooperation  of  the  Medical  Society  was 
sought  to  establish  the  school  and  in  October,  1810, 
the  Connecticut  Legislature  empowered  the  Presi- 
dent and  Fellows  of  the  Medical  Society  to  join 
with  the  President  and  Fellows  of  Yale  College  in 
the  formation  of  the  “Medical  Institution  of  Yale 
College.”  This  was  the  beginning  of  medical  educa- 
tion at  Yale  and  through  the  first  half  century  of  the 
School’s  history  it  was  administered  jointly  by  the 
Society  and  the  College.  The  Society  was  largely 
responsible  for  the  choice  of  the  faculty  of  the 
School  and  examined  all  candidates  and  determined 
those  who  should  receive  medical  degrees  and  for 
more  than  50  years  each  of  the  County  Medical 
Associations  had  the  privilege  of  naming  a student 
from  their  County  to  attend  the  School  gratuitously. 
Articles  of  union  between  the  Society  and  the  Col- 
lege continued  in  force  until  1885  when  they  were, 
by  mutual  agreement,  set  aside,  the  Society  appar- 
ently being  of  the  opinion  that  it  was  safe  to  let 
Yale  go  along  by  itself  after  75  years  of  guidance 
from  a stronger  hand. 

About  this  time  Mason  Fitch  Cogswell  of  Hart- 
ford became  the  leader  of  Connecticut  medicine.  He 
had  been  an  important  figure  in  the  founding  of  the 
medical  school  and  became  President  of  the  Society 
in  1812  and  continued  in  that  office  for  10  years. 
Dr.  Cogswell  was  a man  of  vision,  fine  judgment  and 
unusual  surgical  skill  and  his  period  of  administra- 
tion was  productive  of  many  achievements. 

Interest  in  the  pressing  problem  of  the  care  of 
the  insane  engaged  the  physicians  of  this  State  at  an 
early  date  and  was  brought  to  a focus  in  October, 
1812  at  the  meeting  when  Mason  Fitch  Cogswell 
was  elected  the  President  of  the  Society.  On  that 
day  Dr,  Dwight  of  Colchester  presented  a com- 
munication to  the  Society  on  the  discussion  of  the 
care  of  lunatics  and  the  necessity  of  a hospital  for 
them.  As  a result  of  Dr.  Dwight’s  presentation 
President  Cogswell  appointed  a committee  of  which 
he  himself  was  a member,  to  collect  information 
concerning  the  number  of  lunatics  in  the  State,  their 
whereabouts  and  their  care  with  instructions  to  re- 
port to  the  next  convention. 


Thus  started  a crusade  for  the  public  care  of  the 
insane  which  was  a major  purpose  of  the  Society  for 
more  than  50  years.  It  moved  slowly  for  a time  with 
committees  reporting  from  year  to  year  on  the 
incidence  of  lunacy  within  the  State.  Eventually  Eli 
Todd  of  Hartford  came  on  the  scene  and  served  on 
these  committees.  In  December,  1820,  Dr.  Todd 
brought  the  thinking  and  planning  about  the  care  of 
the  insane  to  a head  when  he  suggested  to  the  Hart- 
ford Medical  Society  that  the  physicians  of  the 
State  organize  a hospital  for  the  care  of  lunatics. 
When  the  State  Society  met  in  Hartford  in  May, 
1821,  the  project  was  well  launched.  In  October 
the  Society  voted  some  of  its  own  funds  for  the 
purpose  of  starting  the  hospital  and  additional 
money  was  obtained  by  public  subscription.  As  a 
result  the  Hartford  Retreat  was  chartered  by  the 
Legislature  and  received  its  first  patient  on  April  1, 
1824.  Dr.  Todd  was  its  first  medical  director  and  the 
Society’s  great  contribution  to  the  care  of  the  in- 
sane in  America  was  under  way. 

During  these  years  of  the  organizing  and  the 
financing  of  the  Retreat  in  which  Mason  Fitch 
Cogswell  played  such  an  important  part  he  also  had 
time,  stimulated  by  a sad  circumstance  in  his  own 
family,  to  start,  with  the  aid  of  a few  of  his  medical 
colleagues,  the  Connecticut  Asylum  for  the  Educa- 
tion and  Instruction  of  Deaf  and  Dumb  Persons 
which  was  incorporated  in  Aday,  1816.  It  was  the 
first  school  for  the  education  of  the  deaf  in  America 
and  will  ever  remain  a monument  to  Dr.  Cogswell. 

The  opening  of  the  Retreat  was  not  to  satisfy  the 
demand  for  the  care  of  the  insane  for  very  long.  It 
had  scarcely  gone  into  operation  before  members 
of  the  State  Society  resumed  their  efforts  to  have 
the  State  accept  the  burden  of  the  care  of  insane 
persons  but  it  took  more  than  40  years  to  convince 
the  Legislature  that  it  was  a public  responsibility  and 
it  was  not  until  1867  that  the  first  public  institution 
was  opened  in  Middletown. 

While  the  Retreat  was  being  planned  and  organ- 
ized other  ambitious  members  in  the  Society  were 
planning  a general  hospital  for  the  State.  It  was  to 
be  in  New  Haven,  “to  be  so  located  as  to  best  serve 
the  interests  of  the  Medical  Institution  of  Yale 
College.” 

In  the  official  history  of  the  New  Haven  Hos- 
pital written  by  Pliny  A.  Jewett  in  1876  he  says  in 
connection  with  the  founding  of  the  Hospital:  “The 
first  reported  action  found  to  exist  is  that  of  the 
Adedical  Society  of  this  City,  that  is  New  Haven, 
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and  is  in  the  following  words  in  the  handwriting  of 
Dr.  Virgil  M.  Dow: 

‘At  a meeting  of  the  Medical  Association  of  New 
Haven  8th  May,  1826  at  the  house  of  Dr.  J.  Skinner 
it  was  voted: 

That  a committee  of  six  be  appointed  to  solicit 
subscriptions  for  the  Hospital  and  that  said  com- 
mittee consist  of  Doctors  J.  Skinner,  Eli  Ives,  S. 
Punderson,  T.  B.  Beers,  J.  Knight  and  V.  M.  Dow’.” 

If  Dr.  Jewett  had  consulted  the  records  of  the 
State  Medical  Society  he  would  have  found  that  at 
the  annual  meeting  of  the  Society  on  May  11,  1825, 
a year  before  the  meeting  that  he  cites,  it  was  voted 
“that  the  report  of  the  committee  concerning  a 
general  hospital  in  this  State  be  accepted.”  The 
records  do  not  show  when  this  committee  was  ap- 
pointed but  it  is  at  least  safe  to  say  that  it  had  been 
appointed  before  May,  1825. 

At  the  annual  meeting  of  the  State  Society  in 
New  Haven  on  May  10,  1826  it  was  voted  unani- 
mously that 

“We  highly  approve  of  the  design  to  establish  a 
general  hospital  in  the  City  of  New  Haven  and  that 
Doctors  Ives,  Knight,  and  Hooker  be  a committee 
to  procure  an  Act  of  Incorporation  of  the  Society 
to  establish  the  same  and  to  endeavor  to  procure 
pecuniary  aid  from  the  Legislature  of  the  State  and 
from  such  other  sources  as  they  may  think  best.” 

How  fast  these  men  could  work  is  shown  by  the 
fact  that  only  two  weeks  later,  on  May  26,  the  Gen- 
eral Assembly  passed  an  act  incorporating  the  Gen- 
eral Hospital  Society  of  Connecticut.  The  Society 
gave  its  financial  assistance  to  the  new  Hospital  by 
voting  that  from  and  after  the  first  day  of  May, 
1826,  $5  of  each  fee  collected  from  the  recipients 
of  m.d.  degrees  should  be  paid  to  the  Treasurer  of 
the  Society  and  put  at  interest  and  reserved  for  a 
hospital  fund  to  be  given  to  the  General  Hospital 
Society  of  Connecticut  to  aid  in  the  financing  of  a 
hospital  at  New  Haven.  In  1828  the  Society  ap- 
pointed a committee  “to  forward  the  establishment 
of  a general  hospital”  and  that  the  committee  would 
wait  upon  the  Legislature  to  state  their  views  and 
wishes  concerning  the  financing  of  the  Hospital  and 
in  1829  a circular  was  issued  by  the  Society  recom- 
mending the  institution  to  the  benevolent  people  of 
the  State.  Finally  after  considerable  acrimonious 
discussion  a site  for  the  Hospital  was  selected  and 
the  building  which  many  of  us  tenderly  remember 
as  “Old  North”  was  designed  by  Ithiel  Town  and 
completed  in  1831,  and  the  Society  had  made  an- 


other invaluable  contribution  to  Connecticut.  The 
original  charter  of  the  General  Hospital  Society  of 
Connecticut  included  a provision  in  Article  I that 
the  President  and  Fellows  of  the  Connecticut  Medi- 
cal Society  should  be  ex-officio  members. 

There  was  not  another  general  hospital  in  the 
State  until  the  Hartford  Hospital  was  chartered  in 
1856.  Tradition  has  it  that  the  people  of  Hartford 
realized  the  necessity  for  a hospital  after  the  “ter- 
rible accident  at  the  car  factory  in  1854.”  The  State 
Medical  Society  had  no  official  part  in  the  organiza- 
tion of  this  Hospital  but  many  of  its  members  were 
important  in  its  founding  and  the  Society  in  a body 
attended  the  laying  of  the  corner  stone  on  May  27, 
1 857- 

Who  first  had  the  idea  for  a national  medical 
association  is  often  debated  but  it  is  quite  certain 
that  no  small  credit  belongs  to  the  members  of  this 
Society  who  were  active  in  the  organization  of  the 
National  Medical  Convention  which  was  the  fore- 
runner of  the  present  American  Medical  Associa- 
tion. 

The  first  National  Medical  Convention  was  held 
at  the  call  of  the  New  York  State  Medical  Society 
in  New  York  City  in  May,  1846.  Jonathan  Knight 
of  New  Haven  was  the  President  of  that  Conven- 
tion and  when  the  delegates  from  the  various  states 
met  in  Philadelphia  in  the  following  year  for  the 
purpose  of  perfecting  the  details  of  a national  medi- 
cal society  Dr.  Knight  was  again  the  presiding 
officer  of  the  Convention.  At  that  meeting  the  details 
of  the  founding  of  the  American  Adedical  Associa- 
tion were  concluded  and  the  Association  met  for 
its  first  Convention  in  Baltimore  in  May,  1848  and 
Jonathan  Knight  became  the  Vice-President  of  the 
Association  serving  with  Nathaniel  Chapman  of 
Pennsylvania,  the  first  President. 

During  the  early  years  of  the  American  Medical 
Association  Connecticut  physicians  were  prominent 
in  its  affairs  and  frequently  held  high  office  in  it. 
The  Association  met  in  New  Haven  for  its  13th 
annual  Convention  in  i860.  At  that  time  the  vener- 
able Eli  Ives  of  New  Haven  was  elected  to  the 
Presidency.  Dr.  Ives,  then  82  years  of  age,  had  en- 
joyed an  active  and  important  career,  was  a pro- 
fessor at  Yale  College  for  more  than  30  years,  a 
botanist  and  horticulturist  of  high  repute  and  a 
prosperous  practitioner  of  medicine.  His  term  as 
President  of  the  American  A4edical  Association  was 
disturbed  and  confused  by  inflammable  national 
circumstances  and  before  the  year  of  his  office  ex- 


pired  the  Civil  War  had  begun.  The  War  inter- 
rupted the  progress  of  the  Association  and  it  did 
not  have  another  Convention  after  the  New  Haven 
meeting  of  i860  for  three  years  when  it  met  in 
Chicago  in  1863. 

Physicians  are  by  training  and  temperament  essen- 
tially peace  loving  citizens  but  war  has  ever  twisted 
its  grim  skein  through  our  record.  Most  of  our 
founders  were  veterans  of  the  War  for  Independ- 
ence, and  how  history  repeats  itself  is  shown  point- 
edly by  an  early  note  in  our  archives  which  records 
that  William  Canfield  of  Litchfield  County  was 
issued  a duplicate  license  to  practice  medicine  to  re- 
place the  license  that  had  been  taken  away  from  him 
by  his  captors  when  he  was  a prisoner  of  the  British 
during  the  War  of  1812,  and  today  it  is  believed  that 
at  least  two  of  our  members  are  war  prisoners  in  the 
Phillipines.  At  the  beginning  of  the  war  between 
the  states  Governor  Buckingham  appointed  a com- 
mittee from  the  Society  to  interview  candidates  and 
pass  upon  applications  for  Connecticut  physicians 
seeking  appointments  as  surgeons  to  the  Union 
Army  and  now  again  there  is  in  our  office  a Recruit- 
ing Board  from  the  Army  serving  the  same  purpose. 
Physicians  now,  as  always  before,  are  ready  to 
accept  the  country’s  call  although  they  prefer  the 
errands  of  peace. 

It  is  not  easy  to  compress  the  story  of  all  of  these 
fruitful  years  into  this  necessarily  brief  presentation. 
History  does  not  just  happen,  its  events  are  the 


results  of  the  thoughts,  desires  and  ambitions  of 
mankind.  It  would  be  good  to  spend  some  time  with 
the  men  who  have  done  all  this,  to  tell  you  more 
about  stubborn  old  Colonel  Hubbard,  and  about 
Eneas  Munson  who  was  afraid  in  thunder  storms 
and  tried  to  turn  lead  into  gold;  about  Nathan 
Smith,  Surgeon  to  New  England,  whose  coming  to 
Connecticut  was  hindered  by  his  unorthodox  re- 
ligious beliefs;  and  Thomas  Miner  and  William 
Tulley  whom  I always  think  of  as  Damon  and 
Pythias;  about  Samuel  Holden  Parsons  Lee,  the 
penitent  renegade  who  made  known  to  the  public 
the  formula  of  his  famous  Bilious  Pills  so  that  he 
might  continue  in  the  Society,  and  remained  to 
become  one  of  its  leaders;  about  Lemuel  Hopkins 
and  his  poetry,  and  James  Gates  Percival,  the  mel- 
ancholy genius  of  Kensington,  and  Seth  Bird  of 
Litchfield  and  his  prodigious  capacity  for  brandy, 
and  the  great  figure  of  Jonathan  Knight.  What  a 
company  of  men  they  were  and  how  bright  they 
have  left  the  early  pages  of  our  history!  Even  Elisha 
Perkins,  who  was  here  honestly  enough  the  day  the 
Society  was  founded  and  a few  years  later  was  ex- 
pelled in  disgrace  for  his  magnificent,  magnetic 
folderol,  was  a character  in  this  quietly  moving 
drama.  For  a long  time  one  of  my  happy  avocations 
has  been  the  study  of  their  lives  and  their  deeds.  1 
feel  that  I know  them  well  and  they  are  my  friends. 
They  were  the  architects  of  their  own  fortunes  and, 
more  than  we  realize,  of  ours  too,  they  have  left  us 
a generous  tradition  and  a confident  self-reliance. 
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'T'HROUGH  the  generosity  of  Dr.  Frank  Mongillo 
■*•  of  New  Haven  the  Yale  Medical  Library  lias 
acquired  an  interesting  and  significant  item  of 
medical  memorabilia  in  the  form  of  a letter  written 
by  Dr.  John  Warren  of  Boston  to  Dr.  Leverett 
Hubbard  of  New  Haven.  The  letter  which  is  in  ex- 
cellent preservation  reads  as  follows: 

Boston  31  August  1789 
Sir, 

I was  honored  with  your  favor  enclosing  a Vol- 
ume of  the  Transactions  of  the  medical  Society  of 
New  Haven  county— I beg  you  Sir  to  present  to 
that  respectable  body  my  cordial  thanks  for  the 
Present  together  with  my  warmest  congratulations 
on  the  Success  with  which  they  have  pursued  the 
objects  of  their  Institution— A collection  of  extra- 
ordinary cases  in  Physic  and  Surgery  with  judicious 
observations  upon  the  circumstances  attending  them, 
must  undoubtedly  be  extremely  useful;  and  the 
Public  is  highly  indebted  to  your  Society  for  making 
a beginning  in  so  laudable  an  undertaking.  It  is  an 


example  worthy  the  Imitation  of  every  medical 
Association  on  the  continent  and  I hope  will  serve  as 
a Stimulus  to  their  exertions— with  sincere  wishes 
for  your  Success,  and  the  promotion  of  medical 
Science  in  general  I have  the  honour  to  be  your’s 
and  the  Society’s  most  obed  humble  servt  John 
Warren 

Dr.  Hubbard  to  be  communicated. 

The  transactions  referred  to  are  of  course  the 
“Cases  and  Observations;  by  the  Medical  Society  of 
New  Haven”  published  in  1788  and  acknowledged 
to  be  the  first  volume  of  medical  transactions  issued 
in  this  country.  This  is  the  volume  which  forms  the 
basis  of  Dr.  George  Blumer’s  excellent  chapter  in 
1 he  Heritage  of  Connecticut  Medicine. 

The  addition  of  this  document  to  the  important 
collection  of  medical  memorabilia  at  the  Yale  Medi- 
cal Library  should  serve  to  remind  the  physicians  of 
Connecticut  that  the  only  proper  and  safe  place  for 
such  treasures  is  in  such  a repository. 
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EDITORIALS 


The  People  Speak 

In  refusing  to  pass  the  recently  proposed  “osteo- 
pathic” bill,  the  House  of  Representatives  of  our 
Legislature  have  performed  a notable  service  and 
distinctly  expressed  the  will  of  the  People  of  Con- 
necticut. This  measure  which  would  have  allowed 
osteopaths  essentially  to  practice  internal  medicine 
had  no  argument  in  its  favor  other  than  that  of  con- 
ferring benefits  which  would  have  been  of  financial 
interest  to  seventy-five  of  our  citizens  now  prac- 
ticing osteopathy.  Among  the  arguments  of  the 
proponents  of  the  bill  was  that  its  passage  would  be 
a means  of  relieving  a shortage  of  physicians  caused 
by  the  absence  of  those  now  serving  the  armed 
forces.  At  a time  when  the  health  of  every  individual 
in  our  state  is  essential  for  the  furtherance  of  the  war 
effort  it  is  difficult  to  see  that  this  measure  to  in- 
crease the  scope  of  activity  of  this  group  of  inade- 
quately trained  men  could  possibly  serve  any  such 
useful  purpose.  Among  other  expressions  of  opinion 
which  preceded  the  deliberation  of  this  bill  a rather 
ancient  cry  was  resurrected  that  the  medical  pro- 
fession was  opposing  its  passage  solely  to  protect 
their  own  vested  interests.  Those  few  who  still  harp 


upon  this  theme  in  the  face  of  the  unexampled  | 
health  record  of  the  cities  and  towns  of  our  state  { 
show  a mental  fatuity  which  is  probably  futile  to  i 
endeavor  to  change.  Society  in  its  progress  has  | 
always  had  to  listen  to  such  individuals  and  it  is  to  i 
its  credit  that  in  our  form  of  democracy  it  has  | 
obeyed  the  admonition  of  Saint  Paul  and  suffered  [ 
them  gladly.  r 

That  the  measure  should  have  passed  one  branch  [ 
of  our  legislature  must  be  adjudged  kindly  on  the  E 
score  of  lack  of  information  by  that  body.  Any 
other  explanation  would  be  incredible.  However, 
because  of  this  it  again  becomes  apparent  that  it  is  the 
real  duty  of  the  medical  profession  in  our  state  to 
see  that  our  lawmakers  are  properly  informed  on 
matters  of  legislation  having  to  do  with  public 
health.  Doctors  by  inclination  notoriously  are  not 
politically  minded  in  the  usual  sense.  The  details  of 
legislative  action  are  not  only  largely  out  of  their  [ 
ken  but  few  of  their  numbers  take  time  to  be 
acutely  interested  in  such  matters.  Nevertheless,  as 
physicians  they  must  interest  themselves,  for  the  ^ 
great  achievements  in  the  field  of  public  health  in  1 
Connecticut  have  come  about  only  through  the 
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efforts  of  our  physicians  working  in  cooperation 
with  our  citizens  and  their  lawmakers. 

The  recent  action  on  the  part  of  our  truly  repre- 
sentative legislators  is  gratifying  to  the  physicians 
of  Connecticut  and  without  question  to  the  great 
majority  of  our  citizens. 

Medical  Manpower  Needs 

In  Medicine  and  the  War  section  of  this  issue  of 
the  Journal  are  published  statements  by  the  Sur- 
geons General  of  the  Army,  the  Navy  and  the  Pub- 
lic Health  Service,  and  by  the  Chairman  of  the 
Directing  Board  of  the  Procurement  and  Assign- 
ment Service.  These  statements  should  be  read  care- 
fully by  every  physician.  Unfortunately  Connecti- 
cut finds  itself  in  that  unhappy  position  of  having 
failed  to  date  to  supply  the  number  of  physicians 
for  the  armed  forces  which  it  has  been  asked  and 
expected  to  supply.  We  must  face  one  inescapable 
fact  as  we  thoughtfully  review  this  situation,  and 
that  is  that  our  fighting  men  and  those  who  must 
remain  behind  must  and  will  have  medical  care. 
The  choice  of  methods  of  obtaining  this  care  is  still 
in  our  own  hands.  Whether  or  not  it  remains  there 
will  depend  on  our  response  during  the  months 
immediately  ahead. 

It  is  no  secret  that  the  supply  of  physicians  under 
38  years  in  Connecticut  for  the  armed  forces  is 
practically  exhausted,  and  that  already  there  are 
being  declared  available  those  who  find  themselves 
in  the  38  to  45  age  group.  Dependency  can  no 
longer  act  as  a deterrent  of  a physician’s  availabil- 
ity. His  response  to  the  call  must  be  settled  with 
his  own  conscience.  Careful  perusal  of  the  State- 
ments published  should  leave  little  doubt  as  to  the 
need  in  all  three  branches  of  service.  The  bottom  of 
the  manpower  barrel  is  about  to  be  scraped  in  medi- 
cine as  in  every  other  walk  of  life. 

The  1943  Clinical  Congress 

The  success  of  the  1942  Clinical  Congress,  at 
which  548  physicians  registered,  is  ample  evidence 
that  even  in  war  time  a clinical  meeting  of  this  char- 
acter serves  a useful  purpose.  With  this  fact  in  mind 
the  State  Committee  for  the  Congress  has  formulated 
plans  for  the  1943  meeting,  which  will  be  held  in 
New  Haven  on  September  28  and  29. 

Because  of  the  use  of  certain  buildings  at  Yale 
University  by  the  Army  and  Navy,  it  has  been 
found  necessary  to  move  the  place  of  meeting  to 


the  rooms  of  the  New  Haven  Medical  Association 
on  Whitney  Avenue.  In  addition  to  this  change  in 
program,  the  Committee  has  decided  to  limit  the 
meetings  to  two  days  instead  of  three  and  to  direct 
the  scope  of  the  program  toward  clinical  problems 
associated  with  general  medical  practice.  It  is  the 
feeling  of  the  committee  members  that,  in  spite  of 
the  urgent  necessity  at  this  time  for  all  physicians  to 
become  familiar  with  the  general  aspects  of  war 
medicine,  those  now  serving  the  civil  population 
would  greatly  benefit  by  the  discussion  of  recent 
important  advances  in  clinical  medicine.  Our  mem- 
bers can  be  assured  that  the  list  of  speakers  will  be 
a notable  one.  It  is  not  too  early  to  encircle  these 
dates  on  your  calendar  and  to  make  a mental  reser- 
vation to  attend  these  important  meetings. 

Dr.  Lyman  Receives  Trudeau  Medal 


Since  1926,  the  National  Tuberculosis  Association 
has  awarded  annually  a medal  to  one  whose  work 
has  been  outstanding  in  the  campaign  against  tuber- 
culosis. Among  those  receiving  this  award  have  been 
such  eminent  clinicians  and  research  workers  as 
Theobald  Smith,  Edward  R.  Baldwin,  Sir  Robert 
Philip,  Allen  K.  Krause,  Lawrason  Brown  and  Leroy 
U.  Gardner.  This  year  the  committee,  the  chairman 
of  which  was  Florence  B.  Seibert,  saw  fit  to  bestow 
this  honor  upon  a former  President  of  the  Connecti- 
cut State  Medical  Society,  David  Russell  Lyman  of 
Gaylord  Farm,  Wallingford,  Connecticut. 

Dr.  Lyman,  a graduate  of  the  University  of  Vir- 
ginia and  Johns  Hopkins  Medical  School,  has  been 
actively  engaged  in  the  campaign  for  the  control  of 
tuberculosis  since  his  early  years  in  medicine,  when 
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he  was  associated  with  Lawrason  Brown  at  Saranac. 
Connecticut  was  fortunate  when  he  accepted  an 
invitation  in  1918  to  supervise  the  construction  of 
and  later  manage  the  Gaylord  Farm  Sanatorium, 
which  early  under  his  direction  and  continuously 
since  has  maintained  an  enviable  position  among 
sanatoria  throughout  the  United  States.  The  follow 
up  work  conducted  by  this  Sanatorium  has  been 
outstanding.  Annual  records  show  that  the  earnings 
of  the  arrested  cases  since  their  discharge  have  ex- 
ceeded the  total  cost  of  the  maintenance  of  the 
Sanatorium  since  it  was  first  opened. 

Dr.  Lyman’s  interest  in  tuberculosis  has  been  both 
national  and  international.  He  was  one  of  the  found- 
ers of  the  National  Tuberculosis  Association.  In 
1918  he  assisted  Livingston  Farrand,  the  head  of  the 
Rockefeller  Foundation,  in  rehabilitation  work  in 
France.  In  the  same  year  he  was  made  president  of 
the  National  Tuberculosis  Association.  For  a num- 
ber of  years  he  was  a member  of  the  Connecticut 
State  Tuberculosis  Commission  and  the  high  stand- 
ing of  State  Institutions  under  the  supervision  of 
that  Commission  is  in  large  part  due  to  his  en- 
thusiasm, foresight  and  wisdom. 

No  physician  has  shown  greater  sympathy  nor 
contributed  greater  aid  to  fellow  members  of  the 
medical  profession  afflicted  with  tuberculosis  than 
has  this  most  recent  recipient  of  the  Trudeau  Medal 
of  the  National  Tuberculosis  Association.  The  mem- 
bers of  the  Connecticut  State  Medical  Society  take 
proper  pride  in  offering  their  congratulations  to 
their  former  president  and  fellow  member. 

The  Pregnant  Woman  In  Industry 

To  appreciate  the  place  that  woman  is  occupying 
in  industry  today  one  need  only  look  at  the  figures 
supplied  by  the  Census  Bureau.  In  March,  1942, 
according  to  the  New  York  Times 1 there  were 
7,600,000  persons  in  the  nation’s  available  labor  re- 
serve for  full  time  work,  7,000,000  of  whom  were 
women.  In  November,  1942,  that  reserve  had  been 
reduced  to  5,000,000  of  whom  4,500,000  were 
women,  most  of  them  married  and  housewives.  The 
extent  and  the  increasing  size  of  the  problem  are 
thus  indicated  in  the  employment  of  3,500,000 
women  during  an  eight  months  period.  A large  per- 
centage of  these  women  are  in  the  childbearing  age 
and  a certain  number  of  these  will  become  pregnant 
while  they  are  employed.  Women  are  tempted  to 
enter  factories  by  the  inducement  of  an  increased 


income,  and  by  a patriotic  urge  to  do  their  part  inj  p 
this  gigantic  struggle.  jj 

In  many  instances  the  industrial  firm,  when  aware f 
of  the  employee’s  condition,  places  the  decision  of  0 
further  employment  of  the  pregnant  woman  square- F 
I y in  the  ]aP  of  the  private  physician,  usually  the) ' 
family  doctor.  Are  we  to  take  the  stand  that  all!  3 
industrial  occupations  formerly  filled  by  men  are 
too  hazardous  for  the  pregnant  woman,  or  are  we  1( 
to  urge  upon  the  factory  authorities  and  public  r 
health  officials  the  adoption  of  a program  which 
would  safeguard  the  health  of  employed  pregnant  e 
women?  And  if  the  latter,  at  what  point  in  thJ  f 
pregnancy  should  her  place  in  industry  be  cons  id- 1 1 
eied  no  longer  wise  or  safe?  I hese  are  questions!11 
which  medical  directors  and  personnel  managers  inu 
Connecticut  as  in  other  industrial  States  are  looking)  f 
to  us  as  a profession  for  the  answers.  0 

George  W.  Kosmak,  president  of  the  American  1 
Gynecological  Society,  has  expressed  the  opinion2  1 
that  it  should  be  possible  to  exempt  pregnant  '' 
w’omen  and  the  mothers  of  small  children  at"  least:  a 
until  we  have  exhausted  the  ranks  of  those  not  so 
involved.”  He  goes  on  to  say  that  “there  is  still  an  r 
army  of  young  women  engaged  in  non  essential  ' 
occupations,  a multitude  of  ‘hostesses,’  beauty  parlor  f 
attendants,  models,  vendors  of  amusements,  among  1: 
otheis,  who  might  be  more  profitably  employed  if  ' 
necessity  calls  for  them.  Let  pregnant  women  and  1 
mothers  of  small  children  fulfill  the  function  for  [ 
which  nature  and  civilized  society  has  designated  t 
them.  Motherhood  may  eventually  prove  more  a 
worthwhile  than  the  making  of  bullets.  Whatever  1 
the  problems  involved,  they  demand  attention  but  s 
then  possible  solution  must  depend  on  reasoned  r 
study  and  thought  and  not  hysteria.  Physically  and  t 
mentally  fit  women,  married  and  unmarried,  and  ' 
free  from  family  ties  should  be  found  in  our  vast  r 
population  in  sufficient  numbers  to  avoid  a resort  to  | 
the  other  groups  in  our  expanded  war  program.” 

In  some  of  the  States  thought  is  being  given  to  this 
pioblem.  Public  health  workers  and  industrialists  in 
Michigan  have  conferred  on  the  promotion  of  ii 
higher  health  standards  for  pregnant  women  in  in- 
dustry, stressing  the  importance  of  transferring  ’ 
expectant  mothers  from  hazardous  occupations,  a li 
longer  leave  of  absence  before  and  after  delivery,  1 
the  use  of  safety  devices  in  plants,  and  comfortable  n 
and  safe  wearing  apparel  when  at  work.  In  New  s 
Hampshire  there  has  been  incorporated  into  a bill 
to  be  legislated  a statement  making  pregnancy  com-  1 
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pensable  eight  weeks  before  and  eight  weeks  after 
delivery,  thus  encouraging  these  women  to  stop 
work  during  that  period.  In  Oregon  a new  division 
of  the  State  Board  of  Health,  known  as  Industrial 
Hygiene,  has  been  established  to  work  with  the 
Maternal  and  Child  Health  Division  in  preventing 
all  women  from  entering  hazardous  employment. 

Industry  itself  has  no  uniform  program.  Dr.  Char- 
lotte Silverman  of  the  U.  S.  Children’s  Bureau  has 
recently  made  a survey  of  the  situation,  investigat- 
ing seventy-three  plants  with  about  250,000  women 
employees  in  eleven  States.1 2  Of  these  plants,  sixty- 
four  were  found  to  have  fixed  policies  with  regard 
to  pregnant  women,  with  wide  variations  reflected 
in  the  courses  followed.  Some  discharge  a woman 
on  discovery  of  pregnancy,  others  set  a time  limit 
for  discharge,  while  others  discharge  on  the  advice 
of  the  family  physician.  Six  States  have  laws  per- 
taining to  the  employment  of  women  bearing  chil- 
dren. One  of  these  States  is  Connecticut  where  at 
least  four  weeks  vacation  is  required  before  and 
after  delivery. 

Connecticut  faces  an  acute  shortage  of  industrial 
manpower  so  that  in  some  sections  of  this  State 
women  are  being  urged  to  take  jobs,  either  full  or 
part  time.  As  far  as  can  be  ascertained  no  industry 
in  this  State  has  a complete  program  for  safeguard- 
ing the  health  of  mother  and  child.  Moreover,  the 
method  of  reporting  pregnancy  among  women  em- 
ployees varies  from  a voluntary  one  on  the  part  of 
the  worker  to  a haphazard  one  of  reporting  by  first 
aid  nurses  or  female  guards.  The  reasons  for  this  are 
obvious  as  many  fear  immediate  discharge,  loss  of 
seniority  rights,  and  necessarily  loss  of  income.  Pre- 
natal care  is  in  many  instances  postponed  beyond 
the  point  of  safety.  One  large  plant  which  practices 
voluntary  reporting  supplies  prenatal  care,  place- 
ment on  light  work  through  the  second  trimester  of 
pregnancy,  and  insurance  benefits  for  six  weeks. 
This  system  has  apparently  overcome  the  reluctance 
to  report  to  the  plant’s  medical  department. 

If  pregnant  women  must  be  employed  in  industry 
in  this  State,  a fact  not  as  yet  proven  to  be  true,  it 
would  seem  advisable  to  draw  up  a program  which 
would  safeguard  their  health  and  assist  industry  in 
handling  the  problem.  Toward  this  end  the  Public 
Health  Committee  and  the  Industrial  Health  Com- 
mittee of  the  State  Medical  Society  are  giving  their 
serious  thought. 

1.  The  New  York  Times,  March  31,  1943. 

2.  Virginia  Medical  Momhly,  March,  1943,  Guest  Editorial. 


Connecticut  Loses  a Leader 


David  Chester  Brown 


The  Connecticut  State  Medical  Society  has  lost  a 
valued  supporter  and  a true  friend  in  the  death  of 
Dr.  D.  Chester  Brown  of  Danbury.  He  was  a states- 
man in  medicine  and  medical  practice  in  our  state 
is  better  and  is  on  a sounder  basis  because  of  him. 
Included  in  the  many  positions  which  he  one  time 
honored  was  that  of  membership  of  the  Board  of 
Trustees  of  the  American  Medical  Association  and 
the  Presidency  of  our  Society.  In  these  and  other 
positions  of  trust  his  was  a forceful  and  benignant 
influence.  His  thoughtful  and  far  seeing  vision  was 
notable  and  his  fine  understanding  of  the  vagaries  of 
human  nature  endeared  him  to  friend  and  opponent 
alike.  His  warm  personality  will  never  be  forgotten 
by  those  who  were  privileged  with  his  comradeship. 
The  distinguished  career  of  Dr.  Brown  as  a physician 
will  be  commented  upon  in  a later  issue  of  this  Jour- 
nal by  his  biographer.  At  this  time  we  wish  to 
record  our  deep  sense  of  personal  loss  and  to  extend 
to  his  family  our  sincere  sympathy.  The  members  of 
our  Society  will  remember  him  as  a true  counsellor 
and  a loyal  friend  in  the  finest  meaning  of  these 
words. 
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Dr.  Margaret  Craighill  Commissioned 

Member  of  The  Connecticut  State  Medical  Society 
First  woman  commissioned  in  the  Medical 
Corps  of  the  Army 


Dr.  Margaret  D.  Craighill,  formerly  of  Green- 
wich, has  been  commissioned  a Major  in  the 
Medical  Corps  of  the  Army  of  the  United  States 
under  recently  enacted  legislation  authorizing  the 
commissioning  of  women  physicians.  Major  Craig- 
hill’s  father  and  grandfather,  Colonel  William  E. 
Craighill  and  General  William  P.  Craicrhill,  were 
both  graduates  of  West  Point.  Dr.  Craighill 
was  born  in  Southport,  North  Carolina,  in  1898, 
one  of  six  daughters,  and  spent  her  childhood  in 
Mobile,  Alabama,  where  she  was  privately  educated, 
and  also  in  Portland,  Maine,  where  she  attended 
public  high  school.  She  received  her  Bachelor’s 
degree  from  the  University  of  Wisconsin  in  1920, 
her  Master  of  Science  from  Wisconsin  in  1921  and 
her  m.o.  from  Johns  Hopkins  in  1924.  Following 
her  graduation  in  medicine  Dr.  Craighill  served 
as  an  intern  in  surgery  and  gynecology  at  the 
Hopkins  Hospital.  During  her  college  course 
Dr.  Craighill  spent  a year  with  the  chemical  war- 
fare service  at  the  Edgewood  Arsenal,  Maryland, 
studying  toxicology  of  war  gases.  From  1925  to 
1926  she  was  assistant  in  pathology  in  the  Yale 
Medical  School  and  from  1926  to  1928  was  resident 
in  gynecology  at  Johns  Hopkins. 

After  completing  her  residency  at  Hopkins 
Dr.  Craighill  settled  in  Greenwich,  Connecti- 
cut, where  she  was  in  practice  until  1940  when  she 


became  the  dean  of  the  Woman’s  Medical  College  tli 
of  Pennsylvania,  Philadelphia.  Major  Craighill  is  a j es 
fellow  of  the  New  York  Academy  of  Medicine,  of  11 
the  American  College  of  Surgeons,  is  a diplomate  j 1 
of  the  American  Board  of  Obstetrics  and  Gynecol-  : ' 
ogy  and  maintains  her  membership  in  The  Con- 
necticut State  Medical  Society. 

Problems  of  International  Health 

At  the  request  of  the  Journal  Prof.  C.  E.  A.  Winslow  of  1 
Yale  Unversity  offers  the  following  editorial  comment  on  ( 
the  paper  by  Dr.  Hamilton  appearing  in  this  issue. 

As  one  who  later  had  the  privilege  of  serving 
with  the  Health  Committee  of  the  League  of 
Nations,  I can  particularly  commend  Dr.  Alice 
Hamilton’s  article  on  “The  International  Control  of 
Disease  After  the  War,”  in  which  she  discusses  some 
of  the  work  done  at  Geneva. 

The  Health  Section  rendered  invaluable  service  in 
the  international  standardization  of  sera  and  drugs; 
in  special  studies  on  cancer  control,  on  malaria,  on 
nutrition  and  housing;  in  the  collection  and  dis- 
semination of  information  in  regard  to  the  preva- 
lence of  organic  disease;  in  intensive  surveys  and  the 
development  of  special  programs  for  nutrition  in 
Chile,  malaria  control  in  Greece,  control  of  sleeping 
sickness  in  Africa  and  the  like;  and  finally  by  pro- 
vision for  the  study  by  public  health  experts  from 
various  countries  of  the  methods  of  procedure  used 
in  other  lands. 

Since  Dr.  Hamilton’s  article  was  written,  there 
remains  only  one  member  of  the  Health  Secretariat 
at  Geneva.  Much  of  the  work  it  did,  however,  still 
goes  on.  The  entire  movement  for  the  study  of  the 
hygiene  of  housing  in  the  United  States  was  initi- 
ated at  the  direct  request  of  the  Housing  Commis- 
sion of  the  Health  Section.  At  the  moment  plans  for 
post  war  health  and  medical  service  are  being  devel- 
oped by  the  Leith-Ross  Committee  in  London,  and 
by  the  Office  of  Foreign  Relief  (under  Governor 
Lehman)  in  this  country.  It  is  of  interest  to  note  that 
Dr.  Gautier,  the  Director  of  the  Health  Section  of 
the  League,  has  recently  been  called  from  London  to 
Washington  for  consultation  in  regard  to  this  pro- 
gram; and  it  is  hoped  that  within  a very  few  months 
the  whole  problem  of  relief  and  rehabilitation- 
including  health  as  one  of  its  major  aspects— will  be 
turned  over  to  a United  Nations  organization. 

No  one  can  tell  how  far  the  old  League  of  Nations 
will  be  integrated  with  the  international  planning  of 
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the  future;  but  it  is  clear  that  if  it  is  not  utilized, 
essentially  the  same  machinery  must  be  set  up  under 
another  name.  We  may  be  well  satisfied  if  whatever 
machinery  is  set  up  operates  as  well  as  the  Health 
Section  of  the  League  did  in  the  past. 

Nicholas  Copernicus  — Physician, 
Statesman  and  Scientist 

The  Western  Hemisphere  is  now  turning  its  eyes 
toward  the  East,  toward  the  fields  of  battle,  the 
oceans  of  conquest,  the  skies  of  conflict.  The  heel  of 
the  enemy  invader  has  trampled  far  and  fiercely 
and  in  no  land  has  it  been  felt  more  than  in  Poland. 
When  the  Germans  entered  that  country  in  1939 
they  announced  that  they  would  make  a cultural 
wilderness  out  of  the  land  they  conquered.  All  the 
universities  and  all  secondary  schools,  except  some 
trade  schools,  have  been  closed.  Scientific  labora- 
tories, museums  and  university  libraries  have  been 
looted;  hundreds  of  university  professors  have  been 
thrown  into  concentration  camps;  scores  of  others 
died  after  release  and  before  the  firing  squad. 

It  is  a fitting  time  to  do  homage  to  one  of  Poland’s 
greatest,  Nicholas  Copernicus,  who  died  in  Varrnia 
just  400  years  ago.  Dr.  Stephen  P.  Mizwa  in  his  book 
on  “The  Life  Story  of  Copernicus,  1473-1543  says: 
“Copernicus  was  the  most  original  and  not  the  least 
versatile  genius  of  Poland.  He  was  a churchman,  a 
painter,  and  a poet,  a physician,  and  economist,  a 
statesman,  a soldier  and  a scientist;  a churchman  by 
the  wish  of  his  guardian  uncle  (Bishop  Lucas  of 
Varrnia)  and  by  vocation,  an  artist  for  relaxation,  a 
physician  by  training  and  by  predilection,  an  econo- 
mist by  accident,  a statesman  and  a soldier  by  neces- 
sity, and  a scientist,— by  the  Grace  of  God  and  by 
the  sheer  love  of  the  truth  for  truth’s  sake.  Yet  he 
found  time,  in  the  words  of  the  English  historian  of 
astronomy,  A.  M.  Clerke,  to  elaborate  an  entirely 
new  system  of  astronomy,  by  the  adoption  of  which 
man’s  outlook  on  the  universe  was  fundamentally 
changed.” 

The  story  of  this  physician— astronomer  is  a stimu- 
lating one.  With  it  is  linked  the  early  history  of  the 
Polish  Corridor  where  Torun,  the  birthplace  of 
Copernicus,  was  located.  The  University  of  Krakow 
boasted  him  as  a student  from  1491  to  1495.  From 
1501  to  1503  he  studied  medicine  at  the  University 
of  Padua,  Italy,  and  at  the  same  time  obtained  a 
doctor’s  degree  in  canon  law  at  Ferrara.  And  then 
after  becoming  commander  in  chief  of  his  be- 
leagured  city  of  Olsztvn  during  the  war  with  the 
Teutonic  Order,  he  assumed  the  administration  of 
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church  property  of  the  duchy— bishopric  of  Varrnia. 
A strange  record  culminating  in  the  publication  of 
De  Revolutionibus  Orbium  Coelestium,  which 
revolutionized  man’s  conception  of  the  solar  system 
and  ushered  in  the  era  of  modern  science! 

On  May  24  the  Kosciuszko  Foundation  sponsored 
commemorative  exercises  in  this  country  as  a tribute 
to  Copernicus,  one  of  the  greatest  Poles  of  all  his- 
torv.  The  attention  of  leading  intellectuals  and  of 
the  public  spirited  men  and  women  throughout  the 
Western  Hemisphere  is  being  focussed  upon  the 
gigantic  task  of  reconstruction  of  Polish  universities 
and  technical  schools  which  will  need  to  be  restored 
with  the  help  of  the  civilized  world  when  this  great 
struggle  is  over.  When  the  Germans  entered  Kra- 
kow in  1939  they  silenced  the  trumpeter.  His  hourly 
signal  from  the  church  tower  in  the  square  is  no 
longer  heard,  “but  his  melody  lingers  on.” 

Dr.  Clifford  Speaks  for  Connecticut 

A recent  number  of  The  Mother,  the  bulletin  of  the 
American  Committee  on  Maternal  Welfare  is  devoted  to  the 
problems  of  maternal  and  child  care  in  which  the  state 
heads  of  maternal  and  child  health  divisions  offer  statements 
concerning  these  problems  in  their  states.  Dr.  Martha  L. 
Clifford  of  our  State  Board  of  Health  speaks  for  Connecti- 
cttt  and  her  remarks  are  reprinted  here  because  of  their 
great  interest  to  our  readers. 

Connecticut  is  primarily  an  industrial  state  and 
because  of  the  expansion  of  its  war  industries  in 
recent  months,  the  influx  of  new  workers  has  cre- 
ated a problem  of  overcrowding,  especially  in  the 
cities.  With  the  added  factors  of  a rising  birth  rate 
and  a marked  increase  in  wage  levels  so  that  many 
young  couples  now  have  sufficient  income  to  in- 
crease the  size  of  their  families,  the  maternity  sec- 
tions of  most  hospitals  have  been  crowded. 

Since  1937,  hospitals  caring  for  maternity  patients 
have  been  inspected  and  licensed  by  the  State  De- 
partment of  Health.  To  take  care  of  the  increased 
number  of  patients,  minimum  standards  have  been 
suggested  to  hospitals  to  provide  safe  care  for  all 
patients;  underlying  principles  have  been  empha- 
sized rather  than  techniques  of  care.  Simplification 
of  postpartum  nursing  care,  reduction  of  the  fre- 
quency of  weighing  and  elimination  of  the  bathing 
of  infants  are  reducing  the  nurses’  work  and  allow- 
ing them  to  carry  on  essential  service  completely. 
Visitors  have  been  practically  eliminated  in  many 
hospitals.  Referral  of  patients  for  follow-up  by  a 
public  health  nurse  and  the  integration  of  the  serv- 
ices of  physicians,  hospitals,  public  health  agencies, 
and  social  welfare  workers  are  leading  to  better 
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community  understanding  of  the  care  of  maternity 
patients  and  should  be  extended  after  the  war. 

One  need  which  has  been  felt  in  areas  where 
maternity  patients  are  sent  home  on  their  third  or 
fourth  day  postpartum  has  been  that  of  obtaining 
help  in  the  home.  The  public  health  nurses  take  care 
of  the  nursing  needs  but  household  help  is  practi- 
cally unobtainable,  and  new  residents  frequently 
have  no  neighbor  who  will  assist  them.  A plan  for 
obtaining  and  using  volunteers  to  assist  new  mothers 
in  household  tasks  is  being  tried  in  selected  areas  of 
the  State. 

The  manpower  situation  in  some  sections  of  Con- 
necticut has  become  serious  enough  to  canvass  for 
women  workers.  Women  with  family  responsibil- 
ities are  being  encouraged  to  take  part  or  full  time 
work  as  well  as  carry  on  their  household  duties. 
Some  provision  for  day  care  of  small  children  of 
working  mothers  has  been  made  in  most  of  the  cities. 
Pregnant  women  in  the  larger  industries  where 
there  is  a well  organized  health  program  are  urged 
to  report  early  in  pregnancy  to  obtain  prenatal  care, 
and  they  are  given  suitable  jobs  as  long  as  they  are 
able  to  work.  A State  law  requires  at  least  four 
weeks’  vacation  before  and  after  delivery. 


available  to  physicians,  without  charge,  chiefly 
through  the  16,000  Field  Representatives  of  the 
Metropolitan  Life  Insurance  Company.  Physicians 
who  wish  a copy,  and  who  have  not  secured  one  by  , 
June  1,  should  write  to  Dr.  George  M.  Wheatley, 
Assistant  Medical  Director,  Metropolitan  Life  Insur- 
ance Company,  1 Madison  Avenue,  New  York, 
N.  Y. 


Yale  To  Have  Steiner  Memorial 

1 he  Yale  Medical  Library  announces  a gift  from 
Mr.  Elisha  H.  Cooper  of  New  Britain  for  the  fur-  i 
nishing  of  a room  as  a memorial  to  the  late  Dr.  ; 
Walter  R.  Steiner  of  Hartford.  This  room  which 
adjoins  the  Historical  Library  will  be  used  as  a 
student  reading  room  and  will  also  house  Yale  medi- 
cal memoriabilia.  In  this  collection  are  many  items 
of  historical  interest  which  were  mven  by  Dr. 


Steiner  during  his  lifetime  and  since  his  death  others 


have  been  added  from  his  collection  by  the  gener- 
osity of  his  sisters.  Dr.  Steiner  was  a classmate  of 
Mr.  Cooper  in  the  class  of  1892  Yale  College. 


Physician’s  Handbook  on  Rheumatic  Fever 

Rheumatic  Fever  in  Children— Its  Recognition  and 
Management,  a 32-page  clinical  handbook  written 
for  the  practicing  physician,  has  just  been  released 
by  the  Metropolitan  Life  Insurance  Company.  It 
assembles  under  one  cover  the  modern  concepts  of 
the  disease;  its  nature,  diagnosis  and  prognosis  and 
the  individual  and  community  problems  involved  in 
the  care  of  the  patient.  A group  of  distinguished 
clinicians  and  the  following  organizations  assisted 
in  its  preparation:  the  American  Heart  Association, 
the  American  Academy  of  Pediatrics,  the  Children’s 
Bureau  of  the  United  States  Department  of  Labor 
and  the  United  States  Public  Health  Service.  Other 
educational  material  has  been  developed  by  the 
Company  in  connection  with  its  national  program 
to  reach  the  general  public  and  the  medical  profes- 
sion with  information  on  this  disease. 

Single  copies  of  the  handbook  are  being  made 


Died  In  die  Service 

Dr.  Theodore  L.  Chamberlain,  a commissioned 
officer  in  the  United  States  Public  Health  Service 
detailed  for  duty  with  the  Coast  Guard,  lost  his  life 
as  a result  of  an  airplane  accident  on  May  1,  1943. 
Further  details  of  the  incident  are  not  available. 

Dr.  Chamberlain  was  born  in  Hartford,  Connecti- 
cut, on  Washington’s  birthday  in  1915.  He  was 
graduated  from  Yale  College  in  1936  and  received 
his  m.d.  from  the  Yale  Medical  School  in  1940.  He 
served  a two  years’  internship  on  the  medical  serv- 
ice at  the  Presbyterian  Hospital  in  New  York  City, 
was  a diplomate  of  the  National  Board  of  Medical 
Examiners  and  was  licensed  to  practice  medicine  in 
Connecticut  in  1942.  Dr.  Chamberlain  entered  the 
Public  Health  Service  as  a reserve  officer  in  the 
spring  of  1942.  For  a time  he  served  at  the  United 
States  Maritime  Service  Training  Station,  Fort 
Trumbull,  New  London,  later  at  the  Marine  Hos- 
pital in  Chicago  and  finally  with  the  Coast  Guard. 
At  the  time  of  entering  the  service,  Dr.  Chamber- 
lain’s residence  was  in  Glastonbury. 


PROFESSIONAL  HEADACHES:  — Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-21^8  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 
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New  Members  Elected  at  Annual  Meetings 
April,  1943 

Fairfield  County  Association 

Eric  L.  Bernstein,  Westport  Sanitarium,  Westport, 
McGill  1935 

George  H.  Gerow,  State  Street,  Westport,  Toronto 
! !925 

Harry  G.  Houze,  Westport  Sanitarium,  Westport, 
Queens  1924 

Joseph  M.  Lesko,  1395  Boston  Avenue,  Bridgeport, 
Duke  1938 

. John  J.  O’Neill,  1445  Stratford  Avenue,  Stratford, 
Tufts  1932 

Paul  J.  Soley,  West  Norwalk  Road,  Darien,  Cornell 
1927 

Thayer  Willis,  Bettswood  Road,  Norwalk,  Yale 
J936 

H artford  County  Association 

Florence  A.  Browne,  550  Main  Street,  Hartford, 
Johns  Hopkins  1920 

John  Fritz,  216  Washington  Street,  Hartford, 
Vienna  1915 

Gerald  G.  Greene,  Veterans  Hospital,  Rocky  Hill, 
Harvard  1939 

Rocco  G.  Lapenta,  1307  Albany  Street,  Hartford, 
George  Washington  1937 

Nicholas  A.  Marinaro,  Cedarcrest  Sanitarium,  Hart- 
ford, St.  Louis  1930 

Middlesex  County  Association 

Marjorie  C.  Meehan,  Elmcrest  Manor,  Portland, 
Johns  Hopkins  1932 

Abraham  B.  Rafkind,  Middlesex  Hospital,  Middle- 
town,  Paris  1937 

John  C.  Statham,  Connecticut  State  Hospital, 
Middletown,  Georgia  1928 

Edward  K.  Wilk,  Connecticut  State  Hospital, 
Middletown,  Baylor  1936 

New  Haven  County  Association 

Robert  A.  Bonner,  Jr.,  103  North  Main  Street, 
Waterbury,  Maryland  1938 


Patrick  A.  Centrone,  253  West  Carlisle  Street,  New 
Haven,  Tufts  1935 

David  F.  Conway,  Jr.,  743  Winchester  Avenue,  New 
Haven,  Columbia  1937 

Simon  D.  Doff,  Grace  Hospital,  New  Haven,  Long 
Island  College  1939 

Stanley  H.  Durlacher,  294  Livingston  Street,  New 
Haven,  Yale  1938 

Malcolm  S.  Eveleth,  789  Howard  Avenue,  New 
Haven,  Johns  Hopkins  1938 
Reginald  E.  Gillson,  255  Bradley  Street,  New 
Haven,  Vermont  1929 

Charles  H.  Hodgkins,  59  College  Street,  New 
Haven,  Hahnemann  1936 

Samuel  A.  Jaffe,  Grace  Hospital,  New  Haven,  New 
York  University  1938 

Richard  C.  Meo,  27  State  Street,  Waterbury,  George 
Washington  1934 

Frank  Payne,  Presbyterian  Hospital,  New  York, 
Harvard  1937 

Orlando  Pel  1 iccia,  Jr.,  525  Whitney  Avenue,  New 
H aven,  Johns  Hopkins  1939 
John  D.  Prior,  64  Robbins  Street,  Waterbury, 
Toronto  1928 

County  Association  Officers  1943-1944 

Fairfield  County  Association 
President:  Francis  J.  Wales,  Monroe 
Vice-President:  Donald  J.  Knowlton 
36  Mason  Street,  Greenwich 
Secretary:  J.  Grady  Booe 

144  Golden  Hill  Street,  Bridgeport 
Treasurer:  Clifton  J.  Taylor 

881  Lafayette  Street,  Bridgeport 
Councilor:  Samuel  F.  Mullins 
1 16  Main  Street,  Danbury 

Hartford  County  Association 
President:  Edward  J.  Whalen 
750  Main  Street,  Hartford 
Vice-President:  D.  C.  Y.  Moore 
689  Main  Street,  South  Manchester 
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Secretary-Treasurer:  Austin  Kilbourn 
38  Prospect  Street,  Hartford 
Councilor:  Arthur  B.  Landry 

50  Farmington  Avenue,  Hartford 
Business  Office:  38  Prospect  Street,  Hartford 

Litchfield  County  Association 

President:  Richard  J.  Lawton 
9 North  Main  Street,  Terry ville 
Vice-President:  Arthur  H.  Jackson,  Washington 
Secretary -Treasurer:  W.  Bradford  Walker 
Cornwall 

Councilor:  Charles  H.  Turkington 
On-The-Green,  Litchfield 

Middlesex  County  Association 

President:  Walter  N.  Nelson 

76  Main  Street,  Cromwell 
Vice-President:  Louis  Loffredo 

77  Crescent  Street,  Middletown 

Secretary:  Frank  H.  Couch 
Cromwell  Hall,  Cromwell 
Councilor:  Charles  Russman 
Box  361,  Middletown 

New  Haven  County  Association 

President:  Louis  H.  Nahum 

1142  Chapel  Street,  New  Haven 
Vice-President:  Andrew  J.  Jackson 
20  East  Main  Street,  Waterbury 
Clerk:  Ralph  E.  McDonnell 

158  Whitney  Avenue,  New  Haven 

Councilor:  Herbert  Thoms 

789  Howard  Avenue,  New  Haven 

New  London  County  Association 

President:  Charles  Kaufman 
308  State  Street,  New  London 
Vice-President:  Albert  Quintiliani 
43  Broadway,  Norwich 
Secretary-Treasurer:  1 homas  Soltz 
52  Huntington  Street,  New  London 


IICUT  STATE  MEDICAL  JOURNAL! 

Councilor:  George  H.  Gildersleeve 
310  Main  Street,  Norwich 

Tolland  County  Association 
President:  Frank  B.  Converse 
68  Prospect  Street,  Rockville 
Vice-President:  Wendelin  G.  Luckner 
Stafford  Springs 

Secretary:  Major  Francis  H.  Burke,  MC— USA 
Acting  Secretary:  John  E.  Flaherty 
42  Elm  Street,  Rockville 

Councilor:  Charles  T.  LaMoure,  Windham  Center 

Windham  County  Association 
President:  Gerard  M.  Chartier 
148 ’A  Main  Street,  Danielson 
Vice-President:  Michael  D.  Riordan 
29  North  Street,  Willimantic 
Secretary:  Ralph  L.  Gilman,  Storrs 
Councilor:  Robert  C.  Paine,  Thompson 

Clinical  Congress  Committee  Meets 
A meeting  of  the  Central  Committee  of  the  Con- 
necticut Clinical  Congress  was  held  at  the  Graduate 
Club  on  May  4 at  6:00  p.  m.  The  following  members 
were  present:  Doctors  Blake,  Evans,  Nahum,  San- 
ford, Strauss,  Thoms,  Vestal,  Wakeman.  It  was  the 
general  opinion  of  the  Committee  that  plans  should 
go  forward  to  hold  the  Nineteenth  Clinical  Con- 
gress, particularly  in  view  of  the  success  of  the 
Congress  of  last  year.  Certain  changes  were  dis- 
cussed, however,  and  the  general  plan  for  the  coming 
Congress  stands  as  follows: 

The  Congress  will  be  held  two  days  instead  of 
three  on  September  28  and  29,  1943.  Arrangements 
will  be  made  with  the  New  Haven  Medical  Associa- 
tion to  hold  the  meetings  in  their  building.  The  gen- 
eral pattern  of  the  program  was  considered  and  it 
was  agreed  to  emphasize  the  progress  in  medical 
practice  rather  than  to  consider  a program  of  war 
medicine.  Dr.  Nahum  agreed  to  submit  to  the  mem- 
bers of  the  Congress  suggestions  for  the  program. 


THE  PSYCHOLOGICAL  EFFECT  — on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 
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Statement  of  the  Surgeon  General  of  the 
United  States  Army 

The  Army  is  increasing  in  size;  more  medical 
officers  are  required.  New  units  are  being  formed 
and  many  new  general  hospitals  are  under  construc- 
tion at  many  points  in  the  United  States.  Some  basic 
training  must  be  given  to  medical  officers  before 
they  are  assigned  to  purely  medico-military  duties; 
for  this  reason,  they  are  needed  one  or  two  months 
prior  to  actual  assignment.  For  the  protection  of  the 
health  of  the  civilian  population,  the  quotas  for 
physicians  must  be  fairly  distributed  throughout 
the  country.  Certain  states  are  far  behind;  they  will, 
it  is  hoped,  do  everything  possible  to  furnish  their 
quotas  at  once. 

Statement  of  the  Surgeon  General  of  the 
United  States  Navy 

In  order  to  plan  intelligently  I have  reviewed  the 
personnel  situation  in  the  Medical  Department  of 
the  Navy.  There  is  a deficit  of  approximately  nine 
hundred  medical  officers  for  the  next  six  months, 
based  on  minimal  requirements.  The  Bureau  of 
Medicine  and  Surgery  calls  medical  officers  to  active 
duty  when  billets  are  available,  does  not  build  up 
too  large  a Reserve  at  any  time.  Consequently,  pro- 
curement must  go  on  in  an  orderly  fashion,  if  we 
are  to  meet  the  demands  that  will  be  placed  upon 
us  as  the  offensive  fighting  develops.  We  can  not 
afford  to  have  the  deficit  increase  beyond  its  present 
ievel;  if  it  does  we  will  not  be  able  to  give  first-class 
medical  service  to  our  wounded. 

The  Medical  Department  of  the  Navy  is  charged 
with  maintaining  the  health  of  all  the  personnel  of 
the  Navy  and  the  Marine  Corps;  in  addition  it  must 
care  for  the  dependents  of  the  officers  and  men.  We 
look  to  the  medical  profession  of  our  nation  to  come 
forward  with  the  available  doctors  that  can  be 
spared  from  civil  life  to  aid  in  our  military  necessity. 
In  the  main,  the  profession  has  responded  nobly. 
There  are  some  localities  where  this  is  not  so.  In 
those  localities  the  medical  profession  should  cause 
the  pressure  of  public  opinion  to  bear  on  all  eligible 
doctors  and  thereby  bring  to  their  attention  the 
seriousness  of  failing  to  do  their  patriotic  duty. 


The  medical  profession  is  faced  with  a challenge 
of  furnishing  medical  service  to  the  Armed  Forces 
and  to  the  civil  population  during  the  active  state  of 
war  and  in  the  post  war  period,  which  we  hope  is 
not  too  far  distant.  Should  the  profession  fail  in 
cither  regard  many  forces  may  develop  that  will 
destroy  the  practice  of  medicine  as  we  know  it. 
This  would  be  disastrous  and  it  is  something  that 
we  can  not  afford  to  allow  to  come  about.  In  all 
seriousness,  the  doctors  of  medicine  in  the  United 
States  should  take  stock  carefully  of  their  own 
immediate  situations  and  should  give  every  assist- 
ance in  planning  to  see  that  medicine  plays  its 
responsible  part  in  this  and  coming  years. 

Statement  of  the  Surgeon  General  of  the 
United  States  Public  Health  Service 

During  the  next  twelve  months,  the  Public  Health 
Service  will  require  approximately  600  medical 
officers  for  full-time  active  duty  in  the  reserve  com- 
missioned corps.  These  physicians  will  be  recruited 
on  an  average  of  50  a month— 25  for  service  in  the 
U.  S.  Coast  Guard,  and  25  for  general  service. 

In  addition  to  the  medical  officers  assigned  to  the 
Coast  Guard,  physicians  are  needed  for  duty  in  the 
Marine  Hospitals  and  the  medical  program  of  the 
War  Shipping  Administration,  as  well  as  for  detail 
to  general  public  health  work  in  State  and  local 
health  departments,  and  for  such  specialized  war 
programs  of  the  Public  Health  Service  as  tuber- 
culosis control,  venereal  disease  control,  industrial 
hygiene,  and  community  medical  services. 

The  Service  also  expects  this  year  to  commission 
some  5,000  physicians  in  the  inactive  reserve.  These 
doctors  will  be  available  for  active  duty  in  the 
event  of  acute  emergency  in  their  own  or  nearby 
communities.  T hey  will  not  be  called  for  active 
duty  unless  an  acute  emergency  exists,  and  will  be 
retained  only  for  the  duration  of  such  an  emer- 
gency. This  recruitment  of  inactive  officers  is 
undertaken  as  a part  of  the  cooperative  program  of 
the  Public  PTealth  Service  and  the  Office  of  Civilian 
Defense. 

The  needs  of  State  and  local  health  departments 
fer  physicians  have  increased  greatly  during  the 
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past  year.  In  January  1942,  it  was  estimated  that 
State  and  local  health  departments  would  need  600 
physicians.  As  of  January  1943,  the  exact  needs  have 
not  been  determined,  but  the  Public  Healtli  Service 
has,  at  the  present  time,  requests  from  the  States  for 
185  medical  officers  to  be  assigned  to  duty  in  war 
areas  alone. 

According  to  reports  from  State  Procurement 
and  Assignment  chairmen,  as  of  March  23,  1943, 
286  additional  doctors  for  civilian  practice  are 
needed  in  176  counties  located  in  38  States.  Another 
22  counties  in  the  same  States  report  a shortage  of 
physicians  but  do  not  specify  the  numbers  needed. 
In  the  remaining  10  States,  no  needs  were  reported. 

These  198  counties  reporting  immediate  needs 
represent  only  7 per  cent  of  the  2,654  counties  in  the 
38  States,  and  only  6 per  cent  of  all  counties  in  the 
country.  Nevertheless,  it  is  apparent  that  civilian 
communities  are  feeling  the  pinch  of  the  physician 
shortage  increasingly,  since  experience  has  shown 
that  local  needs  become  acute  before  they  are  ex- 
pressed in  formal  reports.  In  the  joint  studies  made 
in  42  areas  by  the  Public  Health  Service  and  the 
Procurement  and  Assignment  Service,  it  has  been 
determined  that  59  physicians  and  5 dentists,  or  64 
medical  and  dental  personnel,  are  needed  in  these 
areas— an  average  of  1.5  per  study.  The  Public 
Health  Service  has  been  requested  to  supply  13  of 
these  physicians  and  dentists,  or  23  per  cent  of  the 
determined  need. 

On  the  basis  of  these  42  studies,  it  is  estimated 
that  500  physicians  and  dentists  will  be  needed  in 
332  areas  to  be  surveyed  in  the  next  coming  four- 
teen months,  or  by  June  1,  1944.  It  is  anticipated 
that  80  per  cent  of  these,  or  400,  will  be  supplied  by 
voluntary  relocation  through  the  regular  channels 
of  Procurement  and  Assignment,  and  that  the  Pub- 
lic Health  Service  will  be  requested  to  assist  in 
meeting  the  needs  for  the  remaining  20  per  cent, 
or  100  physicians  and  dentists.  This  may  be  done 
either  through  financial  assistance  to  physicians  de- 
siting to  relocate  in  areas  requiring  their  services, 
or  through  assignment  of  Public  Health  Service 
personnel  upon  request  of  the  proper  authorities. 

Although  it  is  impossible  to  project  with  accuracy 
the  1943  needs  of  civilian  communities,  we  must 
face  the  fact  that  the  shortage  undoubtedly  will 
increase  during  and  after  the  filling  of  the  1943 
military  quotas;  and  that  the  chances  of  meeting- 
civilian  needs  as  well  as  replacing  physicians  who 
die  or  withdraw  from  practice  because  of  disability, 


will  correspondingly  decrease.  Furthermore,  we  can 
not  predict  at  this  time  the  possible  needs  of  certain 
rural  areas,  which  now  may  be  adequately  supplied 
but  which  will  require  additional  public  health  and 
medical  services  during  1943,  should  the  Govern- 
ment move  a large  number  of  farm  families  into 
these  areas  for  the  food  production  drive.  It  is  be- 
lieved that  joint  action  of  the  Public  Health  Service 
and  the  Procurement  and  Assignment  Service  will 
serve  to  meet  urgent  needs  in  civilian  communities. 

Statement  of  Chairman,  Directing  Board 
Procurement  and  Assignment  Service  for 
Physicians,  Dentists  and  Veterinarians 

Figures  are  now  complete  on  the  1942  quotas  for 
supplying  physicians  of  the  various  states.  Forty 
States  have  exceeded  the  100  per  cent  figure  of  their 
quotas.  Five  States  were  above  90  per  cent  of  their 
quotas.  Four  States— New  York,  Connecticut,  Massa- 
chusetts, and  Nevada  were  below  90  per  cent  of 
their  quotas. 

Nevada  is  the  lowest  State,  but  has  a total  quota 
of  but  35  doctors.  It  has  provided  23  and  deserves 
special  consideration  because  its  population  is  thinly 
scattered  over  wide  areas. 

This  statement  would  not  imply  any  reflection 
on  the  patriotism  of  those  members  of  the  medical 
profession  who  have  been  marked  available  by  the 
Procurement  and  Assignment  Service  in  these  three 
States  and  who  have  not  sought  a commission.  I 
would  only  present  the  facts  and  let  each  one  draw 
from  these  facts  whatever  deductions  he  individu- 
ally chooses. 

Certain  unavoidable  considerations  must  be  faced 
in  these  figures.  Four  States  failed  to  provide  90  per 
cent  of  their  1942  quotas  of  doctors  for  the  services. 
Three  of  these  States— New  York,  Connecticut,  and 
Massachusetts,  are  Eastern  Seaboard  States  and 
among  the  most  populous  ones  in  the  Union.  These 
populous  States  have  large  cities  in  them  which 
now  have  more  doctors  per  thousand  persons  than 
most  other  parts  of  the  country.  Largely  because 
those  doctors  marked  available  by  the  Procurement 
and  Assignment  Service  have  not  sought  commis- 
sions these  States  are  below  their  quotas. 

Unless  more  of  the  doctors  found  available  for 
military  service  by  the  Procurement  and  Assign- 
ment Service  in  these  cities  apply  for  a commission 
in  the  armed  forces  with  reasonable  promptness 
still  more  doctors  must  come  from  rural  conmiu- 
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nities.  This  will  greatly  complicate  the  problem  for 
those  communities  in  their  own  and  other  States 
since  many  rural  communities  are  already  none  too 
well  supplied  with  doctors.  Such  inequalities  in 
medical  service  as  now  exist  are  in  a considerable 
measure  the  result  of  the  conditions  herein  stated 
and  cause  occasional  problems  of  rural  medical  care 
which  become  practically  insurmountable  for  the 
Procurement  and  Assignment  Service  with  its 
present  limited  authority.  With  all  these  facts  in 
mind,  with  the  responsibility  of  medicine  to  the 
country  and  to  itself  such  as  it  is,  the  quota  figures 
particularly  in  New  York,  Connecticut,  and  Massa- 
chusetts should  be  brought  up  to  par  by  an  inten- 
sive effort  of  the  State  Medical  societies  through 
their  executive  bodies  preferably  by  an  organized 
State  Medical  Society  campaign. 

The  provision  of  doctors  for  the  armed  forces  is 
not  only  the  special  obligation  of  medicine  but  a 
responsibility  which  it  acknowledges  and  accepts 
as  its  part  in  the  war  effort.  Each  State  that  has  not 
met  its  1942  quota  will  be  kept  informed  of  its  posi- 
tion in  relation  to  its  quota  and  its  position  in  rela- 
tion to  other  States.  Otherwise,  a State  is  denied  the 
pardonable  pride  of  satisfaction  in  meeting  its  quota 
or  pampered  against  facing  a distasteful  position  in 
relation  to  other  States. 

Office  of  Civilian  Defense  Expands 
Rescue  Service 

Simon  H.  Ash,  Chief  Engineer,  Metal  and  Non- 
metal  Section,  Mineral  Production  Security  Divi- 
sion, U.  S.  Bureau  of  Mines,  has  been  commissioned 
as  Senior  Engineer  in  the  U.  S.  Public  Health  Serv- 
ice and  assigned  to  the  Medical  Division  of  the 
Office  of  Civilian  Defense  as  Chief  of  the  Rescue 
Section,  James  M.  Landis,  Director  of  Civilian  De- 
fense, announces. 

British  experience  with  the  newer  “saturation 
bombing  has  demonstrated  the  importance  of  this 
lifesaving  service  trained  in  technics  similar  to  those 
used  in  mine  rescue  work,  especially  reconnaissance, 
tunneling,  shoring  and  emergency  field  care  of  the 
injured,  Mr.  Landis  states.  He  points  out  that  the 
rescue  service  of  the  local  lire  department  is  respon- 
sible for  rescue  work  in  burning  buildings,  but  its 
personnel  cannot  be  dispersed  at  the  time  of  an  aii 
raid  to  incidents  where  fire  fighting  is  not  required 
and  where  prolonged  and  laborious  work  is  requiied 
to  extricate  civilian  casualties  trapped  under  the 
debris  of  demolished  buildings. 


Mr.  Ash  will  go  to  England  soon  to  spend  several 
weeks  in  a study  of  rescue  technics  and  on  his  return 
will  establish  “pilot”  schools  at  Pittsburgh  and  in  the 
San  Francisco  Bay  area  for  the  training  of  rescue 
officers  of  the  States  and  larger  cities  in  the  target 
areas. 

Although  the  Rescue  Service  has  been  organized 
as  a special  section  of  the  Medical  Division  of  the 
Office  of  Civilian  Defense,  the  State  and  local  Res- 
cue Services  are  independent  services  under  their 
own  chiefs.  Operation  in  the  local  community  will 
be  independent  of,  but  coordinated  with  the  local 
Emergency  Medical  Service  under  the  direction  of 
the  local  Commander  of  the  U.  S.  Citizens  Defense 
Corps  and  the  Control  Center. 

When  an  incident  occurs,  the  medical  adjutant  at 
the  Control  Center  will  dispatch  to  the  scene  an 
express  party  consisting  of  one  ambulance,  one 
mobile  medical  team  and  one  passenger  car  or  station 
wagon.  If  trapped  casualties  are  reported,  a rescue 
team  will  also  be  ordered  by  the  Chief  of  Rescue 
Service  at  the  Control  Center  to  move  out  as  part  of 
the  express  party.  Coordination  of  the  two  services 
will  make  possible  immediate  clearance  to  hospitals 
of  seriously  injured  casualties  recovered  from  debris. 

So-called  “heavy  rescue  units”  as  a separate  serv- 
ice are  to  be  discontinued  except  as  part  of  the 
demolition  and  repair  services  of  local  government 
departments  or  of  private  construction  or  demoli- 
tion companies  which  can  be  called  to  assist  the 
rescue  units  whenever  heavy  equipment  is  required. 

OCD  Plan  for  Emergency  Medical  Service 
in  Industrial  Plants 

Every  plant  medical  department  should  prepare  a 
“disaster  operations  plan”  to  provide  adequate  medi- 
cal service  in  case  of  a plant  catastrophe  involving 
large  numbers  of  casualties.  This  is  the  advice  pre- 
sented in  a new  bulletin,  “Emergency  Medical  Serv- 
ice for  Industrial  Plants,”  issued  by  the  Medical 
Division  of  the  Office  of  Civilian  Defense. 

The  War  and  Navy  Departments  have  urged  that 
plants  for  which  they  are  responsible  plan  to  use 
the  facilities  and  services  of  the  Emergency  Medical 
Service  organized  by  Civilian  Defense  authorities. 
The  Medical  Division  has  in  turn  urged  that  local 
Chiefs  of  Emergency  Medical  Service  assist  plant 
medical  departments  by  placing  the  community 
medical  facilities  at  their  disposal  in  the  event  of  a 
major  emergency,  regardless  of  its  cause. 
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Pointing  out  that  plant  medical  departments  are 
not  ordinarily  staffed  or  equipped  to  provide  medi- 
cal service  for  the  large  number  of  casualties  which 
may  occur  in  a major  disaster,  the  bulletin  outlines 
arrangements  which  should  be  made  to  assure  ade- 
quate  medical  care  at  such  times. 

The  disaster  operations  plan  should  provide  for 
necessary  first  aid  care  at  the  site  of  the  incident, 
for  adequate  ambulance  service,  and  for  hospitaliza- 
tion of  the  seriously  injured,  the  bulletin  advises. 

Provision  must  first  be  made  for  Casualty  Stations. 
Several  sites  should  be  selected,  in  order  that  alter- 
native locations  may  be  used  in  case  those  of  first 
choice  are  destroyed  or  rendered  unserviceable.  An 
additional  site  outside  the  plant  should  be  selected 
for  use  in  the  event  of  extensive  damage  to  the  plant, 
such  as  might  occur  in  a bombing  or  explosion. 

The  importance  of  identification  and  records  is 
especially  emphasized  in  the  bulletin. 

“In  any  disaster  confusion  will  be  inevitable,”  it 
is  pointed  out.  “It  will  be  difficult,  without  adequate 
records,  to  identify  the  seriously  injured  and  the 
dead  and  to  determine  the  number  and  names  of  the 
missing.  The  uninjured  as  well  as  the  injured  should 
be  accounted  for.  A record  should  be  made  of  every 
person  who  leaves  the  plant.  The  record  should 
indicate  the  places  to  which  the  injured  have  been 
taken.” 

In  a consideration  of  transportation,  the  bulletin 
recommends  that  arrangements  be  made  with  the 
local  Chief  of  Emergency  Medical  Service  to  insure 
that  ambulances  under  his  direction  will  be  made 
available  to  the  plant  should  a disaster  involve  the 
entire  community.  Similarly,  any  ambulance  facil- 
ities owned  by  the  plant  should  be  made  available 
to  the  local  Chief  if  they  are  not  required  at  the 
plant. 

Present  plans  for  the  hospitalization  of  industrial 
accident  victims  are  likely  to  be  grossly  inadequate 
in  the  event  of  a major  plant  catastrophe,  the  bulle- 
tin declares.  Large  numbers  of  patients  should  not 
be  sent  to  one  hospital,  if  other  hospitals  are  avail- 
able. To  provide  quick  and  efficient  service  to  in- 
jured person,  casualties  should  be  distributed  among 
various  hospitals.  Arrangements  must  be  made  with 
the  local  Chief  of  Emergency  Medical  Service  for 
the  admission  of  casualties  to  community  hospitals, 
all  of  which  will  be  under  his  supervision  during  a 
major  emergency. 

A prerequisite  to  the  entire  plan  of  mutual  aid 
between  a plant  and  a community  is  a definite 


understanding  that  members  of  the  Emergency 
Medical  Service  will  be  admitted  promptly  to  a 
plant  in  an  emergency.  To  assist  plant  managers  to 
carry  out  their  duty  in  keeping  unauthorized  per- 
sons out  of  war  production  plants  and  to  facilitate 
the  admission  of  physicians  when  they  are  needed, 
the  Service  Commands  of  the  Army  are  conduct- 
ing investigations  of  the  key  personnel  of  the 
Emergency  Medical  Service.  Personnel  investigated 
and  approved  by  the  Service  Command,  will  receive 
identification  cards  from  the  Office  of  Civilian 
Defense. 

The  bulletin  sketches  the  organization  and  opera- 
tion of  protective  services  in  a community,  and  the 
over-all  protective  services  recommended  for  in- 
dustrial plants.  It  also  outlines  the  program  of  fed- 
eral compensation  for  injuries  to  Civilian  Defense 
workers  and  explains  how  this  plan  applies  to  indus- 
trial workers.  A bibliography  of  pertinent  material 
is  included. 

Civil  Defenders  to  Get  Benefits  for  Injuries 

Revised  procedures  for  the  provision  of  medical 
care  and  the  payment  of  federal  compensation  to 
civilian  defense  personnel  who  have  been  injured  in 
the  line  of  duty  have  been  announced  by  acting 
administrator  Edward  J.  Hickey  of  the  Connecticut 
War  Council  and  Dr.  George  M.  Smith,  chief  medi- 
cal officer. 

The  medical  care  and  benefits  apply  to  all  prop- 
erly enrolled  civilian  defense  workers  in  protective 
services,  the  members  of  the  aircraft  warning  serv- 
ice and  the  civil  air  patrol  under  the  terms  of  the 
war  civilian  security  program  being  administered 
by  the  federal  security  agency. 

Under  the  program  any  physical  injury  resulting 
in  damage  to  the  body,  or  disease  resulting  there- 
from, will  be  covered  provided  that  it  occurred  in 
the  line  of  duty,  or  during  practice  exercises. 

Health  of  the  Civilian  Population  During 

War 

This  was  the  subject  of  an  address  by  Joseph  W.  Mount  in , 
Assistant  Surgeon  General,  States  Relations  Division,  U.  S. 
Public  Health  Service,  published  in  Medical  Annals  of  the 
District  of  Columbia,  December,  1942.  Excerpts  from  this 
paper  follow. 

We  shall  have  more  work  to  do  and  fewer  re- 
sources for  doing  it.  In  such  a situation,  especially 
when  so  much  depends  on  the  outcome,  the  only 
thing  to  do  is  to  adjust  methods  of  operation  to 
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changing  conditions. 

The  knowledge  and  skill  of  every  physician  who 
remains  in  civilian  practice  must  he  made  available 
to  the  largest  possible  number  of  patients  with  the 
least  expenditure  of  time,  effort  and  critical  materials 
consistent  with  a reasonably  adequate  standard  of 
service.  What  such  a standard  shall  be  will  depend 
on  how  critical  the  situation  becomes,  and  it  may  be 
necessary  to  change  the  definition  according  to  cir- 
cumstances. At  any  rate,  more  patients  must  be 
seen  by  fewer  doctors,  and  in  many  places  this  can- 
not be  accomplished,  with  the  present  method  of 
individual  home  and  office  calls  on  a fee-for-service 
basis.  The  organization  of  a larger  part  of  medical 
practice  around  hospitals  and  clinics  is  indicated, 
not  only  in  order  to  reach  patients  who  cannot 
pay,  but  also  to  permit  the  most  effective  utilization 
of  physicians’  time  and  skills. 

Another  factor  which  will  tend  to  bring  about 
group  systems  of  practice  is  the  shortage  of  medical 
supplies  and  equipment. 

^ ^ 

Unquestionably,  the  number  and  variety  of  pre- 
scriptions could  be  substantially  reduced.  This  par- 
ticular field  is  one  which  lends  itself  better  than 
most  others  to  purely  voluntary  regulation.  It  might 
also  be  advisable  to  scrutinize  the  long  list  of  self 
administered  proprietary  remedies  and  nostrums  to 
see  where  savings  of  vital  materials  or  drugs  could 
be  effected. 

A problem  which  has  so  far  not  been  faced  real- 
istically is  the  redistribution  of  physicians  accord- 
ing to  people’s  needs  rather  than  their  economic 
resources.  Studies  recently  completed  by  the  U.  S. 
Public  Health  Service  covering  a 15-year  period 
prior  to  the  present  emergency  show  that  in  urban 
centers  there  has  been  a steady  increase  in  the 
physician-population  ratio  out  of  all  proportion  to 
the  increase  in  population. 

* * * * 

I believe  that  our  present  manpower  shortage  can 
be  relieved  to  some  extent  through  utilization  of 
subsidiary  personnel  for  all  tasks  which  do  not 
actually  require  specialized  training  of  a high  degree. 

# # ^ # 

This  leads  11s  to  the  possibility  of  establishing 
systems  of  rationing  and  priorities  with  regard  to 
medical  services. 

# * # * 

As  the  shortage  of  physicians  grows  more  acute, 
it  is  only  reasonable  to  assume  that,  under  an  un- 
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regulated  system,  ability  to  pay  will  become  more 
than  ever  the  deciding  factor  in  whether  or  not  the 
patient  can  command  the  physician’s  attention.  This 
brings  up  the  question  of  whether  or  not  the  physi- 
cian should  be  permitted  to  choose  the  patients 
whom  he  will  serve.  We  have  heard  a great  deal  in 
recent  years  in  defense  of  the  patient’s  freedom  to 
choose  his  physician.  In  the  future  1 venture  to  say 
we  shall  hear  even  more,  but  in  a spirit  of  criticism, 
about  the  freedom  of  the  doctor  to  choose  his 
patient. 

Food  Supplies  In  a Japanese  Internment 
Camp 

This  picture  of  the  dark  days  following  the  fall  of  Hong- 
kong is  taken  from  Nutrition  Reviews,  December  31,  1942. 

l ire  surrender  of  Hongkong  on  December  25, 
1941,  foreshadowed  new  experiences  in  the  art  of 
eating  for  the  American,  British  and  Dutch  civilians 
interned  there.  Until  that  date,  the  British  govern- 
ment  had  established  food  kitchens  which  fed  over 
100,000  Chinese  daily,  and  had  maintained  supply 
depots  where  non  Chinese  residents  obtained  rations 
of  meat,  bread,  beans,  rice  and  powdered  milk.  Upon 
the  fall  of  the  city,  the  supplies  in  most  depots  were 
quickly  exhausted. 

On  January  4,  1942,  citizens  of  countries  with 
which  Japan  was  at  war  were  instructed  to  report 
for  internment,  bringing  such  clothes,  bedding,  and 
food  for  two  days  as  each  could  carry.  Those  living 
on  the  mainland  went  to  the  Kowloon  Hotel,  those 
on  the  island  to  fourth  and  fifth  class  hotels,  the 
Japanese  army  having  settled  in  the  better  ones. 
After  two  difficult  days,  notices  were  issued  that 
the  Army  would  supply  a “basic”  ration  of  rice, 
sugar,  flour,  salt,  and  peanut  oil  and  a secondary 
ration  of  meat  and  vegetables.  The  internees  were 
to  advance  funds  for  the  secondary  ration,  although 
all  payment  checks  were  later  returned  and  settle- 
ment postponed  indefinitely. 

During  this  temporary  stay,  there  were  occasional 
complaints  of  “tainted”  meat  and  general  agreement 
as  to  the  poor  quality  of  the  diet,  but  this  period 
was  only  a bad  taste  of  the  conditions  to  come.  On 
January  17  the  Japanese  army  moved  the  internees 
to  Stanley,  about  6 miles  from  the  city.  The  Ameri- 
cans and  Dutch  were  housed  in  the  quarters  of  the 
British  wardens  of  the  Hongkong  prison,  and  in  the 
school  buildings,  dormitories,  and  staff  residences  of 
St.  Stephen’s  College,  a missionary  boarding  school 
for  Chinese  boys.  At  one  time  there  were  316 
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Americans,  2,470  British,  and  70  Dutch  nationals 
interned  at  Stanley. 

A scale  of  rations  was  announced  on  January  2 1 
which  aroused  considerable  complaint;  after  investi- 
gation and  change  of  administration,  somewhat  bet- 
ter rations  were  issued  after  March  25.  Representa- 
tives of  the  Japanese  army  issued  the  foodstuffs  but 
took  no  responsibility  for  the  provision  of  kitchens 
or  for  the  cooking  or  serving  of  the  food,  resulting 
in  considerable  improvisation  in  cooking  and  eating 
utensils.  The  rations,  weighed  and  signed  for,  were 
issued  each  day.  Entire  lack  of  refrigeration,  espe- 
cially during  the  warmer  weather,  accounted  for 
many  a meatless  day,  although  meat  or  fish  proved 
spoiled  upon  issue  was  often  replaced  by  canned 
meat  products,  if  available.  Two  meals  a day  were 
served  to  the  adults,  three  to  the  children.  The 
latter  received,  in  addition  to  other  food,  evapor- 
ated or  fresh  milk.  Infants  were  given  an  imperial 
pint  of  fresh  milk  daily.  Sacrifice  on  the  part  of  the 
adults  maintained  the  children  in  surprisingly  good 
health.  Food  was  generally  prepared  in  the  form  of 
rice  and  meat  stews,  and  although  the  quality  of 
the  rice  was  very  poor,  it  did  at  least  provide  some 
humor  in  discussions  of  the  size  and  distribution  of 
larvae  and  weevils  encountered. 

Americans  preparing  for  repatriation  on  June  29 
were  forbidden  to  retain  any  handwritten  or  type- 
written material,  and  books  were  examined  for 
marginal  notes.  Many  of  the  figures  of  the  food 
rations  presented  in  the  table  are  nevertheless  in- 
delibly burned  into  the  memories  of  those  interned 
at  the  camp  and  others  are  from  a source  “believed 
to  be  reliable.” 

In  considering  the  nutritive  value  of  these  rations 
it  should  be  noted  that  no  fruit,  either  fresh  or  dry, 
was  issued,  and  that  the  weights  reported  are  gross 
weights,  often  including  material  not  included  on 
the  “as  purchased”  basis.  It  was  estimated  that  there 
was  a 40  per  cent  loss  on  the  meat  values  reported 
due  to  spoilage  and  inedible  portions,  and  a 20  per 
cent  loss  on  the  vegetables  since  the  weight  recorded 
included  roots,  dirt,  and  damaged  leaves.  The  rice 
lost  at  least  5 per  cent  in  washing,  the  sugar  and 
salt  10  per  cent  in  drying,  and  the  gluten  content 
of  the  flour  was  only  10  per  cent.  It  was  estimated 
that  1,000  calories  a day  were  obtained  in  February 
and  March,  and  appproximately  2,000  calories  in 
May.  There  were  extremely  few  supplementary 
rations  obtained  in  the  form  of  gifts  and  the  garden 
maintained. 


As  a consequence  of  this  diet,  in  one  group  of 
50  persons  who  were  forced  to  consult  the  physi- 
cian, each  had  lost  an  average  of  34.6  pounds.  An- 
other group,  none  of  whom  had  been  ill,  lost  19.7 
pounds  per  person.  Perhaps  on  the  favorable  side, 
blood  pressures  had  decreased  an  average  of  20 
per  cent,  and  some  internees  who  had  suffered  from 
stomach  ulcers  and  had  been  on  special  diets,  found 
to  their  surprise  that  they  fared  well  on  the  high 
carbohydrate  diet. 

Beriberi  existed  in  about  30  per  cent  of  the  popu- 
lation of  the  camp,  necessitating  a special  clinic  for 
200  serious  cases.  Fortunately  a limited  supply  of 
thiamine  was  available  for  treatment.  An  unnamed 
intestinal  upset  was  common  among  the  internees, 
as  well  as  an  increasing  number  of  cases  of  night 
blindness.  Twenty-eight  cases  of  probable  scurvy 
responded  to  ascorbic  acid  treatment.  There  was 
one  advanced  case  of  pellagra  and  an  acute  attack  of 
sprue  experienced  by  the  author. 

Nevertheless,  in  the  period  up  to  June  29  there 
were  only  10  deaths  in  the  entire  internment  camp, 
less  than  half  the  normal  death  rate  of  that  colony. 
It  is  too  early,  however,  to  decide  whether  any  w ill 
suffer  permanently  from  this  period  of  malnutrition. 
Those  less  fortunate  British  and  Dutch  nationals  still 
remaining  at  Stanley  will  continue  to  be  among  the 
sufferers  of  malnutrition  created  by  war. 

War  Medicine:  Vol.  3,  No.  3 (March  1943) 

1 his  issue  of  War  1 Medicine  contains  a report  of 
the  Commission  for  the  Investigation  of  Atypical 
Pneumonia  and  Other  Respiratory  Diseases  at  Camp 
Claiborne,  Louisiana.  “On  the  basis  of  the  present 
investigations,”  the  report  says,  “it  seems  most  likely 
that  a new  agent,  probably  a virus,  is  responsible 
for  atypical  pneumonia.”  “At  the  present  time,”  the 
report  goes  on  to  say,  “no  specific  control  measures 
are  available.”  In  the  same  issue  Major  Edgar  T. 
Campbell,  Medical  Corps,  Lb  S.  A.,  points  out  that 
primary  atypical  pneumonia  is  frequently  associated 
with  malaria  in  regions  where  the  latter  disease  is 
endemic  or  prevalent. 

In  the  same  issue  is  a fatigue  study  of  army  flyinq 
school  instructors  reported  by  Captain  John  E. 
Dougherty,  Medical  Corps,  Army  of  the  United 
States.  This  study  was  made  to  ascertain  the  effects 
on  these  instructors  of  the  increased  flying  hours 
required  of  them  under  the  rapidly  expanding  air 
force  program.  It  showed  the  need  for  frequent 
longer  rest  periods  to  prevent  deterioration  in  health 
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and  efficiency. 

From  the  Department  of  Physiology  and  Pharma- 
cology, Northwestern  University  Medical  School, 
comes  a preliminary  report  on  the  effect  of  ex- 
posure to  anoxia  of  the  urinary  excretion  of  ascor- 
bic acid.  From  the  Neuropsychiatric  Section,  Bill- 
ings General  Hospital,  is  contributed  experiences 
with  the  use  of  sodium  amytal  as  an  aid  to  psycho- 
therapy in  the  treatment  of  neuroses  among  soldiers. 
John  T.  Howard  of  Johns  Hopkins  Hospital,  Balti- 
more, points  out  the  advantages  of  the  use  of  the 
gastroscope  with  the  military  services,  an  advantage 
of  greater  import  to  gastroscopy  than  to  the  men 
in  service.  A study  of  a number  of  patients  with 
allergic  rhinitis  and  asthma  in  Hawaii  is  reported 
by  three  army  physicians.  Geza  de  Takats  of 
Chicago  makes  a plea  for  suitable  equipment  for 
early  treatment  of  vascular  injuries  in  the  present 
war.  John  A.  Siegling,  Charleston,  S.  C.,  reports  a 
freakish  injury  caused  by  the  intravenous  migration 
of  a metallic  foreign  body. 

Current  literature  abstracts  of  medical  war  articles 
and  reviews  of  medical  books  published  during 
1941  and  1942  complete  the  issue. 

War  Medicine:  Vol.  3,  No.  4 (April  1943) 

This  latest  issue  of  War  Medicine  contains  two 
articles  of  outstanding  interest.  The  first  is  a report 
on  observations  made  from  the  study  of  a group  of 
sailors  of  the  Merchant  Marine  who  have  undergone 
the  experience  of  being  torpedoed.  This  work  by 
Sidney  Margolin  of  New  York  and  others  contains 
valuable  recommendations,  such  as  the  necessity  of 


facilities  for  rest  and  recreation  of  seamen  of  Mer- 
chant Marine  while  in  foreign  ports,  the  importance 
of  intensive  drill  in  every  aspect  of  abandoning 
ship,  and  the  importance  of  drill  in  methods  of 
mutual  aid.  1 he  other  article  of  particular  interest 
is  one  on  “Wound  Ballistics”  by  Colonel  George  R. 
Callender,  Medical  Corps,  U.  S.  Army.  Col.  Callen- 
der shows  how  recent  is  the  study  of  this  whole 
field.  He  describes  how  the  laws  of  physics  apply 
to  the  production  of  wounds  and  the  relative  im- 
portance of  the  shapes,  weight  and  velocity  of  the 
missile,  the  density  or  character  of  the  tissues  in- 
volved, the  direction  of  the  transmitted  energy  and 
the  rate  at  which  it  is  transmitted. 

“Tropical  Neuropsychiatry”  is  presented  by 
Lieutenant  Commander  James  L.  McCartney,  MC— 
USNR.  The  neuropsychiatric  sequelae  of  tropical 
diseases  are  shown  to  be  particularly  important  be- 
cause of  their  increasing  prevalence. 

Frank  H.  Krusen  and  Earl  C.  Elkins  present  the 
problem  of  teaching  physical  medicine  in  relation 
to  the  war  effort.  Those  interested  in  physical 
therapy  have  striven  for  recognition  of  its  just 
desserts  in  this  war  and  recognize  the  importance 
to  the  post  war  era  of  properly  organized  teaching 
of  this  branch  of  medicine. 

A preliminary  survey  of  methods  used  in  the 
classification  of  personnel  in  the  British  Army  is 
reported.  Brady,  Jones  and  Newton  give  the  results 
obtained  on  the  viability  of  cysts  of  endomoeba 
histolytica  by  chlorination  of  water.  Abstracts  from 
current  literature  and  book  reviews  are  furnished  as 
an  aid  to  the  reader. 
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FROM  THE  ARMED  FORCES 

The  following  letters  from  J.  L.  Roy  of  North  Grosvernordale,  Edward  J.  Ottenheimer  of  Willim antic , 
and  David  H.  Bates  of  Putnam  were  read  at  the  recent  annual  meeting  of  the  Windham  County  Medical 
Association.  As  far  as  is  known  this  is  the  first  of  the  County  Associations  to  bring  messages  from  its  mem- 
bers in  the  armed  forces  to  the  members  at  home.  These  letters  speak  for  themselves.  They  testify  to  the 
work  being  done  and  to  the  spirit  of  the  men  thus  engaged.  (The  Editor .) 


January  6,  1943 

Dear  Dr. : 

Many  thanks  to  you  and  the  County  Medical 
Association  for  your  greetings  and  best  wishes. 
After  being  away  from  Connecticut  for  two  years, 
it’s  really  swell  to  hear  from  those  you  knew  and 
worked  with. 


1 wish  that  censorship  could  be  relaxed  enough  to 
tell  you  all  just  what  “overseas  service”  means. 
However,  from  where  1 sit,  regulations  arc  quite 
strict  and  I shall  have  to  abide  by  them. 

1 think  that  I was  one  of  the  first  of  our  group  to 
leave  for  service  and  it  was  nice  to  learn  of  the 
whereabouts  of  some  of  the  others. 
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Briefly,  here’s  a sketch  of  my  past  year’s  work 
and  experience.  After  war  was  declared,  1 was  sent 
to  the  School  of  Aviation  Medicine  at  Randolph 
Field,  Texas.  There  we  received  a good  course  in 
cardiology  and  physiology  as  it  pertains  to  aviation. 
We  also  were  given  a comprehensive  E E N 1 
course  and  special  instructions  in  the  examination 
and  care  of  army  fliers.  I was  also  given  the  chance 
to  do  quite  a bit  of  high  altitude  work,  actual  and 
by  means  of  the  low  pressure  chamber.  It  was  all 
very  new  but  instructive.  I then  went  to  Bolling 
Field  in  Washington,  I).  C.,  and  spent  three  months 
in  charge  of  the  Flight  Surgeon’s  office.  There  we 
gave  preliminary  examinations  to  cadets  and  exam- 
ined almost  all  of  the  high  ranking  Air  Corps 
officers  in  the  country.  It  was  quite  an  experience  to 
meet  all  the  people  you’re  in  the  habit  of  reading 
about.  There  I had  a chance  to  continue  with  the 
high  altitude  work  in  the  latest  planes  and  many  in- 
teresting things  were  encountered.  I was  also  able 
to  do  some  experimental  work  on  “blackouts,”  the 
dive  bomber’s  nightmare.  Just  imagine  yourself 
strapped  in  the  back  cockpit  of  a fast  pursuit  plane 
with  an  EKG  machine  on  your  lap  and  the  electrode 
leads  connected,  then  a climb  to  10,000  feet— a 
screeching  dive  and  a pvdl  out  with  the  ever  present 
loss  of  vision  and  sensations  of  being  nailed  to  the 
seat— that’s  blackout.  The  EKG  would  be  running 
continually.  These  tests  were  run  repeatedly  but  I 
had  to  leave  before  I could  even  learn  the  final  re- 
sults. I’ll  tell  you  all  more  about  it  at  “my”  next 
meeting.  Since  June  I’ve  been  “overseas.”  Some  of 
you  may  know  the  location— if  not,  it  will  have  to 
remain  blank.  I’ve  been  attached  to  a Fighter  Squad- 
ron for  some  time  and  my  work  consists  literally 
and  figuratively  in  “Keeping  ’Em  Flying.”  I live,  eat 
and  sleep  with  a swell  bunch  of  pilots  most  of  whom 
come  from  out  West.  I’m  the  only  medical  officer 
and  outside  of  the  usual  ailments  a flyer  can  get  I can 
state  that  they  don’t  build  boys  any  healthier  than 
ours.  Surrounded  by  “kids”  of  21-27,  I feel  like:  an 
old  man  at  33.  It’s  an  interesting  life  even  though 
it’s  a hard  one  at  times.  We  get  bored  sometimes  and 
that  is  when  letters  from  home  are  appreciated.  The 
rest  you  will  have  to  deduce.  I must  remain  “mum” 
until  I can  tell  you  all  about  it  personally.  If  this 
letter  is  badly  written,  please  forgive  me,  but  it’s 
really  difficult  to  write  using  your  lap  as  a desk  in 
a dimly  lit  hut.  I don’t  have  to  tell  you  that  I miss 
everything  and  everyone  back  home.  We  all  do 
. . . but  I would  like  you  to  tell  all  back  there 

that  the  morale  is  good.  Everywhere  I’ve  been,  I 


haven’t  seen  any  better  boys  and  I’m  sure  that  we 
won’t  have  to  stay  away  too  long. 

I hope  that  I didn’t  take  up  too  much  of  your 
time,  but  somehow  there’s  still  a lot  unsaid.  Just 
let  me  sign  off  wishing  all  of  you  “Good  luck.” 
We’ll  do  our  job  here  just  like  you  all  are  doing  at 
home.  My  best  to  all. 

See  you  all,  soon  ...  I hope. 

Sincerely, 

J.  Roy,  Capt.  MC 


February  21,  1943 

Dear : 

I am  indebted  to  you  for  two  very  nice  letters 
but  I am  sure  you  can  appreciate  the  reasons  for 
this  delayed  response.  When  you  find  yourself 
thousands  of  miles  from  home,  letters  full  of  news, 
such  as  you  write,  are  real  highlights,  and  take  on 
an  added  charm  when  they  are  from  very  good 
friends.  On  the  other  hand,  it  is  not  easy  to  reply 
in  kind,  because  the  type  of  news  you  would  like 
to  hear  and  that  I would  enjoy  writing,  would  not 
be  passed  by  the  rules  of  censorship  which,  in  this 
war,  and  in  particular,  in  this  area,  are  extraordinar- 
ily severe.  Perhaps  I can  give  you  some  sort  of  a 
picture  and  keep  it  within  the  frame  of  the  censor. 

We  are  in  a wonderful  country  both  from  the 
standpoint  of  climate  and  scenery  with  abundant 
food  of  great  variety.  Practically  all  of  11s  took  along 
private  supplies  of  concentrated  vitamins  and,  after 
reading  the  papers,  we  begin  to  feel  we  had  better 
send  them  home  to  our  own  families.  The  people 
idolize  Americans  and  theirs  is  a hospitality  that 
would  make  our  much  vaunted  Southern  hospitality 
seem  almost  unfriendly.  Their  homes,  country  clubs, 
tennis  and  golf  clubs,  swimming  pools,  and  private 
clubs  have  been  thrown  wide  open  to  11s  and  one  of 
our  chief  difficulties  is  to  avoid  accepting  too  many 
social  invitations.  One  can  readily  get  enmeshed  in 
a whirl  of  social  activities  which  are  difficult  to 
reconcile  with  the  job  at  hand.  We  are  fortunate  in 
having  our  hospital  in  a very  large  modern  city 
where  you  can  sneak  off  to  any  one  of  countless 
movies  for  quiet  diversion. 

Our  hospital  has  been  built  in  one  of  the  city 
parks  (it  is  as  if  New  York  donated  Central  Park) 
donated  by  the  government,  and  the  setting  could 
scarcely  be  more  ideal.  We  are  surrounded  by  roll- 
ing lawns,  exotic  trees  and  flowering  shrubs  as  well 
as  tropical  flowers.  A fancy  tennis  club  is  across 
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the  street  and  within  a few  blocks  is  a marvelous 
golf  course  as  well  as  a racing  track  which  is 
crowded  every  Saturday.  I might  interject  at  this 
point  that  the  old  saying  about  not  beating  the  game 
is  just  as  true  here  as  in  the  States. 

When  we  arrived  the  hospital  was  under  con- 
struction and  was  proceeding  according  to  standard 
Army  plans.  Having  seen  other  Army  hospitals  at 
Camp  Edwards  and  several  in  California  we  had 
very  definite  ideas  of  how  they  could  be  made  more 
efficient.  The  Army  engineers  and  the  command 
headquarters  were  delighted  with  our  suggestions 
and  had  enough  vision  to  allow  us  to  alter  the  plans 
as  we  saw  fit.  As  a result  we  worked  with  the 
architects  every  day  and  soon  we  had  a hospital 
which  we  believe  is  one  of  the  best  in  the  whole 
Army. 

No  sooner  was  it  opened  than  expansion  began 
to  almost  double  its  original  size  and  since  we  had 
anticipated  such  a step  by  greatly  enlarging  the  vital 
centers,  such  as  the  operating  theater,  the  x-ray 
department,  and  the  laboratory,  the  increase  in  size 
was  simply  a matter  of  building  additional  wards, 
all  connected  by  a central  corridor  which  is  now 
just  under  a mile  in  length.  That  may  give  you 
some  idea  of  the  size  of  the  project. 

Scotty  is  chief  of  the  surgical  service  and  I am 
assistant  chief.  We  have  adjoining  offices  in  the 
surgery  and  share  a brunette  secretary  of  the  male 
species.  My  duties  as  chief  of  the  surgical  service  at 
the  Windham  Community  seem  lilliputian  compared 
to  my  present  job.  But  it  is  tremendously  interest- 
ing to  be  able  to  do  surgery  with  unlimited  con- 
sultation facilities  and  with  no  thought  of  the 
financial  aspect  of  the  case.  I am  confident  that 
patients  get  far  superior  care  under  these  circum- 
stances and  it  makes  one  wonder  if  perhaps,  under 
intelligent  guidance  and  direction,  some  form  of 
socialized  medicine  may  not  in  the  long  run  prove 
to  be  superior  to  our  present  system  with  its  rival- 
ries, its  cliques,  its  injustices  and  inequalities.  Our 
medical  societies,  if  they  have  the  vision,  should  be 
giving  this  whole  subject  a lot  of  sound,  unfettered 
thinking,  because  the  thousands  and  thousand  of 
doctors  who  have  gone  into  the  service  are  being 
subconsciously  conditioned  to  new  and  broad 
sociological  outlooks  in  general  and  are  slowly 
realizing  the  intellectual  health  and  integrity  of 
group  practice  unimpeded  by  financial  considera- 
tions. 


Clinically  our  patients  have  about  the  same  condi- 
tions we  see  in  civil  life  except,  of  course,  a much 
larger  proportion  of  traumatic  surgery.  Modern 
weapons  cause  bizarre  wounds  which  frequently 
demand  much  study  and  thought  because  of  their 
multiplicity.  For  example,  many  wounds  perforate 
the  bladder  and  rectum,  at  the  same  time  causing 
both  fecal  and  urinary  fistulae  into  the  buttocks. 
Compound  fractures  and  burns  are  common  prob- 
lems as  well  as  peripheral  nerve  injuries.  Gas  infec- 
tion is  not  uncommon.  Chest  wounds  with  com- 
plicating empyema  are  often  seen.  Malaria  is  ex- 
tremely common  even  on  the  surgical  service  and 
of  course  the  medical  wards  are  always  filled  with 
it.  On  the  surgical  service  it  is  our  most  frequent 
cause  of  temperature  arising  during  convalescence. 
We  also  see  some,  but  not  many,  cases  of  filariasis. 
We  see  almost  no  cancer— at  least  thus  far. 

We  work  pretty  hard  from  7 a.  m.  to  4:30  p.  m., 
and  then  are  theoretically  through  for  the  day, 
although  either  Scotty  or  I have  to  be  on  the  post 
in  the  evening  as  chief  of  service.  Either  of  us  has 
to  be  called  before  any  emergency  can  be  done, 
although  usually  we  hand  the  cases  down  to  junior 
men  unless  the  situation  looks  a bit  serious. 

We  have  plenty  of  radios  and  of  course  listen  to 
the  news  casts  and  commentators  from  America. 
The  local  newspapers  are  good  and  in  addition  we 
get  Time,  Life,  Readers  Digest,  Atlantic  Monthly, 
and  the  New  Yorker,  which  keeps  us  up  on  world 
events  as  well  as  Peter  Arno’s  cartoons. 

The  chief  thing  we  miss,  of  course,  is  our  families, 
but  that  is  part  of  the  sacrifice  we  are  making  to  do 
our  part  in  this  strange  and  ghastly  conflict  of  ideas 
and  ambitions.  We  hope  this  sacrifice  will  not  be 
dissipated  by  cheap  political  intrigue  in  the  post  war 
world.  We  are  up  against  an  enemy  who  is  brave, 
resourceful,  and  fanatical  and  has  no  doubt  of  his 
ability  to  create  a deadlock  in  which  neither  wins 
but  in  which  we  are  unable  to  keep  him  from  con- 
trolling our  Western  coast  and  ocean.  We  often 
wonder  if  people  back  home  fully  realize  the  serious- 
ness of  the  Pacific  situation  and  the  urgent  necessity 
of  great  sacrifices  that  must  be  made  if  we  are  to 
come  out  on  top. 

1 think  often,  of  course,  of  my  many  friends  at 
home  and  I wish  you  would  give  them  my  warmest 
regards.  Perhaps  you  could  share  this  letter  with 
them  so  that  in  return  you  and  they  could  write  me 
occasionally.  Letters  are  really  golden  from  old 
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friends  and  it  took  the  vast  expanse  of  the  Pacific  to 
convince  me. 

Best  of  luck  to  you  and  write  me  again. 

Eddie 


March  6,  1943 

Dear  Dr. : 

I received  your  pleasant  note  with  my  mail  when 
we  were  last  in  port  two  months  ago.  The  mail  will 
go  out  again  in  a few  days  so  here  are  some  words 
to  the  Windham  County  Medical  Society  as  you 
requested. 

Ordered  to  active  duty  on  May  15,  1942,  I spent 
my  first  ten  days  at  the  Naval  Air  Station,  Norfolk, 
Va.,  temporarily  attached  to  the  fine  new  dispensary 
there.  All  the  equipment  was  new  and  the  staff  was 
largely  composed  of  reserve  officers  fresh  from  civil 
practice— a very  congenial  group.  My  stay  there  was 
further  made  enjoyable  by  the  presence  at  the  same 
post  of  my  college  roommate  of  Haverford  days 
and  for  the  last  four  days  by  my  wife  who  was  able 
to  stay  at  a nearby  hotel. 

Then  came  my  orders  to  the  destroyer,  the 

just  back  from  Scapa  Flow.  I went  on  board  June 
7 and  have  continued  as  her  medical  officer  to  the 
present  time.  With  a crew  of  over  two  hundred 
men  and  eighteen  officers  the  medical  department 
consists  of  a chief  pharmacist’s  mate  and  a second 
class  pharmacist’s  mate.  We  have  a tiny  sick  bay 
just  large  enough  to  put  our  collapsible  operating 
table  in  place  but  remarkably  fully  equipped  and 
stocked  despite  its  size.  We  are  equipped  for  emer- 
gency operating  with  ether-chloroform,  spinal, 
intravenous,  or  local  anesthesia  at  choice.  Blood 
plasma  transfusions  are  available  in  quantity.  I he 
supply  of  drugs  to  which  we  are  constantly  adding- 
new  items  as  the  Navy  issues  them  leaves  little  to 
be  desired,  and  includes  an  adequate  number  of 
biologicals.  Our  main  stocks  of  medical  equipment 
are  divided  in  five  large  lockers  distributed  widely 
about  the  ship,  equipped  to  act  independently  as 
battle  dressing  stations.  Thus  one  or  more  can  be 
destroyed  in  action  without  the  resulting  loss  of  all 
our  supplies.  The  instruments,  gloves,  linen,  and 
dressings  are  all  autoclaved  while  in  port  and  put 
away  sterile.  Three  of  the  dressing  stations  are 
equipped  with  electric  sterilizers  and  emergency 
water  supplies.  First  aid  boxes  and  stretchers  are 
distributed  in  accessible  points  for  the  use  of  the 
men  in  action.  Daily  lectures  and  drills  are  given 


while  at  sea  to  keep  the  men  instructed  in  first  aid. 

In  nine  months  of  sea  duty  I have  been  fortunate 
in  not  having  to  operate  at  sea— maintaining  that 
only  an  absolute  emergency  would  justify  major 
surgery  under  such  conditions.  I have  my  own 
microscope  on  board  and  have  been  able  to  follow  | 
the  blood  picture  along  with  the  clinical  picture  of 
the  two  cases  of  acute  appendicitis  that  I have  had. 
To  my  joy  both  subsided  and  were  operated  upon 
later  in  port  with  good  recoveries.  Other  conditions 
were  one  kidney  stone  passed,  one  acute  gall  blad- 
der which  subsided,  several  crushed  hands  (a  fre- 
quent accident  at  sea),  two  cases  of  lobar  pneu- 
monia and  the  usual  run  of  the  line  acute  gastro- 
enteritides,  veneral  diseases,  upper  respiratories, 
sprains,  lacerations  and  what  nots  which  make  up  the 
usual  sick  call. 

The  Navy  furnishes  many  of  the  latest  medical 
books  pertinent  to  our  work  and  the  weekly  copies 
of  the  J.  A.  M.  A.  reaches  us  when  in  port. 

The has  been  on  North  Atlantic  patrol  duty 

and  we  have  seen  many  interesting  sights  (but  none 
so  interesting  as  our  own  home  ports  I can  assure 
you).  I have  been  very  lucky  in  having  been  able  to 
get  home  for  a day  or  two  with  my  family  each 
time  that  I have  been  back— the  only  really  bright 
spots  in  the  past  nine  months.  Flowever,  in  true 
Naval  tradition  I was  at  sea  when  our  second  son 
was  born  December  5. 

iVIy  fellow  officers  are  a fine  bunch  of  shipmates 
and  we  have  a jolly  time  together— in  some  respects 
it  reminds  me  of  my  college  days.  What  I greatly 
miss  is  the  give  and  take  of  a medical  team.  Calling 
yourself  in  on  consultation  time  after  time  becomes 
quite  a bore.  Consequently  I look  forward  to  the 
transfer  to  a larger  unit  that  usually  comes  after  we 
have  spent  a year  to  a year  and  a half  on  destroyers. 
However,  what  we  really  look  forward  to  is  the  end 
of  the  war— but  that  is  another  story. 

1 had  several  good  visits  with  Tony  LaPalme 
while  he  was  stationed  at  the  Brooklyn  Naval  Hos- 
pital before  he  was  sent  to and  hope  to  have  a j 

surprise  call  on  him  there  sometime  in  the  future. 

Please  give  my  greetings  to  the  doctors  of  the 
Association,  many  of  whom  I have  already  learned  j 
to  know  as  good  friends  and  the  rest  of  whom  I 
hope  to  know  better  after  the  war— God  grant  a 
speedy  and  victorious  end  to  it. 

Sincerely  yours, 

David  H.  Bates 
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THE  CONNECTICUT  TRAINED  ATTENDANT 

The  following  was  written  at  the  special  request  of  the  Journal  by  Kathryn  Brownell , r.n.,  in  charge  of 
the  Trained  Attendant  Program,  New  Britain  State  Trade  School. 


“I  haven’t  the  proper  high  school  credit  to  enter 
nursing  training  school.”  ...  “I  always  wanted 
to  be  a nurse  but  my  family  would  not  let  me.” 
These  are  the  reasons  why  people  take  the  course 
for  Trained  Attendant  at  the  New  Britain  State 
Trade  School.  They  are  girls  who  have  tried  other 
jobs  and  who  are  unhappy  in  those  jobs.  They  are 
women  who  have  homes  of  their  own  but  whose 
boys  and  girls  are  in  the  Army  or  the  WAACS  or 
the  WAVES.  They  may  be  twenty  years  old  or 
they  may  be  fifty.  They  must  be  citizens  of  the 
United  States,  residents  of  Connecticut,  healthy, 
presentable,  and  show  ability  in  this  field. 

In  the  three  months  of  basic  training  the  pupil  is 
taught  to  care  for  the  convalescent  patient  and  those 
with  long  term  illnesses.  Mothers  with  their  five- 
days  old  baby,  directly  out  of  the  hospital,  and  well 
children  may  be  assigned  to  the  care  of  the  Trained 
Attendant.  It  is  the  aim  of  those  who  prepare  her,  to 
choose  pupils  carefully,  to  equip  them  with  knowl- 
edge and  methods  sufficient  to  permit  them  to  fol- 
low doctor’s  orders  and  to  make  their  patients  com- 
fortable when  they  are  in  the  home.  They  are  also 
prepared  to  do  ward  nursing  under  the  supervision 
of  a graduate  nurse. 

I he  Trained  Attendant  will  not  assume  respon- 
sibility for  maternity  cases  at  time  of  delivery,  sur- 
gical cases,  or  acutely  ill  patients  who  are  the  special 


duty  of  the  graduate  nurse. 

After  three  months  of  classroom  instructions  the 
pupils  finish  their  one  year  of  preparation  in  either 
the  Windham  Community  Memorial  Hospital  in 
Willimantic  or  the  Griffin  Hospital  in  Derby.  Here 
they  are  given  an  opportunity  to  do  on  the  wards, 
methods  they  practiced  at  school  on  Chase  dolls  or 
on  one  another.  They  may  be  seen  in  neat  del- 
phinium-blue uniforms  with  stiff  white  collars,  cuffs, 
and  aprons,  giving  baths,  making  beds,  carrying 
trays,  preparing  nourishment  or  doing  any  one  of 
the  seventy-two  different  things  which  they  have 
been  taught  in  the  classroom.  1 he  supervisors  at 
the  hospitals  where  they  receive  experience  have 
expressed  satisfaction  with  their  training  and  say  the 
pupils  may  be  depended  upon  to  do  their  work 
accurately  and  quickly.  At  the  end  of  this  one  year 
of  classroom  and  hospital  experience  the  pupil 
f rained  Attendant  must  take  and  pass  an  examina- 
tion given  by  the  Board  of  Nurse  Examiners  to  re- 
ceive a license  which  permits  her  to  practice  in 
Connecticut. 

Three  classes  are  now  in  the  various  stages  of 
experience  in  the  hospitals.  September  i twelve  girls 
will  have  achieved  their  ambitions,  they  will  be  able 
to  care  for  the  sick  in  their  homes,  and  they  will  be 
the  first  “Connecticut  Trained  Attendants.” 


FQP^VICTORY 
BUY 


AFTER  HITLER'S  FUNERAL  — you  medical  draftees  and  vol- 
unteers will  want  a new,  modern  office.  Why  not  let  us  issue  you  a credit 
to  apply  on  your  post-war  medical  equipment  and  furniture?  When  Uncle 
Sam  calls,  ask  us  for  the  details  of  our  liberal  credit-balance  plan,  or  for  our 
cash  proposition.  Turn  over  to  us  the  headache  of  disposing  of  your  present 
equipment!  Professional  Equipment  Co.,  36  Howe  Street,  New,  Haven,  Conn. 

(See  PAGE  2) 
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Memorial  Number  of  Yale  Journal 

The  January,  1943,  issue  of  The  Yale  Journal  of 
Biology  and  Medicine  is  designated  as  the  Willard 
Burr  Soper  Memorial  Number,  a tribute  to  that 
skillful  clinician  who  for  so  many  years  directed  the 
tuberculosis  program  in  and  around  New  Haven. 
This  commemorative  issue  contains  a large  number 
of  papers  on  the  many  aspects  of  the  tuberculosis 
problem  and  written  by  leaders  in  this  field.  From 
our  own  Connecticut  physicians  are  noted  David 
R.  Lyman,  Hugh  M.  Wilson,  Gustaf  E.  Lindskog, 
Francis  G.  Blake  and  Grover  F.  Powers. 

Social  Insurance  In  a Democracy 

The  following  conclusions  by  Reinhard  A.  Hohaus, 
Associate  Actuary  of  the  Metropolitan  Life  Insurance  Com- 
pany appeared  recently  in  the  New  York  State  Journal  of 
Medicine. 

What,  then,  are  our  conclusions  as  to  the  present 
status  and  the  future  outlook  of  social  insurance  in 
our  country? 

As  to  old-age  and  widows’  and  orphans’  benefits, 
our  Federal  plan  has  made  a good  start  along  sound 
lines.  Desirable  changes  include  those  making  the 
principles  already  present  more  effective  and  clari- 
fication of  the  present  indefinite  policy  for  financing 
the  plan.  Private  insurance  complements  the  Federal 
plan,  and  each  better  serves  our  citizens  because  of 
the  existence  of  the  other.  Continued  progress  on 
the  course  already  charted  should  be  the  aim  for 
the  future. 

As  to  unemployment  insurance,  basic  changes  in 
principles  and  underlying  philosophy  are  essential. 
I hese  should  come  about  before  the  postwar  depres- 
sion, which  many  foresee  as  inevitable,  but  un- 
fortunately the  present  outlook  for  such  a develop- 
ment is  cpiite  discouraging.  One  must  turn  for  con- 
solation and  encouragement  to  the  splendid  way  in 
which  our  countrymen  have  accepted  thrift  and 
“putting  one’s  financial  house  in  order”  as  a personal 
responsibility.  The  present  great  accomplishments 
in  that  field  will  aid  the  individual  participant  in 
meeting  the  stormy  days  ahead. 

As  to  health  insurance,  there  is  still  much  unex- 
plored country  to  be  charted,  despite  all  the  discus- 
sions that  have  taken  place.  Following  blindly  the 


precedents  of  our  governmental  old-age,  survivor- 
ship and  unemployment  insurance  plans,  or  of  gov- 
ernment plans  adopted  abroad,  is  not  the  route  we 
should  take.  4 he  broad  concept  that  a social  mini- 
mum of  protection  against  the  hazards  of  life  should 
be  governmentally  provided,  or  at  least  assured, 
should  not  be  carried  over  without  modification 
from  our  present  social  insurance  plans  to  the  field 
of  benefits  in  kind  (medical  care)  because  of  the 
intimate  and  personal  nature  of  the  services  that 
may  be  required  in  the  latter  field.  Here  the  role  of 
the  Federal  government  should  be  one  of  greater 
aloofness,  confined  to  assuring  that  adequate  care 
will  be  provided,  rather  than  directly  participating 
in  the  actual  provision.  Such  direct  participation 
would  be  appropriate  only  when  no  suitable  agency 
appears  to  be  available,  and  where  the  choice  would 
seem  to  lie  between  a bare  minimum  governmentally 
provided,  and  outright  charity  or  nothing  at  all. 

The  Rockefeller  Foundation  in  1942 

A review  of  the  work  of  the  Rockefeller  Founda- 
tion for  1942  reveals  the  fact  that  more  money  was 
spent  in  foreign  countries  than  in  any  year  since 
1937.  This  was  due  to  the  developing  program  of 
the  Foundation  in  Latin  America  and  to  the  grow- 
ing needs  of  the  Foundation’s  Health  Commission  in 
connection  with  war  activities  abroad.  The  Founda- 
tion’s appropriation  for  1942  amounted  to  $8,227,867, 
67  per  cent  of  which  was  for  work  in  the  United 
States  and  33  per  cent  for  work  in  other  countries. 
This  amount  seems  insignificant  when  contrasted 
with  the  size  of  public  funds  now  being  spent  to 
meet  the  present  war  emergency.  This  money  repre- 
sents, however,  a bridge  uniting  what  men  have 
valued  in  the  past  with  what  they  hope  to  maintain 
in  the  future. 

The  vaccine  now  used  to  provide  immunity 
against  yellow  fever  was  developed  in  the  labora- 
tories of  the  International  Health  Division  of  the 
Foundation  in  1936.  This  vaccine  is  now  being  made 
without  the  human  serum  component,  and  it  is 
believed  that  the  risk  of  jaundice  has  been  definitely 
eliminated.  By  field  studies  the  Foundation  has  col- 
lected evidence  to  show  that  yellow  fever  does  not 
exist  in  Mexico  or  Central  America,  except  in  that 
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part  of  Panama  nearest  South  America. 

Fifty  English,  Scotch,  Welsh  and  Ulster  students, 
selected  by  the  Committee  of  Vice-Chancellors  and 
Principals  of  the  Universities  Bureau  of  the  British 
Empire,  are  now  in  North  America  attending  medi- 
cal schools  on  scholarships  provided  by  the  Founda- 
tion. 

Over  the  last  decade  the  Foundation  has  appro- 
priated $11,500,000  for  the  development  of  psy- 
chiatry, both  at  home  and  abroad.  In  1942  the 
Foundation  appropriated  $15,000  to  the  University 
of  Iceland  to  provide  equipment  for  student  labora- 
tory work.  In  addition  it  made  a grant  to  the  Uni- 
versity to  provide  internships,  during  the  year  1942- 
43,  in  the  United  States  for  four  of  the  Medical 
School’s  graduates. 

In  an  effort  to  make  knowledge  available  for 
social  purposes  and  to  widen  the  area  of  basic 
understanding,  the  Rockefeller  Foundation  in  1942 
appropriated  roughly  $1,325,000.  Twenty  grants  in 
all  were  made.  Nine  of  these  were  to  centers  special- 
izing in  international  relations;  seven  were  for  the 
continuance  of  basic  research;  four  were  for  the 
study  of  domestic  problems  directly  related  to  the 
war  and  its  effects. 

The  program  of  the  Foundation  in  China  in  agri- 
cultural research  and  rural  reconstruction  has  com- 
pleted its  seventh  year.  Fast  year  the  Foundation 
appropriated  $72,000  for  this  work.  When  peace 
comes  to  China  it  is  hoped  that  this  modest  rural 
program  may  make  some  contribution  to  the  devel- 
opment of  Chinese  agriculture,  which  constitutes 
the  essential  base  of  any  national  reconstruction  of 
the  nation. 

Spool  Cotton  to  the  Fore! 

Joseph  M.  King  of  the  Department  of  Surgery, 
Marquette  University  School  of  Medicine,  writing 
in  The  Wisconsin  Medical  Journal  begins  a paper 
on  “The  Use  of  Spool  Cotton  as  a Suture  Material” 
with  these  words: 

“In  the  next  few  months  the  use  of  cotton  will 
doubtlessly  supplant  silk  as  a non  absorbable  suture 
material.  When  it  is  realized  that  its  cost  is  but  a 
fraction  of  that  of  the  other  popular  suture  materials, 
both  absorbably  and  non  absorbably,  it  should  cer- 
tainly find  its  place  in  the  present  war  economy.  At 
present,  cotton  suture  material  does  not  seem  to  be 
widely  used.” 


The  author  then  relates  the  advantages  of  this 
form  of  suture  material  and  the  results  obtained  with 
its  use  in  seventy-eight  major  operations.  The  only- 
disadvantages  seem  to  be  the  tendency  of  cotton 
suture  material  to  cling  to  the  fingers,  occasional 
fraying,  and  pain  on  removal  when  used  as  reten- 
tion sutures.  The  method  of  sterilization  is  simple 
and  the  product  used  is  the  ordinary  five  cent  spool 
cotton  made  of  six  twisted  cords. 

New  Advance  in  Synthesis  of  Sulfa 
Compounds 

An  improved  method  for  preparing  the  new  sulfa 
compounds  known  as  sulfanilymidines,  which  avoids 
use  of  expensive  chemicals,  facilitates  manufacture, 
and  makes  these  drugs  more  readily  available  than 
ever  before,  is  reported  by  Dr.  C.  A.  Kwartler  and 
Philip  Fucas,  of  the  Research  Laboratories  of  the 
Winthrop  Chemical  Company,  Inc.,  in  the  Journal 
of  the  American  Chemical  Society. 

The  new  method  of  synthesis  avoids  use  of  the 
comparatively  expensive  paranitrobenzenesulfonyl 
chlorite,  according  to  the  authors.  Because  the  drugs 
become,  in  consequence,  easier  to  prepare,  supplies 
will  be  more  readily  available  to  research  workers  to 
investigate  their  efficacy  in  infectious  diseases. 

School  of  Alcohol  Study  at  Yale 
A School  of  Alcohol  Studies  will  be  opened  on 
July  8 at  Yale  University  under  the  direction  of 
Professor  Howard  W.  Haggard  of  the  Yale  Labora- 
tory of  Applied  Physiology. 

About  seventy -five  school  principals  and  teachers, 
social  workers,  court  probation  officers,  clergymen 
and  others  will  be  enrolled  under  fellowship  grants 
to  study  “the  broad  scientific  meaning  of  the  prob- 
lems of  alcohol.”  The  National  Education  Associa- 
tion and  the  Federal  Council  of  Churches  of  Christ 
will  assist  in  the  selection  of  students.  The  course 
will  last  for  six  weeks. 

The  Annals  of  Medical  History 
Stops  Publication 

With  the  end  of  the  year  1942  The  Annals  of 
Medical  History  went  out  of  existence.  Singularly 
enough  it  originated  twenty-four  years  ago  during 
World  War  I,  only  to  succumb  to  the  exigencies 
of  W orld  War  II.  Francis  R.  Packard,  the  editor, 
has  done  his  work  nobly  and  well. 
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REPORT  OF  THE  COMMITTEE  ON 
DRUG  ADDICTION  FOR  1942 

John  11.  Foster,  Chairman 

Chester  Waterman  A.  Bliss  Dayton 

Alfred  Labensky  Clifford  D.  Moore 

C.  Charles  Burlingame 
Associate  Member:  Cyril  N.  H.  Long 

We  regret  to  record  the  untimely  death  of  Carl  E.  Wag- 
ner of  Portland,  Connecticut,  on  August  8,  1942,  chairman 
of  the  Committee  for  the  past  two  years.  He  himself,  his 
ideas,  services,  advice  and  leadership  will  be  sadly  missed  by 
his  associates  and  the  Society. 

The  Drug  Addiction  Committee,  since  the  passage  of  the 
Narcotic  Act  in  1935,  has  been  concerned  with  the  bar- 
biturate problem.  This  seemed  to  be  cared  for  by  the  passage 
of  the  Food  Drug  and  Cosmetic  Act  of  1939,  which  included 
the  barbiturates  along  with  other  potent  drugs,  amidopyrine, 
cinchophen,  dinitrophenol  and  sulphonamids  in  limiting 
their  sale  to  a doctors’  prescription. 

This  effect  was  voided  the  following  year  by  the  ruling 
of  the  Attorney  General  to  the  effect  that,  “The  Derivatives 
of  barbituric  acid,  when  so  labeled,  may  be  sold  without  a 
prescription  if  also  labeled  ‘May  be  habit-forming’.”  This 
again  allowed  practically  unrestricted  sale  of  the  barbiturates. 
A questionnaire  sent  out  last  year  showed  that  95%  of  the 
doctors  in  the  state  favored  limiting  them  to  a doctor’s  pre- 
scription. Some  idea  of  the  number  of  preparations  on  sale 
containing  barbiturates  may  be  gained  from  the  fact  that 
there  are  over  60  listed  preparations  which  have  barbiturate 
as  their  chief  component. 

As  the  result  of  several  cases  of  barbiturate  poisoning  last 
year  and  the  death  of  a woman  in  Greenwich  in  October 
1942,  the  Food  and  Drug  Commission  issued  a ruling  to 
the  effect  that,  in  line  with  the  Federal  and  State  laws,  such 
potent  drugs  could  be  sold  only  with  proper  instructions. 
As  this  would  be  impossible  for  the  druggists  to  do,  the 
barbiturates  therefore  should  be  limited  to  sale  on  a doctors 
prescription.  A ruling  by  the  Drug  Commissioner,  Mr.  H. 
Bierne,  to  the  druggists  has  been  made  to  this  effect.  We  are 
now  back  where  we  were  when  the  bill  was  passed  in  1939. 

A measure.  Senate  Bill  484,  has  been  introduced  in  the 
legislature  for  the  purpose  of  restricting  the  use  of  barbitu- 
rates to  prescription,  and  prohibiting  the  dispensing  of 
barbiturates  and  other  specified  drugs  by  physicians,  den- 
tists, and  veterinarians  except  in  emergencies,  and  effecting 
other  changes  in  restricting  the  sale  of  the  “dangerous”  drugs. 
The  supervision  of  that  part  of  the  Drug  and  Cosmetic  Act 


is  put  in  the  hands  of  the  Drug  Commission,  rather  than  the 
Food  and  Dairy  Commission,  as  at  present.  The  Committee 
feels  that  the  Bill,  as  amended,  embodies  the  main  objectives 
for  which  it  has  been  striving  and  has  recommended  its 
passage. 

The  duties  outlined  for  this  committee  have  been  com- 
pleted. The  problem  still  exists  and  its  dangers  should  be 
kept  before  the  profession  but  maintainance  of  the  present 
status  can  be  handled  by  existing  committees  of  the  State 
Society,  so  we  feel  that  this  Committee  on  Drug  Addiction 
may  well  be  discontinued. 

Mr.  William  D.  Barnes,  Executive  Secretary  of  the  Con- 
necticut Prison  Association,  reported  to  a meeting  of  our 
Committee,  held  in  New  Haven  on  December  4,  1942,  and 
outlined  the  present  situation  in  Connecticut  in  regard  to 
the  widespread  increase  in  intoxication  and  the  lack  of 
facilities  for  the  care  of  habitual  offenders.  He  discussed 
measures  under  consideration  by  the  Connecticut  Prison 
Association  for  legislative  action  to  create  a State  Rehabilita- 
tion Center  for  Men,  such  as  the  present  State  Farm  for 
Women,  Niantic.  Such  a measure  (House  Bill  144)  is  up 
for  consideration  at  the  present  time. 

The  Committee  feels  that  the  State  Medical  Society  should 
recognize  the  seriousness  of  the  alcohol  problem  and  suggests 
the  appointment  of  a new  committee  to  study  the  medical 
and  legislative  aspects  of  alcohol  in  Connecticut. 

Respectfully  submitted, 

John  H.  Foster,  Chairman. 


REPORT  OF  THE  COMMITTEE  ON  THE 
CLINICAL  CONGRESS 

I he  Eighteenth  Clinical  Congress  of  the  Connecticut  State 
Medical  Society  was  held  at  New  Haven  on  September  29. 
30,  and  October  1,  1942,  in  the  Sterling  Law  Buildings  of 
Yale  University. 

The  scientific  program  consisted  of  three  morning  and 
three  afternoon  sessions  at  each  of  which  five  or  six  addresses 
covering  a wide  variety  of  topics  were  presented.  All  were 
well  attended.  At  the  luncheon  meetings,  also  well  attended, 
invited  speakers  addressed  the  Congress  on  two  days,  a ques- 
tion and  answer  session  was  held  on  the  third.  For  the  general 
excellence  of  the  program  both  with  respect  to  subject  matter 
and  the  speakers  invited  the  Congress  is  greatly  indebted  to 
the  skill  and  untiring  efforts  of  Dr.  Louis  H.  Nahum,  Chair- 
man of  the  Program  Committee. 

In  spite  of  the  war  the  attendance  was  surprisingly  good, 
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the  total  number  of  registrations  being  548.  Of  these  490 
(89.5%)  were  paid,  58  were  free. 

An  analysis  of  the  registration  figures,  prepared  by  Dr. 
Maurice  J.  Strauss,  Chairman  of  the  Committee  on  Publicity 
and  Registraiton,  follows: 


Cr2 

Cfi 

S 

D 

7, 


Total  registration  

From  Connecticut  

....  548 

....  483 

88.1 

20.3 

From  Fairfield  County 

....  85 

15-5 

>5-5 

From  Hartford  County 

106 

19.4 

16.4 

From  Litchfield  County 

....  17 

3-' 

l6.0 

From  Middlesex  County 

....  23 

4.2 

3 o.o 

From  New  Haven  County 

....  220 

40.1 

29.0 

From  New  London  County 

21 

3.8 

15.9 

From  Tolland  County 

I 

0.2 

5-o 

From  Windham  County 

IO 

1.8 

2 2.0 

From  outside  Connecticut 

....  65 

1 1.9 

From  New  York 

26 

4.7 

From  Massachusetts  

21 

3-8 

From  Rhode  Island 

7 

i-3 

From  New  Jersey 

3 

0.5 

From  Maine  

2 

0.4 

From  Pennsylvania  

2 

0.4 

From  Florida  

1 

0.2 

From  Vermont  

1 

0.2 

From  Illinois  

I 

0.2 

From  Iceland  

I 

0.2 

Of  the  total  number  of  registrants  73.9%  or  405  had  at- 
tended one  or  more  previous  Congresses,  26.1%  or  143  were 
new.  Of  the  latter  111  were  from  Connecticut,  32  from  out- 
side the  state. 

The  report  of  the  Treasurer,  Dr.  Charles  E.  Sanford,  for 
the  year  ending  December  31,  1942,  is  as  follows: 


Receipts: 

Registrations  fees  and  luncheons $ 1,343.00 

Interest,  New  Haven  Savings  Bank 65.19 


Total  $ 1,408.19 

Defict  604.59 

$ 2,012.78 


Disbursements: 

Printing  

Clerical  work  

Dinners  and  luncheons. 

Speakers’  expenses  

Miscellaneous  


497-43 

188.72 

438.90 

481.55 

406.18 

$ 2,012.78 


Assets: 

Cash  in  New  Haven  Savings  Bank $ 3,309.12 

Cash  in  New  Haven  Bank  N.  B.  A 395 .02 


$ 3,704.14 

As  pointed  out  by  the  Treasurer  in  his  report  the  deficit 
for  1942  is  due  to  a reduced  attendance  and  consequently 
income,  while  the  expenses  have  remained  approximately 
the  same,  and  may  properly  be  looked  upon  as  a contribu- 
tion to  the  war  effort. 

Despite  a probable  further  decrease  in  attendance  it  is 
believed  that  the  Congress  should  be  held  in  1943  and  that 
the  accumulated  assets  may  well  be  called  upon  for  this 
purpose  if  necessary. 

I lie  sendees  of  many  physicians  are  generously  given 
every  year  to  make  the  Congress  a success  and  to  them  the 
Committee  is  greatly  indebted.  The  Chairman  also  desires 
to  express  his  gratitude  for  their  invaluable  cooperation  and 
his  appreciation  of  the  opportunity  to  take  a small  part  in 
the  Society’s  program  of  graduate  education. 

Respectfully  submitted, 

Francis  G.  Blake,  Chairman. 

REPORT  OF  THE  COMMITTEE  ON  PUBLIC 
POLICY  AND  LEGISLATION 

Berkley  M.  Parmelee,  Chairman 

Howard  Boyd  Theodore  S.  Evans 

Sanford  H.  Wadhams  Edmund  L.  Douglass 

Harry  S.  Frank  Ralph  B.  Thayer 

Karl  T.  Phillips 
President  of  the  Society 
Executive  Secretary  of  the  Society 
Committee  on  National  Legislation 

Thomas  P.  Murdock  James  R.  Miller 

The  Committee  on  Public  Policy  and  Legislation  met  on 
Sunday,  February  7,  for  the  purpose  of  analyzing  and  dis- 
cussing legislation  concerning  health,  medicine  and  welfare 
pending  before  the  1943  General  Assembly.  There  were 
present,  the  Chairman,  Berkley  M.  Parmelee;  Edward  L. 
Douglass,  Harry  S.  Frank,  Karl  T.  Phillips,  James  R.  Miller, 
the  Chairman  of  the  Council;  Roy  L.  Leak,  the  President 
of  the  Society  and  the  Secretary  of  the  Society.  Absenr 
from  the  meeting  were  Sanford  H.  Wadhams,  Litchfield 
County,  Theodore  S.  Evans,  New  Haven  County,  Howard 
W.  Boyd,  Hartford  County,  Ralph  B.  Thayer,  Tolland 
County. 

All  of  the  House  and  Senate  bills  which  had  been  intro- 
duced up  to  that  time,  either  by  title  or  in  full,  which 
were  related  to  medical  care,  were  considered  and  a decision 
was  made  to  support,  or  oppose,  or  stand  neutral  on  all  of 
them.  This  was  for  the  purpose  of  establishing  a guiding 
policy  for  the  Executive  Secretary  in  his  appearances  and 
presentations  before  legislative  hearings. 

At  the  time  of  the  preparation  of  this  report  the  General 
Assembly  is  still  in  session  and  it  is  too  early  to  make  a final 
statement  regarding  any  important  measures. 

Respectfully  submitted, 

Berkley  M.  Parmelee,  Chairman. 
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REPORT  OF  THE  DELEGATES  TO  THE  1942 
MEETING  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION 

To  the  Members  of  the  House  of  Delegates,  Connecticut 
State  Medical  Society: 

Gentlemen:  Your  delegates  attended  all  of  the  sessions 
of  the  House  of  Delegates  at  the  meeting  of  the  American 
Medical  Association,  held  at  Atlantic  City,  June  8th  to  12th. 

The  sessons  of  the  House  of  Delegates  were  characterized 
by  an  unusual  degree  of  harmony.  Lest  this  statement  should 
give  the  impression  that  ordinarily  the  delegates  fight  like 
the  celebrated  Kilkenny  cats,  it  might  perhaps  be  more  ac- 
curate to  say  that  few  questions  were  debated  which  led  to 
any  serious  difference  of  opinion.  The  methods  of  the  House 
followed  the  usual  pattern;  after  a summarized  presentation 
of  the  reports  of  the  various  officers  and  councils  these  were 
referred  to  appropriate  committees,  and  subsequently  sub- 
jects for  discussion  were  brought  up  in  the  form  of  resolu- 
tions, many  of  them  introduced  by  representatives  of  state 
societies  at  the  request  of  those  societies,  others  originating 
with  individuals.  These  likewise  were  referred  to  appropriate 
committees. 

The  important  resolutions  have  already  been  mentioned 
and  commented  upon  by  Dr.  S.  B.  Weld  in  the  July  1942 
number  of  the  State  Medical  Journal,  and  by  Dr.  James  R. 
Miller,  one  of  the  delegates,  in  the  same  issue. 

Perhaps  one  of  the  most  striking  features  of  the  meeting 
was  the  ease  with  which  one  or  two  resolutions  went  through 
which,  ordinarily,  would  probably  have  been  hotly  debated 
and,  possibly,  defeated.  One  of  these,  a resolution  recog- 
nizing medical  service  plans  approved  bv  constituent  county 
and  state  societies  on  a service  basis  as  well  as  on  a cash 
indemnity  basis,  would  certainly  have  led  to  acrimonious 
discussion  a few  years  ago.  Another  resolution,  presented 
by  Dr.  Stanley  Osborn  for  the  Section  on  Public  Health, 
which  called  for  the  employment  of  full-time  trained  and 
paid  health  officers  wherever  possible,  went  through  with 
practically  no  debate  at  all,  whereas  a few  years  ago  this 
also  would  have  led  to  discussion. 

The  Scientific  Exhibit  seems  to  improve  every  year.  This 
year  there  were  a number  of  exhibitors  from  South  America 
and  Cuba,  and  they  presented  material  of  great  interest,  ex- 
cellently prepared.  It  is  impossible  to  overemphasize  the 
great  educational  value  of  this  interesting  and  stimulating 
display. 

It  is  customary  for  the  local  society  to  entertain  the  dele- 
gates at  a dinner  on  the  Monday  evening  following  the  first 
session  of  the  House.  This,  as  usual,  was  an  enjoyable  occa- 
sion, taken  more  seriously  than  is  customary,  the  feature  of 


the  evening  being  the  address  of  the  Honorable  Paul  V. 
McNutt,  who  not  only  forcibly  emphasized  the  need  for 
a much  larger  number  of  physicians  for  the  medical  care 
of  the  Armed  Forces,  but  made  the  blunder  of  threatening 
the  profession  with  dire  consequences  if  this  need  was  not 
met.  This  we  think  was  a mistake,  particularly  as  the  mud- 
dled directions  of  the  Government  had  led  many  physicians, 
at  least  in  Connecticut,  to  believe  that  they  were  to  wait 
until  called  for. 

The  House  unanimously  elected  as  President-Elect  Dr. 
James  E.  Paullin,  of  Atlanta.  Dr.  Paullin  has  been  active 
in  the  affairs  of  the  Association  for  many  years,  particularly 
as  Chairman  of  the  Scientific  program,  and  also  as  the  repre- 
sentative of  the  Section  of  Internal  Medicine  in  the  House 
of  Delegates.  He  is  not  only  an  outstanding  clinician,  but 
a man  of  force  and  integrity;  he  can  be  depended  upon  to 
carry  on  the  duties  of  his  office  at  this  critical  period  in  our 
history  with  vigor,  ability,  and  tact.  He  has  the  respect  and 
affection  of  all  who  know  him. 

Respectfully  submitted, 

George  Blumer. 

The  Antianemic  Be  Vitamin 

First  announced  by  Professor  A.  D.  Hogan  and 
his  associates  at  the  University  of  Missouri,  the 
fourteenth  vitamin  known  as  the  antianemic  Be  has 
been  isolated  and  crytallized  by  the  pharmaceutical 
house  of  Parke,  Davis  & Company.  This  viatmin  is 
reported  to  be  half  a million  times  more  potent  than 
fresh  liver.  Professor  Hogan’s  discovery  was  based 
on  the  observation  that  chicks  placed  on  a supposed- 
ly sufficient  diet  failed  to  grow  and  developed  severe 
anemia  and  that  this  could  be  cured  by  adding  crude 
liver  extract.  This  vitamin  is  a member  of  the  B 
Complex  group.  The  sub  letter  “c”  has  been  added 
to  represent  the  thousands  of  chicks  on  which  ex- 
perimental studies  have  been  made. 

Parke,  Davis  & Company  reports  that  the  clinical 
formula  of  this  new  vitamin  is  not  known.  Studies 
are  being  carried  on,  aimed  at  a larger  production 
of  Vitamin  Be  so  that  eventually  its  value  in  treat- 
ment of  various  forms  of  secondary  anemia  can  be 
determined.  The  results  of  treatment  of  that  large 
group  of  individuals  suffering  from  various  forms 
of  anemia  with  this  latest  of  therapeutic  agents 
offers  a field  for  hopeful  speculation. 


THOUSANDS  HAVE  SAID “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation,  but  we  shall  offer  to 
sell  you  one  of  the  “Hvfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 


SPECIAL  NOTICES 


44I 


SPECIAL  NOTICES 

v xX^<XA><cN>C><NAXN>C<NX>C^  *£  -CAA><NfN<NA><>C'<c><i><cANA<NN><iK><NfA><AN>C><NNX^ 


MICHAEL  REESE  HOSPITAL 
Cardiovascular  Department 
Offers  a Full  Time  Intensive  Course  in 
Electrocardiography 
Two  Weeks — August  16-August  28,  1943 
by  Dr.  Louis  N.  Katz,  Director  of  Cardiovascular  Research 

This  is  an  intensive  course  offered  to  the  general  practi- 
tioner. There  will  he  practice  on  several  electrocardio- 
graphic machines  and  discussion  of  the  principles  of  their 
construction  and  use.  There  will  be  sessions  on  interpreta- 
tions of  electrocardiograms  illustrated  by  lantern  slides,  and 
practice  by  the  student  with  unknown  records.  Routine 
records  taken  during  the  time  of  the  course  will  be  dis- 
cussed. Emphasis  will  be  placed  on  chest  leads  and  on  the 
importance  of  the  electrocardiogram  in  coronary  sclerosis 
and  myocardial  infarction.  The  mechanism  and  interpretation 
of  heart  irregularities  will  he  developed. 

As  group  and  individual  instruction  will  be  given,  the 
course  is  open  to  both  the  beginning  and  advanced  student 
in  Electrocardiography.  It  is  planned  to  individualize  the 
course  so  that  at  the  end  of  the  period  each  student  will  be 
capable  of  taking  and  properly  interpreting  electrocardio- 
grams. In  order  to  accomplish  this  purpose  the  class  will  be 
limited  in  number.  It  is  imperative,  therefore,  that  reserva- 
tions be  made  early. 

Reservations  may  be  made  upon  receipt  of  $10  which  will 
be  applied  on  the  tuition.  An  hourly  program  of  the  course 
will  be  sent  on  request. 

For  further  information  address:  Michael  Reese  Hospital, 
Cardiovascular  Department,  29th  and  Ellis  Avenue,  Chicago, 
Illinois. 


APPEAL  FOR  DRUGS  AND  INSTRUMENTS 

To  help  the  Medical  and  Surgical  Relief  Committee  of 
America  continue  its  vital  work  of  providing  emergency 
medical  kits  to  Coast  Guard  patrol  boats  and  Navy  sub- 
chasers, an  urgent  appeal  for  drugs  and  instruments  has  been 
issued  by  the  Committee  to  surgeons,  physicians,  and  medi- 
cal supply  houses. 

Among  the  items  sorely  needed  to  equip  the  emergency 
kits  are  artery  clamps,  splinter  forceps,  scalpels,  probes, 
grooved  directors,  sulfadiazine  tablets,  sulfadiazine  ointment 
5%,  sulfathiazole  tablets,  and  sterile  shaker  envelopes  of 
crystalline  sulfanilamide.  Any  other  spare  medicines  or  sur- 
gical instruments  are,  of  course,  equally  welcome. 

Specially  designed  for  sub-chasers  and  patrol  boats,  the 
medical  kit  is  a small  portable  case  filled  with  essential 
medications  and  emergency  instruments.  It  is  complete 
enough  to  cover  accident  and  war  casualties  until  the  ship 
reaches  a base  hospital.  Many  of  these  small  craft  carry  a 
considerable  complement  of  men,  including  often  a pharma- 
cist’s mate.  Appreciative  letters  from  their  officers  to  the 


Committee  indicate  that  the  kit  is  a vital  adjunct  to  the  ship’s 
equipment.  This  project  represents  an  invaluable  service  not 
undertaken  by  any  other  organization.  The  Medical  and 
Surgical  Relief  Committee  of  America,  conducted  for  nearly 
3 years  by  a nationwide  group  of  distinguished  physicians, 
has  distributed  over  a half-million  worth  of  medical  and 
surgical  supplies,  concentrated  foods  and  vitamins  to  the 
people — civilian  and  fighting — of  the  United  Nations. 

Along  with  medical  equipment,  the  patrol  boat  and  sub- 
chaser emergency  kit  contains  a simple  fishing  outfit,  pre- 
pared bait,  signalling  mirrors,  ready  to  be  used  in  time  of 
disaster  when  the  crew  must  resort  to  life  rafts. 

Please  send  your  contributions  to  Medical  and  Surgical 
Relief  Committee  of  America,  420  Lexington  Avenue,  New 
York,  N.  Y. 


INTERNATIONAL  COLLEGE  OF  SURGEONS 

At  the  coming  fourth  International  Assembly  of  the  In- 
ternational College  of  Surgeons  to  be  held  at  the  Waldorf 
Astoria  Hotel  in  New  York  City  on  June  14,  15,  16  deal- 
ing with  the  subjects  of  “Rehabilitation”  and  “War  Surgery”, 
the  tentative  program  arrangements  will  be  as  follows: 

1.  Papers  will  be  read  by  eminent  authorities  in  the 
Grand  Ballroom  during  both  morning  and  afternoon  ses- 
sions. 

2.  Continuous  round-table  discussions  on  Rehabilitation, 
War  Surgery,  Care  of  Veterans  and  Allied  Subjects  have 
been  scheduled  to  run  for  the  duration  of  the  Assembly. 

Visitors  to  the  Assembly  are  urged  to  view  the  many 
exhibits  which  will  be  set  up  to  demonstrate  activities  in 
military  medical  affairs  and  rehabilitation.  Among  these  will 
be  a visual  demonstration  on  the  work  of  the  State  of  New 
Jersey  Rehabilitation  Commission,  John  J.  Toohey,  Jr., 
Director,  presenting  its  Curative  Workshop  under  the  per- 
sonal direction  of  Mr.  J.  C.  Kupper. 

The  Veterans  Administration,  Washington,  D.  C.,  of 
which  Charles  M . Griffith  is  Medical  Director,  will  furnish 
charts  showing  pictures  and  descriptions  of  the  routine  and 
special  measures  in  bibliotherapy,  occupational  therapy,  and 
physical  therapy  used  to  aid  in  the  treatment  of  patients 
in  Veterans  Administration  Hospitals. 

The  Medical  Detachment  of  the  17th  Regiment,  New 
York  State  Guard,  of  which  Major  Donald  R.  Beck  is  Regi- 
mental Surgeon,  will  set  up  a regimental  aid  station.  The 
personnel  will  consist  of  members  of  the  medical  detach- 
ment who  will  be  in  daily  attendance. 

There  will  also  be  an  exhibit  by  the  New  York  State  De- 
partment of  Social  Welfare,  Bureau  of  Services  for  the 
Blind,  with  Ruth  B.  McCoy  in  charge. 

A large  number  of  motion  pictures  in  color  will  be  shown 
on  Cranio  Cerebral  Surgery,  Bone  and  Joint  Surgerv,  Plastic- 
Surgery  and  War  Surgery.  The  medical  profession  is  cor- 
dially invited  to  attend. 
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Walter  Ralph  Steiner,  M.D. 

1870  - 1942 

Walter  Ralph  Steiner  was  born  in  Frederick 
City,  Maryland,  on  November  1 8,  1870,  the 
son  of  Lewis  Henry  Steiner,  m.d.,  a noted  physician, 
sanitarian,  author  and  librarian  whose  career  and 
example  exerted  a lasting  influence  upon  his  son. 
From  his  earliest  childhood  until  his  death  in  Hart- 
ford, Connecticut,  on  November  4,  1942,  Dr.  Stein- 
er’s life  was  spent  in  acquiring  knowledge,  solidify- 
ing connections,  storing  up  learning,  making  many 
lasting  friendships  and  generously  dispensing  wis- 
dom and  culture  in  the  fields  of  clinical  medicine, 
by  writing,  in  medical  organization  and  in  library 
work.  Possessed  of  a remarkable  memory,  backed 
by  deep  study  and  wide  reading,  Dr.  Steiner  was  a 
veritable  mine  of  information,  encyclopedic  in  its 
extent,  which  formed  a solid  basis  for  the  expression 
of  his  talents  in  human  understanding  and  in  precise 
clinical  application. 

Walter  Steiner  had  the  advantage  of  growing  up 
in  a family  which  was  a lively  center  of  literary  and 
cultural  interests  and  thus  fortified  he  went  to  col- 
lege with  his  interest  securely  founded  in  study  and 
with  a literary  habit  of  mind  which  was  to  endure 
all  his  life.  In  1892  he  graduated  from  Yale  Univer- 
sity with  an  a.b.  degree.  From  1892  to  1894  *ie  Pur_ 
sued  graduate  studies  at  Johns  Hopkins  University 
and  Yale  granted  him  an  a.m.  degree  in  1895.  From 
Johns  Hopkins  Medical  School  he  received  the  m.d. 
degree  in  1898.  Many  years  later,  full  of  honors  and 
widely  recognized  for  his  attainments  in  medicine, 
in  literature,  in  history  and  as  a librarian.  Trinity 
College  conferred  on  him  the  honorary  l.h.d. 
degree. 

After  his  graduation  from  Johns  Hopkins  Dr. 
Steiner  served  a two  year  interneship  at  Johns  Hop- 
kins Hospital.  Then  in  1900  he  settled  in  Hartford 
whither  he  was  drawn  by  a fondness  for  Connecti- 
cut which  had  developed  through  his  years  at  Yale 
and  by  devotion  to  the  friends  of  those  years  and 
also  by  the  recollection  of  pleasant  summers  spent  in 
Guilford,  Connecticut,  which  was  his  mother’s 
childhood  home. 

The  medical  profession  in  Hartford  heartily 


welcomed  this  well  trained  and  personally  attractive 
young  physician,  and  almost  at  once  (1901)  he  was 
made  attending  pathologist  and  bacteriologist  to  the 
Hartford  Hospital.  Four  years  later  in  addition  he 
became  an  assistant  attending  physician  and  in  1908 
he  was  elected  a full  attending  physician.  This 
position  he  held  with  distinction  until  his  voluntary 
retirement  in  1934,  thus  serving  on  the  Medical 
Service  for  more  than  thirty  years.  However,  Dr. 
Steiner  never  lost  his  early  interest  in  pathology  and 
bacteriology  and  he  continued  as  the  active  director 
of  the  laboratory  until  1912,  when  he  became  con- 
sulting pathologist  and  bacteriologist,  in  which  posi- 
tion he  continued  until  his  death.  From  1934  on- 
wards, Dr.  Steiner  also  was  consulting  physician  to 
the  Hartford  Hospital. 

This  brief  summary  of  his  staff  positions  gives 
only  a partial  idea  of  the  extent  of  Dr.  Steiner’s  hos- 
pital duties  and  responsibilities.  He  was  unusually 
zealous  in  the  affairs  of  staff  organization,  serving 
from  1925  to  1933  as  Chairman  of  the  Medical  and 
Surgical  Staff,  and  for  many  years  before  that  as 
Secretary  of  the  Staff. 

In  addition  to  his  duties  and  assignments  at  the 
Hartford  Flospital  he  was  much  sought  for  his  wis- 
dom and  judgment  by  other  hospitals.  In  this  way 
he  generously  contributed  his  time  and  interest  as 
consulting  physician  to  the  Hartford  Orphan 
Asylum,  the  Bristol  Hospital,  the  New  Britain  Gen- 
eral Flospital,  the  Meriden  Hospital,  the  Aliddlesex 
Hospital  and  as  honorary  physician  to  the  Man- 
chester Memorial  Hospital.  In  addition  to  all  this, 
Dr.  Steiner  generously  gave  to  the  Newington 
Home  for  Crippled  Children  the  benefit  of  his  wise 
leadership  as  chief  of  staff  from  1920  until  1913, 
during  the  period  of  Newington’s  most  active 
growth  and  the  erection  of  the  modern  buildings. 

It  is  evident  that  Walter  Steiner  had  a deep  inter- 
est in  clinical  medicine  and  from  the  extent  of  his 
connections  it  is  apparent  that  his  interest  was  also 
broad.  He  was  indefatigable  in  his  devotion  to 
clinical  medicine  and  he  was  also  tireless  in  his  efforts 
on  behalf  of  scientific  organization.  He  contributed 
generously  and  enthusiastically  to  the  scientific 
programs  and  to  the  arduous  duties  of  official  posi- 
tions. He  was  Secretary  of  the  Congress  of  Ameri- 
can Physicians  and  Surgeons  from  19 11  until  1932. 
He  was  a Fellow  of  the  American  Academy  for  the 
Advancement  of  Science,  a Fellow  of  the  American 
College  of  Physicians,  a Fellow  of  the  American 
Medical  Association,  and  for  several  years  a Member 
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of  the  House  of  Delegates.  He  was  a member  of  the 
Association  of  American  Physicians,  a member  of 
the  Aledical  Library  Association,  of  which  he  was 
President  1931  to  1933,  a member  of  the  Connecticut 
State  Medical  Society,  of  which  lie  was  Secretary 
from  1905  to  1912,  Chairman  of  the  Council  from 
1929  to  1933  and  President  from  1934  to  1935.  He 
was  a member  of  the  Hartford  County  Medical 
Association,  a member  of  the  Hartford  Medical 
Society,  which  he  served  as  Librarian  from  1903  to 
1941,  and  as  President  in  the  year  of  1929.  He  was 
a member  of  the  American  Association  of  Patholo- 
gists and  Bacteriologists.  He  was  an  active  member 
of  the  American  Clinical  and  Climatological  Asso- 
ciation, of  which  he  was  President  1934  and  35.  He 
also  was  a member  of  the  New  York  Academy  of 
Medicine. 

For  a man  so  immersed  in  medicine  through  pri- 
vate practice,  hospital  work,  medical  society  and 
hospital  staff  positions,  there  would  seem  to  be  little 
time  or  energy  for  other  interests.  Such  was  the 
calibre  of  Walter  Steiner,  however,  that  he  seemed 
to  have  time  and  energy  for  any  number  of  interests, 
to  all  of  which  he  brought  the  full  vigor  of  his 
intellect  and  the  constructive  influence  of  his  wise 
and  mellow  personality.  Following  the  example  of 
bis  father,  who  was  the  first  Librarian  of  the  Enoch 
Pratt  Free  Library  of  Baltimore,  and  continuing  the 
example  of  his  beloved  preceptor,  Sir  William  Osier, 
Dr.  Steiner  devoted  himself  to  the  Library  of  the 
Hartford  Medical  Society.  There,  he  held  the  post 
of  Librarian  from  1903  until  1941,  a period  of  thirty- 
eight  years,  during  which  the  facilities  were  modern- 
ized and  enlarged  and  the  fame  of  this  library  was 
known  all  over  the  country.  When  the  Society 
hung  his  portrait  in  the  reading  room  and  formally 
gave  his  name  to  the  Library,  it  was  universally 
acclaimed  as  a fitting  memorial  to  one  who  had  done 
so  much.  His  eminence  as  a librarian  had  been  shown 
by  his  election  to  the  presidency  of  the  Medical 
Library  Association  in  1931. 

Appropriately  accompanying  Dr.  Steiner’s  inter- 
est in  medical  libraries,  was  his  active  participation 
in  the  work  of  historians.  He  was  a member  of  the 
Maryland  Historical  Society  and  the  Virginia  His- 
torical Society"  as  well  as  the  Connecticut  Historical 
Society  and  the  Beaumont  (Medical  Club.  To  all  of 
these  organizations  he  contributed  noteworthy 
papers. 

Throughout  his  career  Dr.  Steiner  exercised 
without  stint  his  talents  for  friendship  and  for 


stimulating  leadership.  For  approximately  25  years 
he  maintained  close  contacts  with  the  leading  medi- 
cal schools  and  directed  on  a high  plane  the  choice 
of  internes  for  the  Hartford  Hospital.  In  this  work 
he  came  into  close  touch  with  the  annual  crop  of 
young  doctors.  Countless  men  now  in  practice  re- 
call with  gratitude  the  stimulating  encouragement 
received  from  him. 

One  of  the  most  brilliant  undertakings  he  ever 
handled  was  the  chairmanship  of  the  Hartford 
Medical  Advisory  Board  in  World  War  I.  Sur- 
rounded by  an  able  staff,  it  was  his  driving  force 
which  molded  them  into  an  effective  team  which 
made  an  enviable  record  in  its  management  of  this 
important  phase  of  the  Selective  Service  System. 

It  is  difficult  to  recount  the  accomplishments  of 
such  an  outstanding  medical  man  as  Walter  Steiner 
without  the  use  of  superlatives.  The  mere  recital 
of  his  achievements  does  not  do  justice  to  the  man. 
He  was  modest  to  the  point  of  diffidence  but  he 
never  lacked  decision  nor  the  courage  of  his  convic- 
tions. Loyal  in  friendship  he  was  generous  with 
praise  for  the  worthy  but  he  never  shunned  the 
harder  task  of  outspoken  criticism  of  the  unworthy. 
Upright  in  all  of  his  own  conduct  he  was  tolerant 
of  the  weakness  in  others  and  especially  lenient  in 
dealing  with  invalids.  Dr.  Steiner  never  married  but 
his  great  capacity  for  affection  was  turned  with  full 
force  towards  his  work,  his  books,  his  library,  his 
host  of  friends  and  his  devoted  sisters. 

Dr.  Steiner  was  loved  by  his  patients,  admired  by 
his  colleagues  and  respected  by  all  who  knew  him. 
His  life  clearly  shows  that  he  who  would  contribute 
most  to  medicine  must  make  of  himself  the  most. 

Paul  P.  Swett,  m.d. 

Elmer  F.  Blank,  M.D. 

1870  - 1943 

Dr.  Elmer  F.  Blank  was  born  in  Kankerney,  Illi- 
nois, in  1870,  where  he  received  his  early  education. 
In  1888  he  married  Margie  Costello  and  had  one 
child  Pauline  that  lived  two  years. 

He  attended  the  Starling  Medical  College,  Ohio 
University,  from  which  he  graduated  in  1897.  In 
June  of  that  same  year  Dr.  Blank  began  his  practice 
in  Bridgeport  and  continued  in  it  actively  for  forty^- 
six  years.  During  these  long  years  he  enjoyed  a good 
family  practice  and  thereby  won  the  high  esteem  of 
the  community  and  his  colleagues.  He  was  truly  a 
gentleman  and  most  devoted  husband  and  benefac- 
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tor.  Dr.  Blank  practiced  medicine  with  distinguished 
dignity,  at  all  times  upholding  the  high  ideals  of  the 
medical  art. 

In  1905  Dr.  Blank  was  appointed  on  the  staff  of 
St.  Vincent  Hospital  in  the  department  of  Pediatrics. 
In  1918  he  served  in  the  Medical  Reserve  Corps, 
U.  S.  Army;  during  the  last  fifteen  years  he  acted  as 
supervising  medical  examiner  for  the  Royal  Ar- 
canum. He  was  a loyal  member  of  the  Bridgeport 
Medical,  Fairfield  County  and  American  Medical 
Associations;  he  was  a life  member  of  the  Elks  and 
a 4th  degree  member  of  the  Knights  of  Columbus. 

Dr.  Blank  died  on  March  21,  1943,  at  the  Bridge- 
port Hospital  of  pernicious  anaemia.  He  is  survived 
by  his  widow. 

Paul  D.  Hippolitus,  m.d. 

Frank  M.  Tukey,  M.D. 

1870  - 1943 

Frank  Martin  Tukey  was  born  June  24,  1870,  at 
sea  off  the  English  coast,  under  the  American  flag. 
His  father,  James  Martin  Tukey,  was  a sea  captain. 
Both  his  father  and  his  mother,  Mary  Hiscock 
Tukey,  lived  in  Maine  at  such  times  as  Captain 
Tukey  was  not  at  sea. 

Dr.  Tukey  was  graduated  from  Lincoln  Academy 
in  New  Castle,  Maine,  in  1887.  Later,  in  1891,  he 
received  from  Bowdoin  College  a degree  of  b.a.  His 
fraternity  at  the  college  was  Zeta  Psi.  He  graduated 
from  Harvard  Medical  School  October  26,  1894, 
and  was  licensed  to  practice  medicine  in  Connecti- 
cut that  same  year. 

During  his  early  days  in  Bridgeport  Dr.  Tukey 
was  quite  interested  in  the  social  life  of  the  City  and 
was  President  of  the  Sea  Side  Club  of  Bridgeport, 
1916-1917.  He  served  on  the  Medical  Staff  of  the 
Bridgeport  Hospital.  He  was  President  of  the  Fair- 
field  County  Medical  Society  1917-1918  and  was  a 
member  of  the  Connecticut  State  Medical  Society. 
He  was  a former  President  of  his  local  Medical 
Association.  Dr.  Tukey  was  a member  of  the  Bow- 
doin Association  of  New  York,  and  a life  member 
of  the  Harvard  Club  of  Connecticut.  He  was  chair- 
man of  the  Adedical  Section  Council  of  Defense  of 
Fairfield  County  during  the  World  War. 

Dr.  Tukey  started  the  practice  of  medicine  in 
Bridgeport  in  1894.  He  married  Lillian  Ray  of 
Bridgeport  on  November  17,  1897,  who  now  sur- 
vives him.  He  was  an  athlete  and  played  on  his 
college  football  team.  He  always  enjoyed  anything 


that  pertained  to  football,  baseball  or  any  outside 
sport.  He  was  a former  member  of  the  New  York 
Athletic  Club.  He  was  a man  of  fine  personality, 
had  a large  practice  and  his  patients  were  always 
very  loyal  to  him. 

Dr.  Tukey  died  on  April  24,  1943,  after  an  illness 
of  some  months.  He  was  buried  on  April  27,  1943, 
in  the  Mountain  Grove  Cemetery  of  his  home  city. 
His  funeral  was  attended  by  a large  number  of  his 
former  patients  and  his  personal  friends,  also  mem- 
bers of  the  medical  profession  some  of  whom  acted 
as  honorary  pallbearers.  He  was  a fine  man  and 
much  beloved  by  those  who  knew  him  intimately. 

Frank  H.  Barnes,  m.d. 


THE  DOCTOR’S  OFFICE 

James  J.  Hennessy,  m.d.,  announces  the  opening 
of  his  office  for  the  practice  of  Chest  Diseases  and 
Bronchoscopy  at  50  Farmington  Avenue,  Hartford. 

Walter  L.  Hogan,  750  Adain  Street,  Hartford, 
announces  that  he  has  discontinued  the  practice  of 
otolaryngology  and  is  limiting  himself  to  ophthalm- 
ology. 


NEWS 

from  County  Associations 

Fairfield 

The  regular  monthly  meeting  of  The  Bridgeport 
Adedical  Society  was  held  on  Tuesday  evening,  May 
4,  at  the  University  Club  in  Bridgeport.  The  speaker 
of  the  evening  was  R.  Franklin  Carter,  professor  of 
surgery  at  the  Postgraduate  Hospital  in  New  York. 
His  subject  was  “Etiology,  Diagnosis,  and  Treat- 
ment of  the  Usual  Types  of  Gall  Bladder  Disease.” 
His  paper  was  illustrated  with  many  interesting 
charts  and  pictures  of  gall  bladder  disease.  Dr.  Car- 
ter has  done  extensive  research  work  for  the  past 
twenty-five  years  in  this  field. 

The  Aday  meeting  of  the  Stamford  Medical 
Society  was  held  in  the  solarium  of  St.  Joseph  Hos- 
pital. Albert  Gray  of  the  Connecticut  State  Depart- 
ment of  Health  gave  a timely  discussion  of  the 
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problems  of  industrial  hygiene  during  the  present 
emergency. 

The  Stamford  Hospital  announces  the  appoint- 
ment to  the  Senior  Surgical  Staff  of  Frank  M. 
Harrison  and  E.  Cotton  Rawls,  the  latter  at  present 
on  duty  with  the  United  States  Navy. 

Hartford 

Station  Hospital 
Office  of  the  Surgeon 
Army  Air  Base 

Bradley  Field,  Conn., 

April  12,  1943 

Secretary, 

Hartford  County  Adedical  Association, 

38  Prospect  Street, 

Hartford,  Conn. 

My  dear  Doctor: 

On  behalf  of  The  Commanding  Officer  and  the 
Medical  Officers  of  Bradley  Field,  I would  like  to 
take  this  opportunity  to  extend  my  sincere  thanks 
for  the  excellent  evening  accorded  us  during  the 
recent  visit  of  Brigadier  General  Eugen  G.  Rein- 
artz.  It  was  a pleasure  for  the  Medical  Officers  of  the 
Armed  Forces  to  meet  with  civilian  doctors  in  the 
community  around  the  Air  Base. 

If  any  of  the  Members  of  the  Association  would 
care  to  visit  our  hospital,  I would  he  happy  to  make 
such  arrangements  if  thev  will  telephone  in  advance. 
Very  truly  yours, 

Frank  R.  Fleming, 

Lt.  Col.,  Adedical  Corps  Surgeon 

James  H.  Biram,  Medical  Director,  Colt’s  Patent 
Fire  Arms  Adfg.  Co.,  is  the  author  of  two  articles 
recently  published  in  Industrial  Medicine.  'The  first 
appearing  in  the  March,  1943  issue  is  entitled  “Re- 
habilitation-Recent Developments  in  Connecticut.” 
The  second  appeared  in  the  April,  1943  issue  of 
this  same  journal  and  is  entitled  “Prevention  of  Skin 
Rashes.” 

“Industrial  Disease  and  the  Insurance  Carrier”  is 
the  title  of  an  article  by  Roscoe  N.  Gray,  Surgical 
Director,  Aetna  Casualty  and  Surety  Co.,  and  pub- 
lished in  the  Rocky  Mountain  Medical  Journal. 
Adarch,  1943. 

Litchfield 

The  Litchfield  County  Adedical  Society  met  at  the 
Litchfield  County  Hospital  in  Winsted  on  Tuesday, 


April  27.  In  spite  of  the  rationing  problems  a de- 
lightful dinner  was  served  by  the  hospital. 

The  retiring  president,  Robert  G.  Sellew,  Sr., 
presided  over  the  business  meeting  and  introduced 
the  speaker,  Harold  S.  Burr,  professor  of  anatomy 
at  Yale  University.  Professor  Burr’s  subject  was 
“Electrometric  Methods  in  Clinical  Medicine.”  7'he 
talk  was  both  interesting  and  instructive. 

Creighton  Barker  discussed  the  problem  of  meet- 
ing the  armed  forces’  demand  for  physicians. 

Roy  L.  Leak,  president  of  the  State  Medical 
Society,  spoke  briefly,  outlining  the  annual  meeting 
to  be  held  in  New  Haven. 

The  following  officers  were  elected  for  the  year: 
President,  Richard  J.  Lawton,  Terryville;  Vice- 
president,  Arthur  Jackson,  Washington;  Secretary- 
Treasurer,  W.  Bradford  Walker,  Cornwall. 

Arthur  Jackson  of  Washington  and  J.  F.  Kilgus, 
Jr.,  of  Litchfield  were  elected  to  represent  Litch- 
field County  in  the  house  of  delegates  at  the  annual 
meeting. 

New  Haven 

At  the  recent  meeting  of  the  New  Haven  County 
Adedical  Association  the  following  officers  were 
elected  for  the  ensuing  year:  Louis  H.  Nahum,  New 
Haven,  president;  Andrew  Jackson,  Waterbury, 
vice-president;  Ralph  McDonnell,  New  Haven, 
clerk;  Herbert  Thoms,  councilor;  and  W.  J.  H. 
Fischer,  executive  committee. 

John  Chasnoff,  West  Haven,  and  Alfred  E. 
Reichenbach,  Waterbury,  have  recently  joined  the 
armed  forces,  the  latter  being  commissioned  in  the 
Army  Air  Corps. 

Royal  Meyers,  Watertown,  and  Sidney  Jennes, 
Waterbury,  have  been  home  recently  on  furlough. 

A.  J.  Adendillo,  New  Haven,  is  the  author  of 
“Experiences  with  the  Bacon  Operation  for  Femoral 
Hernia,”  published  in  the  January-February  1943 
issue  of  The  Journal  of  the  International  College  of 
Surgeons. 

New  London 

On  Adondav,  Aday  3,  Hugh  B.  Campbell,  Super- 
intendent, Uncas-On-the-Thames,  left  Norwich  for 
St.  Louis  to  attend  the  annual  meeting  of  the  Ameri- 
can Trudeau  Society;  while  there,  he  was  elected 
treasurer  of  the  Society. 

Alec  Rabinovitch  has  joined  the  Staff  of  the  Nor- 


wich  State  Hospital  as  Senior  Physician. 

On  1 hursday,  June  3,  an  outstanding  meeting 
will  be  held  by  the  New  London  County  Medical 
Association  at  the  Uncas-on-the-Thames  at  8:30 
p.  m.  at  which  time  Oliver  W.  Cope  of  Massachu- 
setts General  Hospital,  Boston,  will  present  a paper 
on  “The  Cocoanut  Grove  Fire.”  Dr.  Cope  was  most 
actively  engaged  in  this  disaster  and  is  particularly 
well  qualified  to  speak  with  the  utmost  authority  on 
this  terrible  catastrophe.  A cordial  invitation  is  given 
to  anyone  interested  to  hear  first  hand  just  how 
these  cases  were  handled,  the  methods  and  results. 

Elizabeth  Cornfield,  graduate  of  the  Woman’s 
College,  Philadelphia,  joins  the  Medical  Staff  as 
interne  at  Uncas-on-the-Thames  on  May  13.  Dr. 
Cornfield  is  a resident  of  New  Haven. 

William  Weidman,  Radiologist,  Uncas-on-the- 
Thames,  recently  read  2,500  paper  x-ray  films;  the 
program  was  instituted  in  New  London,  Conn.,  for 
the  detection  of  tuberculosis  and  non  tuberculous 
lesions.  The  report  will  soon  be  ready  and  will  be 
turned  over  to  the  New  London  Health  Depart- 
ment for  follow  up  work.  This  survey  is  to  be  great- 
ly commended,  in  fact,  it  would  be  wise  for  every 
community  with  facilities  available  to  copy  this 
work.  Chest  plates,  taken  at  the  Induction  Center, 
of  draftees,  showed  an  appalling  number  of  positive 
cases,  many  of  them  far  advanced  lesions.  Fore- 
warned is  forearmed. 

Tolland 

T he  annual  meeting  and  elections  of  the  Tolland 
County  Association  were  held  at  the  Rockville 
House  on  April  20,  preceded  by  the  traditionally 
fine  repast.  To  the  members  it  is  always  a pleasure 
to  have  a good  turnout  of  visitors,  and  this  gather- 
ing was  no  exception.  Roy  L.  Leak,  president  of  the 
State  Society,  spoke  briefly  on  the  difficulties  con- 
fronting the  committee  for  Procurement  and  As- 
signment. J.  R.  Miller  sketched  the  situation  with 
regard  to  medical  insurance,  or  what  I am  given  to 
understand  the  British  refer  to  as  “Womb  to  Tomb” 


care.  He  also  mentioned  the  interne  shortage  and 
exculpated  the  larger  hospitals  of  the  charge  of 
hoarding  them.  Doctors  Wells  and  Martha  Clifford 
of  the  State  Health  Department  were  present,  the 
latter  explaining  the  operation  of  the  fund  for  care 
of  Service  men’s  families.  Arthur  Landry  and  F.  A. 
Emmett  of  Hartford  were  also  present.  Neil  A. 
Dayton,  Director  of  the  State  Hospital  at  Mansfield, 
was  welcomed  as  a new  member.  The  speaker  of 
the  evening  was  Lewis  P.  James  of  Hartford,  whose 
topic  was  “Sterility,”  and  as  the  subject  was  com- 
prehensively covered  the  birth  rate  in  Tolland 
County  should  show  an  immediate  increment. 

Priorities  are  being  sought  for  a few  necessary  ; 
alterations  on  the  Maxwell  mansion  on  Union  Street,  : 
Rockville,  to  adapt  it  for  use  by  the  Rockville  City 
Hospital  which  recently  acquired  the  property. 
The  date  of  occupancy  is  uncertain,  but  when  com- 
pleted the  chateau  like  structure  will  be  a showpiece 
among  hospitals  of  its  size,  namely,  about  fifty  beds, 
an  increase  of  about  50%  over  the  accommodations 
of  the  present  building. 

Following  the  meeting,  elections  were  held  and 
Frank  Converse  of  West  Willington  was  chosen 
president  for  the  coming  year,  and  W.  G.  Luckner, 
Stafford  Springs,  vice-president. 


News  from  Yale  University 
School  of  Medicine 

On  March  20  the  One  Hundred  and  Thirtieth 
graduation  of  the  Yale  University  School  of  Medi- 
cine took  place  in  the  new  Historical  Library  of  the 
Medical  School.  The  exercises  were  unique  in  oc- 
curring approximately  three  months  earlier  than 
usual,  and  the  class  was  the  first  to  be  graduated 
under  the  accelerated  curriculum  that  was  initiated 
in  July,  1942. 


BOOKS  — BOOKS BOOKS The  next  time  you  have  a few 

minutes  to  spare,  why  not  stop  in  and  look  over  our  miniature  library.  Cur- 
rent editions  of  medical,  x-ray,  and  physical  therapy  publications  on  hand  for 
your  inspection.  Professional  Equpment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 
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HEART  DISEASE  IS  CURABLE.  By  Peter  J.  Steincrohn, 
m.d.,  Author  of  “More  Years  for  the  Asking”  and 
“You  Don’t  Have  to  Exercise.”  New  York:  Doubleday 
Doran  & Co.  1943.  193  pp.  $1.98. 

Reviewed  by  Stanley  B.  Weld 

This  is  the  third  book  by  Peter  J.  Steincrohn,  written  for 
the  laity-  Like  its  two  predecessors,  this  volume  carries  the 
reader  buoyantly  on  from  page  to  page  with  its  racy,  vio- 
lent style.  Not  all  among  the  author’s  professional  friends 
will  accept  the  words  of  the  title  as  a truism,  yet  if  one  con- 
cede’s  to  the  author  his  definition  of  cured,  there  is  very 
little  ground  for  any  difference  of  opinion. 

Into  this  small  volume  Dr.  Steincrohn  has  packed  a wealth 
of  valuable  philosophy.  Within  its  covers  any  individual, 
well  or  ill,  should  find  much  wise  counsel.  To  increase  the 
layman’s  knowledge  of  the  simple  principles  of  proper 
living  and  of  good  health  has  been  the  author’s  aim.  In 
addition  he  has  placed  in  the  hands  of  the  cardiac  patient  a 
manual  of  arms  which  should  be  invaluable  in  preserving 
the  morale  of  that  individual.  Heart  disease  needs  to  be 
better  understood  by  rich  and  poor,  high  and  low.  I his  book 
may  be  read  to  advantage  by  one  and  all. 

FRACTURES.  (Fourth  edition  revised.)  Paul  B.  Mag- 
nuson,  m.d.,  f.a.c.s.,  Assoc.  Professor  of  Surgery,  North- 
western Univ.  iMedical  School,  Attending  surgeon,  Passa- 
vant  Memorial  Hosp.  and  Wesley  Memorial  Hospital, 
Chicago.  Philadelphia:  J.  B.  Lippincott  Co.  1942.  51 1 

pp.  317  illustrations.  $5.50. 

Reviewed  by  Burr  H.  Curtis 

In  the  past  ten  years  this  text  has  passed  through  three 
previous  editions.  The  present  edition  remains  largely  un- 
changed from  the  others  except  for  the  addition  of  some 
material  on  compound  fractures  and  emergency  manage- 
ment of  fractures  and  shock.  These  revisions  have  been  made 
with  the  thought  that  many  men  will  be  forced  to  meet 
fracture  problems  under  the  exigencies  of  war. 

The  text  remains  concise,  clear,  and  direct  in  its  presenta- 
tion, thus  retaining  the  style  of  the  previous  editions.  It  is 
written  in  “an  endeavor  to  meet  the  needs  of  the  man  who 
first  sees  the  fracture.”  I he  approach  is  along  anatomical 
and  physiological  lines.  This  is  one  of  the  outstanding  fea- 
tures of  the  text  for  a good  understanding  of  the  anatomy 
and  physiology  of  a fracture  makes  for  greater  adaptability 
upon  the  part  of  the  surgeon  and  certainly  makes  for  more 
intelligent  treatment. 

The  author  usually  provides  a detailed  description  of  only 
one  proved  method  of  handling  any  given  situation.  In  pass- 
ing he  mentions  the  complications  and  possibilities  that  may 
have  to  be  faced  in  each  condition.  This  approach  is  advan- 
tageous in  that  it  supplies  direct  information  for  the  physician 
not  greatly  acquainted  with  the  intricacies  ol  fracture  piob- 
lems.  This  makes  the  text  more  valuable  to  the  general 


practitioner  and  perhaps  of  less  interest  to  the  physician 
specializing  in  iracture  problems. 

The  index  is  good  but  the  bibliography  has  not  been 
brought  up  to  date,  except  in  certain  sections. 

FUNDAMENTALS  OF  IMMUNOLOGY.  By  William 
C.  Boyd,  ph.d.,  Associate  Professor  of  Biochemistry,  Bos- 
ton University  School  of  Medicine.  New  York:  Inter- 
science Publishers,  Inc.  1943.  446  pp.  45  illustrations. 

$5.50. 

Reviewed  by  Eugene  E.  Lamoureux 

I he  Fundamentals  of  Immunology  is  a book,  the  purpose 
of  which,  as  outlined  by  the  author,  is  to  “serve  as  an  intro- 
duction to  immunology  for  medical  students,  chemists,  biol- 
ogists and  others  interested  in  an  understanding  of  the  basic 
principles  of  the  science.”  The  author  could  have  added  the 
statement  that  the  physician,  having  a limited  amount  of 
time  to  give  to  such  a subject,  by  knowing  the  basic  prin- 
ciples, is  spared  the  difficulty  that  usually  arises  in  dealing 
with  this  subject.  There  has  been  an  almost  complete  aban- 
donment of  the  historical  method  of  approach  which  tends 
to  overcome  the  confusion  associated  with  past  concepts 
that  have  been  superseded  by  later  ideas. 

With  this  in  view,  Professor  Boyd  has  developed,  in  an 
interesting  manner,  an  explanation  of  the  fundamentals 
with  just  enough  of  the  application  to  illustrate  these  ex- 
planations. He  has  dealt  understandingly  with  the  degrees 
of  resistance  to  disease  and  manners  in  which  inadequate 
resistance  may  be  increased  artificially.  Procedures  and 
mechanisms  by  which  resistance  is  increased  have  been  ex- 
plained as  that  subject  which  we  call  immunology.  The 
chief  emphasis  of  the  book  is  expressed  in  terms  of  serology, 
the  reason  being  that  the  science  which  studies  the  funda- 
mental mechanism  of  immunological  reactions  and  their 
theoretical  foundations  is  based  on  serology  because  they 
involve  the  use  of  serum. 

Very  often  the  physician  will  be  baffled  by  new  terminol- 
ogy as,  for  example,  the  Rh  factor,  and  in  attempting  to 
grope  through  the  copious  amounts  of  literature  may  lose 
the  fundamental  trend  and  thus  fail  to  grasp  the  principles 
involved.  This  volume  tends  to  clarify  these  various  factors 
to  such  an  extent  that  some  knowledge,  whether  or  not  it 
is  only  “scanning”  in  character,  is  obtained  and  thus  the 
physician  will  be  able  to  intelligently  carry  on  conversa- 
tions in  relation  to  subjects  dealing  with  immunity  and 
immunology. 

At  first  glance,  the  book  appears  to  be  quite  technical  in 
character,  yet  it  is  a very  readable  type  of  book  with 
explanations  sufficiently  clear  so  that  one  who  is  not  schooled 
in  the  subject  is  able  to  grasp  easily  the  principles  involved. 
The  chapter  on  blood  groups  and  the  manner  in  which  it 
is  handled  is  especially  impressive.  Not  only  is  the  basis 
of  the  four  classes  of  groups  clearly  defined,  but  those  fac- 
tors in  relation  to  the  importance  of  transfusion,  as  well  as 
the  methods  in  which  blood  grouping  is  related  to  legal 
medicine,  tends  to  make  one  feel  that  they  now  have  a 
working  knowledge  of  a subject  which  so  often  seems  con- 
fused. 

There  is  no  doubt  that  the  complete  story  of  immunology 
will  always  remain  somewhat  of  a mystery  to  many  of  us, 
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vet  this  book  offers  the  key  by  which  a generalized  knowl- 
edge of  the  subject  can  become  a part  of  the  present  knowl- 
edge we  now  have  in  the  field  of  medicine. 

AUTONOMIC  REGULATIONS.  THEIR  SIGNIFI- 
CANCE FOR  PHYSIOLOGY,  PSYCHOLOGY  AND 

NEUROPSYCHIATRY.  By  Ernest  Gellhorn.  New 

York:  Interscience  Publishers,  Inc.  373  pp.  80  figs.  1943. 

$5.50. 

Reviewed  bv  C.  W.  Stephenson 

With  the  ever  increasing  interest  in  the  complete  inter- 
relationship of  “psyche”  and  “soma”,  the  mass  of  investiga- 
tive material  produced  by  the  experimental  physiologist  has 
grown  far  faster  than  the  capacity  of  the  busy  practitioner 
to  keep  pace.  Although  Dr.  Gellhorn  utilizes  very  exten- 
sively the  work  of  his  own  laboratories,  he  cites  no  less  than 
eleven  hundred  references  in  this  one  book.  This  bibliog- 
raphy emphasizes  immediately  the  task  confronting  him  who 
would  “keep  up  with  the  literature.”  But  in  this  volume 
are  presented  the  results  of  nine  years  experience  in  lectures 
and  research,  systematized  not  only  in  logical  physiological 
relationships,  but  also  in  such  a way  as  to  make  the  volume 
of  added  interest  and  value  to  many  who  may  have  less  time 
than  needed  for  thorough  study. 

Following  the  general  introduction  dealing  with  the 
anatomical  and  physiological  foundations  of  the  subject,  the 
book  is  divided  into  four  parts,  each  concerned  with  a 
separate  phase  of  the  interrelationships  discussed.  The  first 
of  these,  which  occupies  approximately  a third  of  the  entire 
book,  deals  with  adjustment  reactions  involving  primarily 
the  respiratory  and  circulatory  systems,  and  their  respon- 
siveness to  carbon  monoxide,  anoxia,  asphyxia,  hemorrhage, 
and  hypoglycemia. 

This  is  followed  by  a briefer  discussion  of  the  nervous 
regulation  of  the  hormones  of  the  hypophysis  and  the  roles 
of  the  sympathetico-adrenal  and  vago-insulin  systems. 

In  the  next  part,  the  author  treats  with  autonomic-somatic 
integration.  The  role  of  the  sympathetic  and  parasympathetic 
svstems  in  anoxia,  hypoglycemia,  and  hemorrhage  is  dealt 
with  in  one  chapter,  followed  by  a second  chapter  on  the 
fundamental  differences  in  the  reaction  of  the  autonomic  and 
somatic  nervous  systems,  while  the  third  shows  the  relation 
between  these  two  nervous  systems.  The  fourth  chapter  of 
this  part  discusses  the  autonomic  basis  of  emotion. 

The  last  part  of  the  book,  results  and  applications,  set 
forth  some  principles  of  autonomic  organization  and 
enumerates  contributions  to  an  oranismic  physiology.  The 
second  half  of  this  final  part  is  devoted  to  clinical  results 
and  applications,  one  chapter  being  concerned  with  the  ad- 
justment reactions  in  general  and  spinal  anaesthesia.  The 


final  chapter  of  the  book  deals  with  the  effects  of  various 
shock  treatments  utilized  in  neuropsvchiatrv,  and  attempts 
to  show  that  the  common  factor  in  all  the  various  forms  lies 
in  the  stimulation  of  the  sympathetico-adrenal  and  vago- 
insulin  systems. 

While  much  of  this  book  is  in  the  form  of  discussion  based 
upon  laboratory  experiements  which  are  described  and 
charted,  there  is,  at  the  end  of  every  chapter,  a brief  but 
complete  summarv  setting  forth  the  salient  facts  and  con- 
clusions of  that  chapter.  On  the  whole  the  writing  is  in  a 
style  easy  to  read,  though  at  times  the  descriptions  of  ex- 
perimental work  may  become  a bit  bewildering  to  those  not 
familiar  with  laboratorv  technique.  As  both  a review  and  as 
a means  of  keeping  up  to  date,  this  book  commends  itself 
very  generally  to  the  entire  medical  profession. 

DISEASES  OF  THE  BREAST:  DIAGNOSIS,  PATHOL- 
OGY, TREATMENT.  By  Charles  F.  Geschickter , m.a., 
m.d.,  Lieut.  Comdr.  Medical  Corps,  U.S.N.R.,  Director 
of  the  Francis  P.  Garvan  Cancer  Research  Laboratorv, 
Pathologist,  St.  Agnes  Hospital,  Baltimore.  With  a spe- 
cial section  on  treatment  in  collaboration  with  Murray 
AT  Copeland,  a.b.,  m.d.,  f.a.c.s.,  Instructor  in  Surgerv, 
Johns  Hopkins  Medical  School.  Philadelphia:  J.  B.  Lip- 
pincott  Co.  1943.  829  pp.  593  illustrations.  $10.00. 

Reviewed  bv  Christopher  J.  McCormack. 

This  is  a first  edition  of  a book  which  I think  fills  a long 
felt  need.  It  consist  of  seven  parts  comprising  thirty-five 
chapters  extensively  covering  diseases  of  the  breast  in  regard 
to  diagnosis,  pathology  and  treatment.  It  is  the  type  of  book 
which  requires  close  attention  while  reading  but  it  will  serve 
as  a guide  to  all  physicians  who  are  interested  in  carcinoma 
of  the  breast  and,  with  the  incidence  of  that  disease  today, 
all  practicing  physicians  should  be  interested  in  it.  For 
those  practitioners  who  have  been  too  busy  to  keep  in  touch 
with  the  literature  on  this  subject,  it  will  serve  as  an  excel- 
lent summarv  for  them  and  probably  introduce  a new  line 
of  thought  in  diseases  of  the  breast,  especially  the  material 
dealing  with  their  relation  to  the  sex  hormones.  The  part 
of  the  chapter  devoted  to  bleeding  from  the  nipple  should 
be  read  bv  every  medical  practitioner. 

While  at  times  the  author  may  seem  over  enthusiastic 
concerning  the  etiological  role  of  the  sex  hormones,  he  does 
not  allow  this  to  overshadow  the  known  and  accepted  facts 
concerning  breast  cancer.  Along  this  line,  too,  he  stresses 
the  limitations  that  endocrine  therapy  has  in  mammary 
dysplasia. 

Part  Seven,  which  consists  of  a discussion  of  the  experi- 
mental production  of  benign  and  malignant  mammary 
tumors,  is  very  enlightening.  Here  again  the  author  does  not 
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allow  himself  to  be  led  astray  by  theoretical  factors. 

The  publication  and  editing  of  the  book  are  along  excel- 
lent lines.  The  table  of  contents  is  thorough  and  complete 
and  the  index  is  well  planned.  At  the  beginning  of  each 
part  of  the  book  there  are  orientation  paragraphs  which 
serve  to  introduce  the  reader  to  the  subject  more  clearly. 
The  physician  who  is  particularly  interested  in  breast  tumors 
will  find  the  bibliography  complete  and  thorough.  The  ref- 
ferences  are  given  at  the  end  of  each  chapter  and  add  par- 
ticular value  to  the  book. 

The  work  was  based  on  a study  of  patients  seen  in  private 
practice  and  in  the  surgical  wards  of  Dr.  Dean  Lewis  at 
Johns  Hopkins  Hospital,  as  well  as  the  study  of  case  his- 
tories, specimens  and  follow-up  studies  reported  in  the 
surgical  pathological  laboratory  of  Johns  Hopkins. 

In  the  discussion  of  the  treatment  of  breast  cancer  the 
perennial  question  of  surgery  with  or  without  radiation  is 
discussed.  The  author  adopts  a sane  attitude  in  regard  to 
this  and  states  that  his  treatment  is  based  on  the  extent  and 
stage  of  the  disease  at  the  time  the  patient  is  seen. 

A TEXTBOOK  OT  CLINICAL  NEUROLOGY.  (Fifth 
edition,  revised.)  By  Israel  S.  Wechsler,  m.d.,  Clinical 
Professor  of  Neurology,  Columbia  University,  New  York; 
Neurologist,  The  Mount  Sinai  Hospital;  Consulting  Neu- 
rologist; The  Montefiore  and  Rockland  State  Hospitals, 
New  York.  Philadelphia  and  London:  IF.  B.  Saunders  Co. 
1943.  840  pp.  162  illustrations.  $7.50. 

Reviewed  by  O.  G.  Wiedman 

The  appearance  of  a fifth  edition  of  this  book  is  an  evi- 
dence of  its  usefulness  and  popularity.  This  new  revised 
edition  includes  the  use  of  chemotherapy,  vitamins  in  rela- 
tion to  nervous  disorders,  with  additional  material  regarding 
electroencephalography,  degenerative  diseases  of  the  nervous 
system,  headache  and  poliomyelitis. 

In  this  book  the  author  has  drawn  upon  his  own  extensive 
clinical  experience.  It  is  well  written;  the  type  is  clear;  the 
illustrations  are  instructive  and  the  references  at  the  end  of 
each  chapter  are  adequate. 

Since  its  first  edition  Wechsler’s  Neurology  has  been  used 
not  only  by  neurologists  but  by  students  and  general  prac- 
titioners and  the  present  volume  will  undoubtedly  remain 
one  of  the  leading  textbooks  on  neurology. 

INDIGESTION  -ITS  DIAGNOSIS  AND  MANAGE- 
MENT. By  Martin  E.  Rehfuss,  m.d.,  Professor  of  Clinical 
Medicine  and  Sutherland  M.  Prevost,  Lecturer  in  I hera- 
peutics,  Jefferson  Medical  College,  Philadelphia.  Phila- 
delphia and  London:  W.  B.  Saunders  Co.  1943.  556  pp. 

63  illustrations.  $7.00. 

Reviewed  by  John  Carter  Rowley 

This  is  not  a treatise  or  textbook  on  the  gastrointestinal 
tract.  These  are  plentiful.  Contributions  such  as  this  by  Dr. 
Rehfuss,  giving  us  the  lessons  or  results  of  his  own  experi- 
ence and  practice,  are  rare. 

Concentrated  in  this  small  volume  is  the  cream  of  the  rich 
clinical  experience  of  an  authority  on  gastrointestinal 
diseases.  This,  in  itself,  should  be  sufficient  to  recommend 
the  book,  not  only  to  the  general  practitioner  for  whom  the 


book  is  primarily  intended,  but  for  any  of  us  who  hav^ 

occasion  to  treat  patients  with  indigestion,  patients  who 

make  up  three  fourths  of  the  average  doctor’s  practice. 
A further  recommendation,  if  one  were  necessary,  is  the 
fact  that  the  author  writes  with  the  outlook  of  an  internist 
as  well  as  a gastroenterologist.  Evidently  his  interest  and 
long  years  of  study  have  not  been  confined  to  his  own  par- 
ticular field  of  medicine.  This  is  apparent  in  the  broad  view 
he  takes  in  the  discussion  of  all  aspects  of  his  subject.  Here 

he  gives  us  largely  his  own  ideas,  methods  of  handling,  and 

experience  in  treating  his  sufferers. 

The  chapters  on  nervous  indigestion,  nutrition,  vitamins, 
allergy,  indigestion  secondary  to  infection  (particularly  sinus 
infection)  and  intestinal  disease  are  outstanding.  Through- 
out this  practical,  readable  and  meaty  volume,  the  author’s 
keen  observation,  good  judgment  and  fine  clinical  sense  are 
apparent.  In  its  simplicity  alone  is  seen  the  touch  of  a mas- 
ter hand. 

I have  read  it  with  great  pleasure  and  profit  and  heartily 
recommend  it  to  any  and  all  who  are  interested  in  the 
practice  of  medicine. 

Let  me  quote  two  sentences  which  Dr.  Rehfuss  has  writ- 
ten in  his  preface: 

“The  newer  knowledge  of  nutrition,  for  example,  is  so 
vitally  important  to  the  health  and  morale  of  our  people 
that  it  has  been  considered  necessary  to  devote  the  last 
portion  of  the  volume  to  that  subject.  Preventive  medicine 
and  a greater  knowledge  of  nutritional  problems  have  in- 
creased the  age  limit  of  the  average  individual  and,  what 
is  even  more  important,  given  him  the  increased  efficiency 
and  healtli  that  are  so  necessary  to  human  happiness.” 

PSYCHOSOMATIC  MEDICINE.  By  Edward  Weiss,  m.d., 

Professor  of  Clinical  Medicine,  Temple  University  Med- 
ical School,  Philadelphia;  and  O.  Spurgeon  English,  m.d., 

Professor  of  Psychiatry,  Temple  Lhiiversity  Medical 

School,  Philadelphia.  Philadelphia  and  London:  IF.  B. 

Saunders  Co.  1943.  687  pp.  $8.00. 

Reviewed  by  Richard  Goldstein 

Psychosomatic  medicine  is  the  term  which  has  been  coined 
by  a group  of  workers  to  describe  their  approach  to  medi- 
cine. This  approach  considers  not  alone  the  illness  or  disease 
and  the  organ  systems  involved  (if  this  were  ever  possible), 
but  also  the  person  who  is  ill.  It  is  essentially  what  Meyer 
means  bv  psychobiology,  applied  to  “the  vast  number  of  sick 
people  who  are  not  ‘out  of  their  minds’  and  vet  who  do  not 
have  any  definite  bodily  disease  to  account  for  their  illness ” 
(authors’  italics).  There  is,  of  course,  nothing  new  in  this 
concept.  Good  medicine  has  always  been  as  interested  in 
the  patient  as  in  his  “illness”.  American  psychiatry  has  been 
particularly  interested  in  what  is  called  psychosomatic 
medicine  but  this  is  the  first  attempt  to  write  a textbook 
on  the  subject. 

The  format  is  excellent.  There  are  two  introductory  chap- 
ters with  subsequent  chapters  arranged  according  to  organ 
systems.  For  example,  there  are  three  chapters  on  the  cardio- 
vascular system,  the  first  being  a discussion  of  cardiac  and 
circulatory  manifestations  of  anxiety,  the  second  a discus- 
sion of  emotional  factors  in  organic  heart  disease  and  the 
third  essential  hypertension.  Of  the  three  chapters  devoted 
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to  the  gastrointestinal  system,  the  second  and  third  consider 
chronic  appendicitis,  gall  bladder  disease,  mucous  and  ul- 
cerative colitis,  cardiospasm,  anorexia  nervosa  and  peptic 
ulcer.  There  are  many  simple  case  illustrations.  At  the  end 
of  the  book  are  chapters  on  treatment  in  general  with  a 
brief  discussion  of  a variety  of  topics. 

The  book’s  greatest  shortcoming,  we  believe,  is  due  to 
its  author’s  complete  acceptance  of  psychoanalysis  to  the 
exclusion  of  other  points  of  view.  This  would  not  be  such 
a liability  in  a discussion  of  theory  but  in  a general  textbook 
it  results  in  an  unfortunate  narrowness  of  outlook.  For  ex- 
ample, in  the  description  of  personality  development  and 
psychopathology,  the  only  references  are  to  papers  and  books 
by  psychoanalyses.  One  is  surprised  not  to  find  anywhere 
in  the  book  mention  of,  or  reference  to,  the  work  of  Can- 
non. Throughout  the  book  there  are  irregularities  in  style 
which  should  have  been  avoided. 

The  book  gives  a survey  of  the  work  being  done  in  the 
field  of  psychosomatic  medicine.  Many  physicians  will  enjoy 
reading  it,  particularly  those  who  believe  with  the  authors 
that  “Understanding  illness  and  treating  sick  people  consists 
of  something  more  than  a knowledge  of  disease”. 

THE  1942  YEAR  BOOK  OF  OBSTETRICS  AND  GYNE- 
COLOGY. Edited  by  ).  B.  Greenhill,  b.s.,  m.d.,  f.a.c.s., 
Professor  of  Obstetrics  and  Gynecology,  Loyola  Univer- 
sity Medical  College,  Chicago;  Professor  of  Gynecology, 
Cook  County  Graduate  School  of  Medicine.  Chicago: 
The  Year  Book  Publishers.  1943.  672  pp.  144  illustrations. 
$3.00. 

Reviewed  by  Stanley  B.  Weld 

For  the  first  time  in  39  years,  this  Year  Book  makes  its 
appearance  without  the  unique,  well  known  style  and  the 
crisp,  witty  comments  and  cirticisms  of  Joseph  B.  De  Lee. 
His  successor,  Dr.  Greenhill,  pays  him  a fitting  tribute  in 
the  opening  pages  of  this  volume,  calling  attnetion  to  Dr. 
De  Lee’s  rare  qualities  as  a scientist,  skillful  technician, 
teacher  and  writer. 

1 he  1942  Year  Book  to  all  appearances  is  as  complete  as 
its  predecessors,  yet  it  lacks  the  touch  which  Dr.  De  Lee’s 
master  hand  was  accustomed  to  bestow.  Two  articles  by 
local  men  are  abstracted,  one  on  the  clinical  application  of 
roentgen  pelvimetry  by  Herbert  Thoms,  the  other  dealing 
witli  the  electrometric  timing  of  human  ovulation  by  Har- 
old S.  Burr.  The  late  Edgar  Allen’s  work  on  estrogenic 
hormones  in  the  genesis  of  tumors  and  cancers  as  reported 
in  Endocrinology  is  briefly  recorded. 

Fite  advances  in  the  use  of  vitamin  E in  abortion  and 
vitamin  K in  treatment  of  the  new  born,  the  studies  of  the 
Rh  factor  in  erythroblastosis,  Papanicolaou’s  studies  with 
vaginal  smears,  the  uses  of  the  male  hormone  and  the 
gonadotropins,  the  Massachusetts  five  year  study  of  cesarean 
sections,  and  the  development  of  graduate  education  in 
obstetrics  in  Philadelphia— these  are  some  of  the  outstanding 
contributions  of  this  Year  Book.  There  is  also  considerable 
discussion  of  toxemia  and  eclampsia,  still  an  unsolved  prob- 
lem, as  well  as  an  excellent  resume  of  what  the  past  year  has 
brought  forth  in  the  field  of  obstetrical  analgesia  and 
anesthesia. 


NEW  BOOKS  IN  REVIEW 
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In  gynecology  there  seem  to  have  been  real  advances  to 
report.  Gynecography  in  the  diagnosis  of  ectopic  preg- 
nancy, Dannreuther’s  method  of  transversely  plicating  the 
rectum  in  large  rectoceles,  and  the  use  of  vaginal  smears 
in  diagnostic  procedures  referred  to  above  are  a few  of  the 
outstanding  matters  of  interest. 

As  a reference  book  of  up  to  date  information  this  Year 
Book  should  find  its  place  along  with  its  predecessors  in  the 
library  of  the  specialist  and  the  general  practitioner. 

FUNDAMENTALS  OF  PSYCHIATRY.  By  Edward  A. 
Strecker,  m.d.,  sc.d.,  f.a.c.p.,  Professor  of  Psychiatry  and 
Chairman  of  the  Department,  Undergraduate  School  of 
Medicine,  University  of  Pennsylvania;  Psychiatrist  to  the 
Pennsylvania  Hospital,  etc.  Philadelphia,  London  and 
Montreal:  J.  B.  Lippincott  Co.  1942.  201  pp.  15  illustra- 
tions. $3.00. 

Reviewed  by  Louis  H.  Gold 

Though  fundamental  in  nature,  this  book  is  refreshing 
even  to  the  specialist  in  the  field.  Strecker  is  a great  name 
in  psychiatry  and  needs  no  introduction.  He  is  an  excellent 
teacher,  a man  of  wide  clinical  experience,  keen  insight  and 
astute  wisdom.  He  writes  the  way  he  speaks  and  he  is  a 
charming  lecturer. 

“Fundamentals  Of  Psychiatry”  is  a small  book  of  201  pages, 
187  of  which  are  reading  and  the  remainder  index.  There  are 
9 chapters  which  incorporate  all  of  the  kernels  of  psychiatry, 
including  a splendid  chapter  on  war.  The  material  on  alco- 
holism is  also  of  importance  these  days.  Style  and  wording 
are  simple,  pace  is  lively,  content  is  timely  and  well  grouped 
. . . a very  practical  presentation  and  orientation  for 

every  physician,  both  at  home  and  in  uniform.  Further,  this 
edition  is  progressive  in  scope,  also  philosophic,  educational 
and  entertaining. 

1 he  art  of  preparing  text  book  material  in  such  a way 
that  one  wants  to  continue  reading  is  Strecker’s. 


HOW  TO  LEARN  AND  ADVANCE.  By  Samuel  Kahn, 
m.d.,  ph.d..  Chief  Psychiatrist,  U.  S.  Induction  Boards  for 
the  States  of  New  Jersey  and  Delaware;  Author  of  Sing 
Sing  Criminals,  Psychological  and  Neurological  Defini- 
tions, etc.  New  York:  Alpha  Press.  1942.  196  pp.  $2.00. 

Reviewed  by  Stanley  B.  Weld 

Although  written  by  a psychiatrist  this  book  would  hardly 
interest  the  average  physician.  It  is  more  nearly  a textbook 
on  how  to  study.  The  student  for  whom  it  is  most  suited: 
viz,  the  one  who  believes  everything  can  be  reduced  to  an 
effortless  basis,  would  find  this  volume  rather  dull  reading 
and  would  probably  cast  it  aside  before  reaching  the  end  of 
many  pages.  However,  for  the  thoughtful  student  who  is 
interested  in  learning  and  in  the  possibilities  of  an  education, 
the  author  assures  the  reader  that  the  application  of  the 
principles  herein  set  forth  should  make  success  inevitable. 
1 he  chapters  on  How  to  Take  Good  Notes,  How  to  Use  a 
Library,  and  How  We  Alemorize  and  Remember  are  espe- 
cially to  be  commended. 
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fearless,  expert,  fact-finding  body  whose  sole  function  is  to 
protect  him  and  his  patient. 
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VITAMIN  FILMS  IN  COLOR 

Eli  Lilly  and  Company,  Indianapolis,  announces  the  release 
of  three  16  mm.  silent  motion  pictures  in  color  descriptive  of 
vitamin  deficiency  disesaes.  I he  films  are  available  to  physi- 
cians for  showing  before  medical  societies  and  hospital  staffs. 
One  deals  with  thiamine  chloride  deficiency,  one  with  nico- 
tinic acid  deficiency,  and  the  third  with  ariboflavinosis.  The 
major  part  of  all  films  concerns  the  clinical  picture  presented 
by  the  patient  with  reference  to  treatment  by  diet  and 
specific  medication.  They  do  not  contain  advertising  of  any 
description,  nor  is  the  name  of  Eli  Lilly  and  Company 
mentioned. 

The  films  were  made  at  the  Nutrition  Clinic  of  the  Uni- 
versity of  Cincinnati  at  the  Hillman  Hospital,  Birmingham, 
Alabama,  where  studies  were  initiated  in  1935,  under  the 
joint  auspices  of  the  Department  of  Internal  Medicine  of  the 
University  of  Cincinnati  and  the  University  Hospitals  of 
Cleveland.  Subsequently,  these  investigations  became  a co- 
operative project  between  the  Departments  of  Medicine  of 
the  University  of  Cincinnati  and  the  University  of  Alabama, 
and  the  Department  of  Preventive  Medicine  and  Public 
Health  of  the  University  of  Texas. 
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THE  PRESIDENT’S  MESSAGE 

I wish  to  thank  the  members  of  the  Connecticut  State  Medical 
Society  for  the  honor  they  have  conferred,  I shall  be  happy  to  carry 
out  the  program  of  the  Society  during  the  coming  year,  following 
the  course  outlined  by  the  council  and  by  my  distinguished 
predecessor. 

It  has  been  my  privilege  to  witness  the  launching  and  the  opera- 
tion of  many  of  the  Society’s  war  projects  during  the  past  three 
years.  I know  of  no  state  medical  society  which  has  a better  record 
for  shouldering  its  war  responsibilities  and  carrying  out  its  assign- 
ments. 

Details  relating  to  the  operation  of  the  Selective  Service  Boards, 
the  Advisory  Boards,  the  Induction  Boards,  the  Procurement  and 
Assignment  Service  have  been  enormous;  yet  all  these  governmental 
projects,  in  which  we  are  asked  to  participate,  are  moving  along  with 
precision  and  excellence. 

Acting  jointly  with  the  Connecticut  State  Hospital  Association 
and  the  Connecticut  State  Nurses’  Association,  the  Emergency 
Medical  Services  have  been  organized.  These  services  function  under 
the  authority  of  the  State  War  Council,  and  collaborate  with  similar 
medical  organizations  in  New  England. 

Our  medical  and  nursing  services  in  industry,  cooperating  with 
the  State  Department  of  Health,  have  kept  pace  with  the  vast  indus- 
trial war  effort  of  the  State.  This  in  itself  is  a massive  and  valuable 
medical  contribution,  conserving  the  health  and  strength  of  those 
striving  to  build  our  mechanized  might. 

We  send  greetings  and  best  wishes  to  our  younger  colleagues 
and  associates  in  the  armed  forces.  Their  achievements  will  be  great 
and  lasting.  May  they  have  good  fortune  and  a speedy  and  safe 
return. 

George  M.  Smith 
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ADDRESS  OF  THE  RETIRING  PRESIDENT 

Roy  L.  Leak,  m.d.,  Middletown 


One  year  ago  this  Society  elected  me  to  the  office 
of  President.  I cannot  find  the  words  which 
would  be  fitting  to  express  my  appreciation,  and 
perforce  must  resort  to  the  simple  phrase— I thank 
you. 

One  year  ago  we  met  in  Middletown,  and  the 
members  gave  over  two  full  days  to  reminiscing  and 
in  paying  tribute  to  the  memory  of  those  who  had 
gone  before;  those  who  laid  the  foundations  upon 
which  this  organization  was  built.  If  my  reading  is 
correct,  it  has  been  the  custom  since  1794  for  the 
president  to  address  the  Society  upon  some  topic  of 
his  own  choosing.  And  now,  in  pursuance  with  that 
ancient  custom,  it  has  become  my  privilege. 

Many  of  the  addresses  have  been  on  some  import- 
ant topic  of  the  day,  while  a few  are  historical  in 
nature.  Most  of  the  early  ones  were  very  lengthy, 
but  today  I promise  that  I shall  neither  be  as  lengthy 
nor  as  eloquent  as  any  of  my  predecessors.  The  past 
year  has  been  replete  with  incidents  which  have  in- 
volved, and  in  fact  still  are  involving  each  and  every 
medical  man  as  well  as  citizen.  But  at  this  time  I do 
not  wish  to  talk  about  war,  or  social  medicine,  or 
hospital  planning,  and  to  be  frank,  I pondered  much 
over  what  I might  say,  and  naturally,  finally  my 
thoughts  turned  to  the  field  of  medicine  in  which  I 
am  especially  interested.  Three  topics  suggested 
themselves  to  me:  (1)  Memories  of  life  in  a men- 
tal hospital;  (2)  Medical  testimony  in  courts  of  law, 
especially  as  it  relates  to  psychiatry;  and  (3)  Psychi- 
atric units  in  relation  to  general  hospitals.  The  first 
of  these  probably  would  have  pleased  my  own  ego, 
the  second  would  undoubtedly  have  been  of  interest 
to  relatively  few,  while  the  last  certainly  must  be  of 
value  to  all.  I have,  therefore,  chosen  the  latter,  but 
in  the  short  time  allocated  can  only  touch  upon  the 
matter  briefly. 

Perhaps  as  an  introductory  may  I be  somewhat 
reminiscent,  for  as  I look  backward  I see  in  my 
mind’s  eye  many  practices  and  procedures  of  the 
present  day  are  not  entirely  new,  as  some  of  our 


members  may  suspect.  They  have  their  origins 
definitely  in  the  past.  Without  enumeration  may  I 
say  in  general  terms  that  from  glandular  therapy  to 
castration  for  hypertrophy  of  the  prostate,  and  even 
shock  therapy,  we  find  their  antecedents  in  the  years 
gone  by.  We  have  refined  the  methods  of  procedure, 
but  the  basic  principles  were  there  years  ago,  and 
in  many  cases  the  actual  practice. 

May  I look  backward  briefly  for  forty-five  years, 
when  we  were  beginning  to  think  of  asepsis  in  place 
of  antisepsis,  and  even  in  fact  some  of  my  own  teach- 
ers were  from  the  days  of  laudable  pus  which  pre- 
ceded both  of  these,  and  to  which  I believe  we  are 
again  returning.  The  germ  of  syphilis  had  not  yet 
been  demonstrated  in  man,  for  bacteriology  was 
just  emerging  into  new  and  enlarged  fields.  Certain 
data  were  known  about  the  glandular  structure  of 
the  body;  the  x-ray  was  just  beginning  its  career; 
the  vaccines  and  antitoxins  were  just  being  intro- 
duced. Many  of  the  procedures  of  precision  used 
today  were  then  vague  dreams  and  hopes.  The  modes 
and  customs  of  living  were  different,  yet  the  human 
factor  and  the  emotions  have  remained  very  much 
the  same. 

In  my  interne  days  the  first  patient  to  make  a 
lasting  impression  upon  me  was  a helpless,  emaciated 
bedridden  man,  who  nevertheless  seemed  so  happy 
that  he  kept  singing  all  day  about  his  entering  into  1 
the  “pearly  gates.”  Yes,  as  you  probably  suspected, 
he  was  a case  of  general  paresis.  At  that  time  diag- 
nosis was  based  entirely  upon  physical  findings  and 
mental  signs,  together  with  increased  pressure  and 
leukocytosis  in  the  spinal  fluid,  with  albumen  and 
low  specific  gravity.  The  Wassermann,  Kahn  and 
other  tests  were  not  known  until  later.  The  mental 
symptoms  of  general  paresis  that  we  recognized 
were  largely  of  the  type  where  the  patient  ex- 
pressed  marked  ideas  of  grandeur,  and  yet  today  we 
seldom  see  a patient  presenting  this  trend  of  symp- 
toms. Why  the  change,  is  as  yet  unexplained.  The 
spirochete  had  not  then  been  found  in  the  brain 
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tissue,  nor  was  not  until  the  time  of  Moore  and 
Noguchi,  although  we  did  suspect  a close  connec- 
tion between  lues  and  general  paresis.  The  older 
practitioners  will  remember  that  typhoid  and  diph- 
theria were  common,  and  smallpox  was  not  unusual. 

In  those  early  days  in  the  mental  hospitals  we 
talked  in  terms  of  chronic  mania,  melancholia  and 
the  dementias,  one  of  the  latter  being  primary 
dementia  which  occurred  principally  in  young 
people,  and  which  later  became  merged  into  demen- 
tia praecox.  At  that  time  we  were  following  the 
French  and  English  Schools  of  Medicine,  and  our 
principal  textbooks  were  those  of  Regis  and  Clous- 
ton.  Shortly  after  1900  there  was  rather  a rapid 
change  to  the  German  school  of  thought,  and  one  of 
our  earlier  textbooks  was  the  translations  of  the 
works  of  Kraepelin  by  Diefendorf.  Back  in  those 
early  days  we  had  therapys  which  were  somewhat 
akin  to  the  shock  therapy  of  today,  and  in  fact  we 
thought  of  it  in  terms  of  shock,  as  for  instance,  in 
cases  of  catatonic  praecox  and  the  involutional  states, 
we  would  administer  thyroid  extract.  We  made  our 
own  extract  from  the  thyroid  of  the  sheep,  and  gave 
it  in  rapidly  increasing  doses  to  the  extreme  point  of 
tolerance,  and  then  suddenly  withdrew  it.  We  ex- 
pected one  of  two  results,— either  the  patient  would 
show  improvement  or  he  would  get  worse,— but  we 
had  no  definite  explanations  to  offer,  nor  am  I so 
sure  that  even  today  anyone  has  offered  an  adequate 
explanation  as  to  why  the  modern  shock  therapy  is 
beneficial.  Back  there  we  also  had  our  occupational 
therapy  and  diversional  activities.  In  fact,  if  one 
reads  a little  history  he  would  find  that  in  1845  a 
Dr.  Gray  of  the  old  Utica  Asylum  had  a most  ex- 
cellent occupational  therapy  department.  Before 
1900  we  were  ardent  believers  in  the  seclusion  of 
patients  and  the  free  administration  of  sedative 
drugs,  and  I seldom  went  onto  a ward  that  1 did 
not  cany  in  my  hip  pocket  a complete  hypodermic 
outfit.  But  about  1900  this  changed,  and  within  a 
brief  time  we  gave  up  seclusion  entirely,  and  one 
must  be  frank  enough  to  say  that  we  were  astonished 
1 at  the  results,  and  at  the  same  time  happy  because 
1 it  made  our  work  much  easier  and  less  hazardous. 
1 That  marked  the  change  from  “asylum”  to  “hos- 
- pital.” 

Back  there  we  did  endeavor  to  describe  the  symp- 
■ toms  that  we  found,  and  did  endeavor  to  have  the 
e patient  “spill  out”  his  troubles  frankly.  This  was 
n the  old  catharsis  treatment  of  the  French  school,  and 
the  forerunner  of  later  methods,  but  which  is  still 


very  useful  today.  The  psychoanalytic  school  and 
interpretive  psychiatry  came  later.  Today  perhaps 
the  wise  course  is  a medium  course,  being  careful  to 
keep  within  the  conscious  level  and  within  the  realm 
of  the  patient’s  ability  to  underdstand.  I am  some- 
times fearful  that  we  become  so  involved  in  theory 
and  the  use  of  large  and  strange  words  that  we  may 
not  only  fail  to  understand  their  meaning  ourselves, 
but  run  the  extreme  danger  of  confusing  the  issue 
in  the  mind  of  the  patient,  and  when  it  comes  to 
interpretation,  I am  not  at  all  sure  but  that  some  of 
the  interpretations  credited  to  the  patient  are  not 
simply  the  ideas  of  the  interpreter. 

There  are  many  phases  of  mental  disorder,— some 
severe,  some  mild,— and  the  more  one  associates  with 
these  folks  who  are  mentally  ill,  the  more  interesting 
it  becomes,  and  in  the  course  of  years  we  meet  many 
interesting  people,  who  during  their  periods  of  sick- 
ness perform  strange  antics.  For  instance,  I might 
mention  an  Editor  of  the  Encyclopedia  Britannica, 
who  during  a manic  phase  took  great  delight  in 
astonishing  the  people  at  lower  Central  Park  by 
jumping  from  the  top  of  one  auto  or  bus  to  another; 
or  the  patient,  a giant  in  stature,  who  became  imbued 
with  the  idea,  among  other  things,  that  he  was  a 
bear,— and  so  one  might  continue.  After  all,  if  we 
keep  in  mind  that  many  forms  of  mental  illness 
simply  reveal  an  attempt  on  the  part  of  the  patient 
to  escape  from  something  in  life,  the  whole  subject 
becomes  simpler  and  more  understandable;  while  in 
others,  the  mental  symptoms  may  arise  from  toxic 
states,  or  as  secondary  to  physical  disorders,— and 
the  earlier  these  patients  can  be  brought  to  the  atten- 
tion of  one  who  understands  the  nature  of  mental 
symptoms,  the  better  are  the  chances  of  the  patient 
being  saved  from  a prolonged  illness. 

In  our  specialism  of  today  we  tend  to  lose  sight 
of  the  fact  that  there  is  still  an  art  to  the  practice  of 
medicine.  No  matter  what  branch  you  may  become 
most  proficient  in,  you  will  be  more  successful  if 
you  look  at  each  sick  man  as  a total  entity  with  a 
definite  personality,  rather  than  simply  as  a sore 
throat,  or  eye  or  a tumor.  Behind  all  illnesses  is  this 
personality  which  demands  the  greatest  attention  if 
you  are  to  produce  the  best  results,  for  it  is  utterly 
impossible  to  separate  the  mind  from  the  body.  This 
leads  me  into  the  future  somewhat,  and  recalls  to  my 
mind  recent  cases  which  have  come  to  my  attention. 

( 1 ) A maiden  lady,  aged  about  seventy-five,  who 
had  some  arteriosclerosis  and  a moderate  increase  in 
blood  pressure,  and  a slight  cardiac  murmur.  She 
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was  able  to  be  up  and  about,  fairly  active,  and  men- 
tally was  keen  and  alert.  However,  there  comes  a 
time— about  Christmas— when  she  has  been  building 
up  in  her  own  mind  a strong  desire  to  visit  certain 
relatives,  and  as  this  seemed  to  be  impossible,  it 
began  to  reflect  in  her  general  conduct,  primarily 
in  that  she  began  taking  less  food,  and  began  to  feel 
that  she  was  very  helpless  and  alone.  As  Christmas 
time  actually  approached  and  her  anticipated  visit 
did  not  occur,  this  patient  then  developed  a definite 
delirium,  during  which  she  evinced  marked  hallu- 
cinosis of  sight  and  hearing,  some  misinterpretations 
and  misidentifications,  with  accompanying  restless- 
ness. Even  in  her  most  serious  moments  one  could 
attract  her  attention  and  hold  it  for  very  short 
periods  of  time.  Of  course,  the  first  thought  that 
came  to  the  general  practitioner  was  that  she  was 
having  a cerebral  hemorrhage  of  some  sort,  but 
there  were  no  physical  signs  to  substantiate  this, 
and  as  one  began  to  appreciate  the  disturbance  of 
the  emotional  factors,  together  with  the  exhaustion 
following  the  lack  of  food  and  drink,  one  could 
readily  account  for  the  symptomatology.  It  was 
with  some  effort  that  this  patient  was  maintained 
in  the  general  hospital,  for  the  authorities  were  de- 
manding that  she  be  committed  to  a private  or  state 
institution.  An  understanding  of  the  factors  in- 
volved, and  the  type  of  symptoms  shown,  led  one 
to  believe  that  with  proper  food  she  should  recover 
within  a very  short  time,  or  within  the  period  of  one 
month,  and  acting  strongly  under  this  belief,  she 
was  retained  in  the  hospital.  She  has  recovered,  and 
is  today  completely  reestablished.  The  Christmas 
season  has  gone  by,  and  the  anticipated  visit  will  not 
recur  until  the  next  Christmas  season,  when  one 
must  be  watchful  for  the  same  trend  of  symptoms. 

( 2 ) A young  lady,  age  twenty-two,  single,  stenog- 
rapher. Naturally  of  a social  type  who  made  friends 
easily.  Her  first  emotional  injury  occurred  when 
the  family  objected  and  finally  broke  up  her  friend- 
ship with  a young  man  to  whom  she  was  very  much 
attached.  This  young  man  later  married,  and  en- 
tered the  army,  but  they  still  correspond.  A short 
time  thereafter  she  was  present  in  the  hospital  when 
her  mother  died,  and  as  the  curtains  were  being 
pulled  around  the  bed,  she  collapsed.  Soon  became 
very  noisy,  cried  very  much,  and  was  kept  under 
heavy  sedation.  Upon  admission  to  the  hospital  five 
days  later  she  appeared  dazed,  mouth  and  lips  were 
dry,  with  marked  sordes.  Her  attention  could  not 
be  gained.  She  would  not  help  herself  in  any  way, 
but  kept  calling  “Mommy.”  She  was  extremely  rest- 


less in  bed,  but  did  not  move  about  otherwise.  The 
sedatives  were  immediately  discontinued,  and  forty- 
eight  hours  afterwards  her  attention  could  be  gained 
for  a short  time,  and  it  was  apparently  with  diffi- 
culty that  she  was  differentiating  between  reality 
and  the  imaginary.  Hallucinations  of  hearing  were 
marked.  1 he  third  day  there  was  a marked  improve- 
ment in  her  general  condition,  and  this  continued 
rapidly.  T here  were  no  physical  faults,  and  her 
memory  returned,  with  the  exception  of  a short 
period  of  time  during  the  acute  illness.  She  was 
discharged  one  month  later  and  has  since  returned 
to  the  community  and  held  a responsible  position. 
Here  we  have  the  complication  of  emotional  fac- 
tors plus  the  heavy  dosage  of  sedative  drugs. 

May  I quote  from  Romano  in  an  article  published 
in  our  own  State  Journal  in  January  1943:  “The 
medical  student  and  physician  should  be  aware  con- 
stantly of  the  emotional  companions  of  illness.  Each 
and  every  person  experiences  anxiety  when  ill.  The 
degree  of  this  anxiety  depends  upon  the  nature  of 
the  illness  and  the  personality  characteristics  of  the 
patient.  Although  the  expression  of  the  anxiety  may 
vary  considerably,  a common  mechanism  is  that  of 
self-absorption  and  retirement  from  reality.” 

I have  no  doubt  but  that  in  the  general  hospital 
you  also  have  some  whose  illness  is  complicated  by 
emotional  factors  which  are  not  related  to  the  hos- 
pital nor  the  particular  operation,  but  which,  never- 
theless, may  seriously  affect  the  course  and  outcome 
of  the  illness.  The  two  case  reports  which  I have 
given  in  brief  bear  this  out.  My  thought  in  giving 
these  case  reports  is  to  warn  you  not  to  be  too  hasty 
in  bringing  about  the  commitment  of  such  acutely 
mentally  ill  persons,  and  thereby  complicate  them, 
their  families  and  their  estates  by  a legal  procedure. 

With  this  I pass  on  to  a definite  recommendation, 
and  that  is  that  you  give  serious  thought  to  the 
establishment  of  clinics  and  a definite  department 
for  the  mentally  ill  in  general  hospitals.  From  vari-  ; 
ous  sources  I gather  that  there  are  some  forty-five 
general  hospitals  having  such  units  at  the  present 
time,  and  there  is  a strong  trend  for  such  depart- 
ments. The  idea  is  not  new,  for  when  the  New  York 
Hospital  was  established  in  1771  it  was  anticipated 
by  the  Board  of  Governors  that  it  would  be  appro- 
priate to  make  some  provision  for  the  mentally  ill. 
In  planning  the  hospital,  therefore,  cells  and  wards 
were  provided— which  was  in  accord  with  the  prac- 
tice at  that  time.  The  hospital  was  opened  in  1791, 
and  the  first  record  of  any  admission  of  a mental 
case  was  in  September  1792.  In  1808,  however,  a 
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separate  department  was  established,  which  through 
the  years  has  changed  and  developed  into  a separate 
institution  now  located  at  White  Plains.  It  seems 
unfortunate  that  this  early  example  of  a separately 
organized  psychiatric  ward,  operated  as  an  integral 
part  of  a general  hospital,  should  have  been  sus- 
pended for  more  than  a century,  or  until  the  service 
was  resumed  by  the  establishment  of  the  Pavne 
Whitney  Psychiatric  Clinic  in  1932. 

Some  of  the  older  departments,  like  the  one  at 
Bellevue  and  the  Philadelphia  General,  grew  out  of 
almshouses,  but  in  1902  came  a notable  advance, 
when  the  Albany  Hospital  established  as  an  integral 
unit  a special  pavilion  for  the  mentally  ill.  Progress 
was  slow,  and  perhaps  it  was  not  until  the  inclusion 
of  a psychiatric  service  in  the  Henry  Ford  Hos- 
pital in  1923  that  such  an  arrangement  seemed  re- 
spectable to  the  profession  at  large.  One  should  also 
mention  the  Christ  Hospital  in  Topeka,  Kansas  and 
five  general  hospitals  in  Omaha,  Nebraska,  all  of 
which  have  such  special  service. 

It  has  been  amply  demonstrated  that  many  men- 
tally ill  cases  may  be  treated  under  circumstances 
not  greatly  different  from  those  found  in  any  gen- 
eral hospital.  Such  units  would  provide  an  excellent 
opportunity  to  share  in  the  prevention  of  mental 
illnesses,  as  well  as  for  temporary  care  and  observa- 
tion. Needless  to  say,  they  should  be  carefully  or- 
ganized and  definitely  under  the  control  of  a medi- 
cal man  who  has  had  abundant  experience  with  this 
form  of  illness.  I would  think  of  such  a department 
under  two  divisions:  ( 1 ) An  out-patient  clinic 

which  should  be  conducted  the  same  as  any  other 
clinic,  where  patients  may  come  for  advice  or  be 
referred  by  the  family  physician— patients  on 
parole  from  State  or  private  mental  hospitals  should 
not  use  these  clinics.  These  clinics  will  provide  the 
greatest  opportunity  in  preventing  more  serious 
mental  disorders,  and  can  be  much  more  successful 
if  carried  on  in  a general  hospital,— a place  to  which 
people  go  in  confidence  of  finding  help  and  assist- 
ance, and  to  which  there  will  be  attached  no  fear  of 
being  committed  as  insane.  (2)  General  hospitals 
should  seriously  consider  setting  aside  a certain  bed 
capacity  for  actually  ill  cases.  The  number  will  vary 
with  the  size  of  the  community,  but  it  is  found  that 
about  ten  beds  per  100,000  population  is  usually 
sufficient  at  first.  No  special  precautions  or  expen- 
sive outlay  is  needed.  The  idea  that  all  mental  cases 
need  to  be  locked  up  behind  barred  windows,  or  in 
seclusion,  or  under  powerful  sedatives  belongs 
definitely  to  the  past.  What  is  most  needed  is  the 


education  of  the  personnel  that  many  patients  who 
become  mentally  ill  should  not  be  classified  as  in- 
sane in  the  legal  sense.  They  are  sick,  in  need  of 
help,  and  should  not  be  hurried  off  immediately  to 
some  special  hospital  without  first  being  thoroughly 
studied  by  the  specialist.  This  department  would 
also  be  in  a position  to  obtain  information  on  psy- 
chiatric subjects  in  many  of  the  acute  conditions. 

I hese  comprise  the  deliria  and  mental  upsets  that 
are  associated  with  toxic,  infective  and  exhaustive 
disorders,  which  would  undoubtedly  be  complicated 
with  emotional  misgivings. 

It  is  about  time  that  we  gave  up  the  fears  and 
abulias  regarding  the  mentally  ill.  These  fears  arise 
from  a lack  of  understanding'  or  knowledge  of  such 
illnesses.  Even  though  we  like  to  pride  ourselves 
upon  our  advances,  we  still  retain  and  are  influenced 
by  the  general  idea  that  these  disorders  are  mysteri- 
ous, and  perhaps  represent  a type  of  punishment  for 
some  unknown  sin.  Today  no  well  informed  person 
believes  that  the  problem  of  mental  illness  is  merely 
one  of  insanity,  and  I use  this  latter  term  as  it  is 
commonly  accepted  and  in  the  legal  sense.  The  com- 
plexity of  life  today  demands  a greater  degree  of 
judgment  than  ever  before,  regardless  of  whether 
the  problems  are  industrial,  marital,  religious  or  the 
war.  I have  no  doubt  that  almost  daily  the  casualties 
of  “merely  living”— where  mental  complexities  and 
complications  abound— appear  at  the  doors  of  the 
general  hospital,  often  so  cloaked  in  the  guise  of 
apparent  organic  alteration  that  the  underlying  per- 
sonality difficulty  and  emotional  reactions  pass  un- 
recognized. T hen  too,  through  lack  of  understand- 
ing or  for  some  other  reason,  medical  men  may  stir 
up  a very  severe  emotional  reaction  in  the  wav  of 
fear  and  anxiety  in  the  wav  in  which  the  patient  is 
informed  of  a physical  disorder.  Perhaps  the  serious- 
ness is  over-stressed,  and  this  leaves  an  emotional 
scar  that  is  hard  to  heal  and  even  may  result  in 
invalidism.  Apprehensive  mechanisms  may  be 
erroneously  looked  upon  as  psychoneurotic  mani- 
festations, and  when  such  occurs,  ill  advised  opera- 
tions or  prolonged  and  too  enthusiastic  medical 
treatment  may  result  in  a fixation  of  the  symptoms. 
I cannot  continue  longer  on  this  trend  for  fear  of 
exhausting  your  patience,  but  I seriously  believe 
that  there  is  need  for  thought  in  regard  to  mental 
signs  and  their  significance  in  controlling  the  future 
comfort  and  welfare  of  your  patients. 

To  conclude,  may  I suggest  that  such  services  in 
a general  hospital  would  ( 1 ) round  out  the  hospital 
and  definitely  improve  its  teaching  possibilities;  (2) 
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would  prove  to  be  a source  of  education  to  the 
general  public;  (3)  incipient  cases  would  come 
under  attention  much  earlier,  for  they  would  more 
readily  seek  advice  in  a place  to  which  they  could 
go  voluntarily,  and  in  which  they  have  confidence; 
(4)  many  physical  disorders  could  be  greatly  bene- 
fited by  a proper  understanding  of  and  attention 
to  the  emotional  factors;  (5)  such  understanding 
would  afford  a better  opportunity  to  treat  patients 
as  a total  entity,  with  greater  probabilities  of  main- 
taining good  health  and  ability  to  carry  on  in  spite 
of  some  handicaps;  (6)  such  units,  either  as  out- 
patient clinics  or  more  especially  a ward  unit,  pro- 
viding care  during  the  very  acute  stage,  would  save 
many  from  being  committed  or  from  falling  into 
the  hands  of  the  police. 

In  setting  up  such  units  I would  advise  you  to 


progress  slowly,  but  not  too  slow.  Take  advantage 
of  what  is  already  known,  and  give  up  the  fear  that 
a mental  case  will  upset  others.  The  psychiatrist 
knows  how  important  it  is  to  individualize,— so  as 
each  general  hospital  is  different,  it  should  be  studied, 
evaluated  and  individualized.  Heldt  has  stated  that 
ten  to  twenty  per  cent  of  all  patients  in  general  hos- 
pitals will  be  found  to  present  conditions  and  prob- 
lems that  are  mainly  psychiatric,  regardless  of  the 
patient’s  complaint  or  your  diagnostic  impressions. 
And,  finally,  may  I quote  from  an  ancient  oracle: 
“Canst  thou  not  minister  to  a mind  diseased. 
Pluck  from  the  memory  a rooted  sorrow, 

Raze  out  the  hidden  troubles  of  the  brain. 

And  with  some  sweet  oblivious  antidote 
Cleanse  the  stuff’d  bosom  of  that  perilious  stuff 
Which  weighs  upon  the  heart?” 
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151st  Meeting,  Connecticut  State  Medical  Society,  New  Haven,  May  26,  1943 

Louis  H.  Nahum,  m.d..  President , New  Haven  Comity  Medical  Association 


YYTe  are  about  to  open  the  151st  Annual  Meeting 
W of  the  Connecticut  State  Medical  Society  in 
New  Haven.  We  of  New  Haven  take  a special  pride 
in  the  achievements  of  this  Society  because  we  had 
a great  deal  to  do  with  its  founding  one  hundred 
and  fifty-one  years  ago.  It  was  a special  petition  to 
the  State  Legislature  in  1791  signed  by  eleven  New 
Haven  physicians  which  led  to  the  granting  of  a 
charter  in  that  year  for  the  founding  of  a Connecti- 
cut State  Medical  Society. 

The  next  year,  1792,  representatives  from  the 
whole  state  met  in  New  London  and  launched  the 
Connecticut  State  Medical  Society  upon  its  long 
and  honorable  career.  Since  that  time  through  pros- 
perity and  depression,  through  war  and  pestilence, 
the  members  have  gathered  together  to  spread  medi- 
cal knowledge,  to  improve  medical  practice,  and  to 
take  leadership  in  promoting  the  health  and  welfare 
of  our  citizens  and  our  communities. 

It  is  our  men  who  have  guarded  our  communities 
from  epidemics,  from  water-born,  air-born,  and 
food-born  disease.  It  is  our  men  who  have  guarded 
the  high  standards  of  medical  practice  and  protected 
the  public  against  men  with  inferior  standards  of 
scientific  education  and  training. 


However,  in  spite  of  these  self-evident  truths  that 
must  be  apparent  to  the  simplest  mind,  there  is  a 
widespread  feeling  in  the  community  that  while  the  I 
individual  doctor  has  a public  interest  and  is  deeply  j 
concerned  with  the  welfare  of  his  patients,  medical  ! 
organization  is  selfish,  is  trying  above  all  to  preserve 
only  privileges  for  doctors  without  regard  to  the  ' 
public  welfare.  It  is  important  that  our  Society  take  ' 
this  to  heart,  and  conduct  our  education  of  the  pub-  I 
lie  and  our  relations  with  the  public  in  such  a way 
as  to  dispel  this  unfounded  impression  and  this  un- 
fortunate misunderstanding. 

People  must  get  to  know  that  our  profession, 
although  it  may  seem  no  different  than  any  other 
profession,  actually  has  gained  stature,  especially 
during  this  emergency,  and  has  rightly  become  an 
integral  part  of  the  central  core  of  our  armed  might. 
Do  people  know  that  almost  50,000  of  11s  have  joined 
the  armed  forces  and  that  the  vast  majority  of  us 
have  enthusiastically  offered  our  services.  The  health 
of  our  armed  forces  is  tops  and  it  is  because  doctors 
have  organized  the  health  and  sanitation  services  of 
our  camps  and  of  our  ships. 

The  vigor  and  vitality  of  our  troops  is  the  best  in 
the  world,  and  it  is  because  doctors  have  the  say 
about  their  dietary  and  mode  of  living.  The  correct 
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dietary  our  soldiers  receive  is  the  result  of  contri- 
butions of  medical  science  in  the  field  of  nutrition 
and  the  application  of  this  knowledge  by  skilled 
physicians  in  the  service  of  our  country. 

Doctors  are  studying  factors  in  mental  breakdown 
and  nervous  disturbances  resulting  from  combat  and 
are  contributing  enormously  to  the  maintenance  of 
morale  among  the  wounded  and  the  sick.  Doctors 
know  how  to  treat  war  wounds— so  successful  are 
they  that  over  90  per  cent  are  healed.  This  would 
seem  like  a miracle  ten  years  ago.  Imagine  what  a 
contribution  this  is  to  the  war  effort.  Blood  banks, 
blood  transfusions,  skillful  surgery,  chemotherapy 
have  all  added  to  this  remarkable  result. 

The  center  of  medical  education  and  medical 
science  has  gravitated  from  Europe  to  America 
where  it  securely  remains.  Only  yesterday  I heard 
from  a British  medical  officer  who  spent  two  years 
in  the  African  theatre,  concerning  what  was  cap- 
tured of  German  medical  equipment.  It  illuminates 
clearly  the  state  of  German  medical  practice.  The 
German  army  of  course  lost  everything  in  Africa. 
Their  aeroplanes  were  excellent,  their  tanks  the  best, 
but  no  plasma  was  found,  no  blood  banks,  no  trans- 
fusion apparatus,  primitive  and  few  surgical  instru- 
ments, no  drugs  of  chemo-therapeutic  value.  Instead 
of  plasma  they  had  quantities  of  pectin  which  is 
known  here  and  is  found  to  be  toxic  to  a high  degree. 
This  is  the  kind  of  equipment  that  served  the  medi- 
cal needs  of  the  German  Army.  Is  it  any  wonder 
their  army  retreated  and  finally  collapsed.  Such 
primitive  medicine  is  inconceivable  in  America.  The 
Nazis  are  reaping  the  whirlwind  out  of  their  prin- 
ciple that  has  trampled  upon  truth  and  elevated 
falsehood  as  an  ideal  of  life. 

The  recent  progress  in  medicine  and  surgery  has 
opened  opportunities  of  preventing  and  curing  ill- 
nesses which  but  a few  years  ago  were  beyond  our 
control.  More  now  can  be  done  for  the  sick  than 
ever  before,  and  more  is  being  done  to  keep  people 
well  than  ever  before.  People  are  quick  to  realize  the 
opportunities  which  medical  science  offers  to  main- 
tain health  and  cure  sickness.  They  are  consulting 
doctors  more  than  ever  and  many  more  now  go  to 
the  doctor  to  keep  well  than  before.  In  short,  the 
number  of  patients  is  increasing  rapidly  and  this  at 
a time  when  less  doctors  are  available.  It  is  true  that 
those  who  are  left  are  in  the  age  group  that  is  ripe 
with  experience  and  knowledge  and  are  more  effi- 
cient, but  it  is  also  true  that  older  physicians  cannot 
tolerate  long  hours  and  little  rest.  Physical  break- 
downs among  them  seem  likely  to  increase. 
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As  the  competition  for  patients  lessens  physicians 
are  forced  by  the  necessities  of  life  more  and  more 
to  pool  patients,  to  cover  the  telephone  for  each 
other  so  that  they  may  get  much  needed  sleep  and 
snatch  short  periods  of  recreation.  An  era  of  coop- 
eration in  the  practice  of  medicine  is  dawning.  At 
the  same  time  the  public  is  obliged  by  necessity  to 
get  accustomed  to  new  family  doctors.  Often  their 
physician  is  in  the  service  so  they  must  call  the  near- 
est available  doctor.  Personal  choice  of  physicians 
is  becoming  greatly  limited  and  in  many  places  non- 
existent. 

It  is  inevitable  that  such  profound  disturbances  in 
the  usual  pattern  of  medical  practice  will  cause  con- 
fusion and  that  selfish  groups  may  try  to  capitalize 
on  it.  Already  it  is  reported  that  there  are  those  in 
Washington  who  would  like  to  convert  much  of 
medical  practice  into  the  public  health  service. 

In  our  own  state  certain  men,  not  true  physicians, 
not  able  to  pass  the  doctors’  qualifying  examinations, 
not  qualified  by  training  to  heal  the  sick,  are  taking 
advantage  of  the  emergency  and  are  pressing  upon 
our  legislators  to  permit  them  to  practice  the  healing 
art.  Thanks  to  our  council  and  our  secretary  the 
Legislature  was  informed  and  defeated  such  aims. 

There  is  no  doubt  that  with  medical  science  and 
medical  practice  on  the  high  plane  in  this  country 
that  it  is,  able  men  of  science  will  lead  the  way  into 
the  revolutionary  and  new  world  that  lies  ahead. 

The  era  of  the  common  man  is  dawning.  His 
health,  his  welfare  are  implicit  in  the  successful  out- 
come of  the  present  conflict.  In  fact,  without  these 
we  would  be  entirely  unable  to  produce  the  enor- 
mous quantity  of  supplies  and  arms  with  which  to 
win.  It  has  been  rightly  said  that  the  common  man  is 
the  heart  of  the  war  effort.  To  furnish  adequate 
medical  care  for  the  common  man  under  present 
stress  of  war  and  to  plan  for  such  services  when 
peace  comes  will  require  vision  but  also  sound  com- 
mon sense,  experiment  but  also  experience.  At  no 
time  have  we  looked  forward  with  more  eagerness 
to  a meeting  of  our  Society  than  we  do  today. 

The  profession  looks  for  guidance  to  the  Con- 
necticut State  Medical  Society,  so  rich  in  able,  pub- 
lic spirited  physicians  who  are  also  wise  in  the  affairs 
of  men  and  conversant  with  the  trends  of  the  times. 
We  feel  secure  and  confident  that  the  coming  delib- 
erations of  the  Society  will  guide  us  well  in  the 
troubled  times  that  lie  ahead.  Let  us  therefore  sup- 
port the  Society  and  make  it  strong  so  that  it  can 
successfully  continue  its  important  function  in  our 
changing  social  order. 
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THE  SECRETARY’S  REPORT  TO  THE  HOUSE  OF  DELEGATES 

Creighton  Barker,  m.d.,  New  Haven 


A t this  time  each  year  I take  occasion  to  present 
a report  that  is  not  simply  perfunctory  re- 
counting of  statistics  and  routine  matters.  Instead  I 
choose  to  discuss  with  you  the  course  of  events 
during  the  year  just  past,  some  of  our  accomplish- 
ments, some  things  yet  to  be  accomplished  and 
some  gains  and  losses. 

An  exactly  accurate  statement  of  membership  in 
the  Society  is  scarcely  possible  during  these  times 
when  so  many  of  our  members  are  absent  on  mili- 
tary duty.  However,  all  physicians  who  were  mem- 
bers of  the  Society  at  the  time  of  their  entering  the 
service  are  continued  as  members  of  the  Society  and 
it  is  hoped  that  they  will  all  return  soon  to  take  their 
places  on  the  active  rolls  again.  An  analysis  of  our 
membership  was  published  in  the  May  issue  of  the 
Journal  but  those  figures  did  not  include  the  new 
members  elected  at  the  annual  meetings  of  the 
County  Associations  in  April  of  this  year.  Giving- 
effect  to  these  additions  the  Society  now  has  a total 
membership  of  1,975  t''ie  largest  the  figure  has  ever 
been.  When  I became  Secretary  of  the  Society  in 
1937  the  membership  was  1,551  and  at  that  time,  in 
projecting  what  our  possible  gains  might  be,  it  was 
thought  that  we  could  safely  count  on  a member- 
ship of  1,800.  We  now,  in  spite  of  the  disturbed 
circumstances,  are  approaching  the  2,000  mark 
which  is  far  in  excess  of  the  most  optimistic  guesses 
of  a few  years  ago. 

The  Society  has  lost  three  men  this  year  who  will 
ever  remain  a credit  to  us.  Death  has  taken  Walter 
Steiner  and  Chester  Brown,  and  George  Blumer  has 
removed  from  the  State.  Two  of  these  served  as 
delegates  from  this  Society  to  the  American  Medical 
Association  and  Dr.  Brown  for  many  years  enjoyed 
the  high  distinction  of  being  a Trustee  of  the 
American  jMedical  Association.  During  the  long- 
time that  I have  been  engaged  in  Medical  Society 
affairs  in  this  State  I have  had  frequent  occasion  to 
turn  to  these  three  gentlemen  for  counsel  and  guid- 
ance and  I found  them  ever  willing,  each  in  h:s 
different  way,  to  aid  me,  and  on  their  judgment  I 
always  relied.  We  will  miss  them  and  we  may  well 


mse  to  wonder  a little  as  to  whom  among  us  will 
take  their  places,  who  will  be  the  strong  men  in 
Connecticut  medicine  and  meet  the  many  problems 
that  lie  ahead  of  us  as  these  men  and  their  con- 
temporaries met  the  exigencies  of  the  past.  We  can- 
not appoint  ourselves  to  take  their  places,  only  time 
will  make  the  selection,  and  the  standard  is  high. 

The  office  of  the  Secretary  functions  only  by  and 
with  the  advice  and  guidance  of  the  Council  and  to 
the  men  who  comprise  it  I again  express  my  highest  i 
respect  and  appreciation.  The  burden  of  work  that 
they  have  been  called  upon  to  do  this  year  has  prob-  ■ 
ably  never  been  equalled  and,  busy  as  they  are  in  ! 
their  own  pursuits,  they  have  given  unselfishly  of 
their  time  and  their  help.  I would  like  to  impress  i 
upon  the  members  of  this  House  of  Delegates,  who  ! 
are  usually  influential  members  of  their  County 
Associations,  how  important  it  is  that  each  County 
Association  send  to  the  Council  a member  who  will  j 
be  thoroughly  representative  of  the  Association, 
who  knows  what  is  going  on  within  his  County  and 
who  is  always  willing  to  carry  his  share  of  the  load 
of  the  Society’s  responsibility. 

Last  year  we  celebrated  our  150th  anniversary 
and,  although  because  of  the  rapid  march  of  events 
since  then,  it  seems  quite  a long  time  ago,  I now 
bring  it  back  to  your  minds  and  record  here  the 
statement  of  the  success  of  that  celebration  and  our 
appreciation  of  the  efforts  of  the  many  members 
who  worked  so  hard  with  its  arrangements. 

The  Program  Committee  and  the  Local  Com- 
mittee on  Arrangements  for  the  present  meeting  are 
to  be  congratulated  and  thanked  for  their  efforts. 
Even  a relatively  simple  session,  such  as  this  year’s 
Annual  Meeting  is  by  design,  takes  a great  deal  of 
time  and  thought  on  the  part  of  many  to  organize 
and  complete  the  details  that  go  to  make  a meeting 
successful.  Often  it  is  not  appreciated  how  much 
work  these  committees  put  in  so  that  the  meeting- 
arranged  for  you  and  the  other  members  of  the 
Society  may  move  along  smoothly  and  pleasurably. 

1 hope  that  in  the  course  of  this  meeting  a vote  of 
thanks  will  be  extended  to  Dr.  Parmelee’s  committee 
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and  Dr.  Nichols’  committee  for  the  work  they  have 
done. 

It  is  essential  in  an  organization  of  this  kind  that 
insofar  as  is  possible  policy-making  functions  should 
be  decentralized  and  placed  in  the  hands  of  com- 
mittees of  members  who  have  special  knowledge 
and  interest  in  particular  phases  of  our  activities.  It 
has  been  interesting  to  watch  the  development  and 
the  accomplishments  of  some  of  these  committees. 
Particularly  I would  mention  the  Committee  on 
Public  Health,  the  Committee  on  Tumor  Study,  the 
Committee  on  the  Clinical  Congress,  the  Editorial 
Board  of  the  Journal,  the  Committee  on  Emergency 
Medical  Services  and,  more  recently,  the  Committee 
on  Industrial  Health.  These  committees,  led  by 
strong  and  ambitious  chairmen,  carry  all  of  the 
weight  of  our  activities  in  those  varied  fields.  It  is  a 
pleasure  for  your  Secretary  to  work  for  and  with 
them.  There  are  other  parts  of  the  Society’s  work 
which  should  be  as  well  done  and  as  rich  in  accom- 
plishment but  for  some  reason  we  have  not  yet  gone 
as  far  in  these  fields  and  it  is  to  those  ends  that  1 
think  we  should  direct  our  attention  at  the  earliest 
opportunity.  This  year,  largely  because  of  the 
pressing  importance  of  war  activities,  it  did  not 
seem  to  me  that  we  were  well  equipped  and  ready 
to  advise  the  General  Assembly  and  to  further  our 
legislative  program.  I realize  that  the  fault  was 
almost  entirely  my  own  but  I would  like  to  caution 
you  upon  the  importance  in  future  legislative  years 
of  making  quite  sure  that  our  Committee  on  Public 
Policy  and  Legislation  is  so  organized  that  it  can 
function  continuously  and  consistently  serve  the 
purpose  of  representing  the  thought  of  the  medical 
profession  in  relation  to  proposed  legislation.  1 his 
will  take  a committee  the  members  of  which  can 
and  will,  for  five  or  six  months,  give  a great  deal  of 
time  and  careful  thought  to  legislative  matters.  It  is 
not  a simple  assignment. 

Again,  under  the  stress  of  war,  we  have  found  it 
expedient  to  relinquish  some  of  the  gains  that  we 
have  made  in  the  field  of  public  relations.  With  so 
much  that  is  startling  in  the  news  each  day  events 
in  connection  with  medicine  and  health  within  the 
State  are  of  secondary  importance,  but  we  should, 
I am  sure,  continue  the  constructive  policy  of  keep- 
ing the  public  informed.  The  public  is  interested  in 
medicine  and  the  care  of  the  sick  and  it  should  be 
one  of  the  most  important  functions  of  a medical 
Society  to  see  that  the  public  is  adequately  and 
properly  educated  through  every  useful  medium 


including  the  daily  press,  the  radio  and  discussions 
of  medical  topics  before  lay  audiences  by  medical 
leaders.  It  is  my  sincere  hope  that  the  present 
quiescent  period  in  our  public  relations  program 
will  be  of  brief  duration  and  that  before  this  year 
is  over  we  will  restore  ourselves  as  a source  of  in- 
formation for  the  public  and  a source  that  the  pub- 
lic will  look  to  with  respect  and  confidence.  This, 
again,  will  require  an  aggressive,  thoughtful  com- 
mittee the  members  of  which,  to  be  successful,  must 
have  some  peculiar  characteristics  including  a flair 
for  understanding  publicity  and  believing  in  it,  an 
attribute  that  is  not  common  among  physicians. 

This  report  would  not  be  complete  unless  men- 
tion were  made  of  the  Procurement  and  Assignment 
Service  for  Physicians  of  the  War  Manpower  Com- 
mission that  has  been  operating  in  the  office  of  the 
Secretary  for  nearly  two  years.  It  has  been  a trying, 
time-consuming,  and  not  always  completely  satis- 
factory operation.  In  this  connection  again  the 
Council  has  been  a bulwark  of  strength,  without  its 
aid  and  guidance  our  progress  would  have  been 
insubstantial  and  unsound.  At  best,  the  selection  of 
men  to  go  to  war  is  far  from  a pleasure,  but  it  did 
have  to  be  done  and  it  still  has  to  be  done,  for  we 
are  not  through.  Our  record  in  Connecticut  has  not 
been  altogether  creditable.  I know  some  of  the 
reasons  why  this  is  so  but  they  will  not  be  discussed 
here.  The  system  of  the  operation  of  the  Procure- 
ment and  Assignment  Service  has  been  criticized  not 
only  in  this  State  but  elsewhere.  Perhaps  its  policies 
have  not  always  been  right,  but  they  were  its  policies 
and  we  have  operated  under  them.  Critics  have  not 
always  understood  what  they  were  criticizing  and 
they  have  not  always  appreciated  how  difficult  it 
was  bound  to  be  to  see  that  the  Army,  with  its 
heavy  and  ruthless  demands,  the  public  with  its 
sentimental  and  not  always  logical  ideas  and  the 
individual  physician  with  his  complex  personal 
problems  were  all  to  be  satisfied  at  once.  Judgments 
had  to  be  made,  often  very  quickly,  and,  not  in- 
frequently, judgments  that  affected  a great  many 
people.  It  is  hoped  that  these  decisions  have  been 
wise.  In  some  form  or  other  the  Procurement  and 
Assignment  Service  will  continue.  The  end  of  war 
time  demands  on  it  now  seem  to  be  in  sight  but  the 
post  war  demobilization  of  the  medical  profession, 
when  it  comes,  will  throw  another  and  perhaps  even 
more  complicated  task  upon  it.  During  the  past  sev- 
eral months  Dr.  Robert  Lewis  has  been  a volunteer 
assistant  in  the  State  Office  of  Procurement  and 
Assignment,  and  I wish  to  acknowledge  here  his 
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patient  and  thoughtful  help.  It  may  not  be  realized 
how  much  time  the  Procurement  and  Assignment 
activities  have  taken,  indeed  it  might  be  said  that  it 
was  a full  time  job.  Dr.  Lewis’  aid  has  been  of 
material  help. 

Approximately  seven  hundred  physicians  from 
Connecticut  are  now  serving  their  country,  of  these 
three  hundred  and  eighty  are  members  of  the 
Society.  Three,  all  members  of  the  Society,  are 
known  to  be  prisoners  of  war  and  two,  neither  of 
them  our  members,  have  lost  their  lives.  In  addition 
to  those  in  the  uniformed  service  others  are  making 
important  contributions  as  civilians.  One  is  in  Africa 
as  a consultant  in  infectious  diseases,  another  directs 
surgical  research  for  the  National  Research  Council, 
a third  supervises  medical  projects  for  Lend  Lease, 
and  others  are  consultants  in  epidemic  disease  in 
military  installations  in  this  country  and  the  health 
hazards  in  the  armored  forces. 

The  Secretary’s  office  is  continuing  to  act  with 
the  State  Selective  Service  headquarters  relative  to 
maintaining  medical  services  to  the  local  draft 
boards.  As  physicians  leave  the  state  for  military 
service  it  is  becoming  somewhat  problematical  to  see 
that  adequate  medical  service  is  provided  to  the 
local  boards.  Up  to  the  present  it  has  been  accom- 
plished without  a great  deal  of  difficulty  and  always 
with  the  sincere  and  understanding  cooperation  of 
Colonel  Smith,  the  Chief  Medical  Officer  of  Selec- 
tive Service  in  Connecticut.  The  Secretary,  by  in- 
vitation, participated  in  many  conferences'  with 
representatives  of  the  office  of  the  Commanding 
General  of  the  First  Service  Command  concerning 
the  installation  of  the  Army  Induction  Center  at 
New  Haven  and  finally  aided  in  perfecting  the 
arrangements  that  led  to  the  opening  of  the  Center. 
Dr.  Bliss  Dayton  of  New  Haven  was  made  respon- 
sible for  the  organization  of  the  personnel  at  the 
Center  and  through  his  efforts  it  opened  and  has 
already  reached  a high  degree  of  efficiency. 

The  War  and  Navy  Departments  with  the  advice 
and  guidance  of  the  American  Medical  Association, 
the  American  College  of  Surgeons  and  the  American 
College  of  Physicians  are  about  to  install  continuing 
courses  in  clinical  medicine  for  physicians  on  active 
duty  with  the  Army  and  Navy.  After  careful  con- 
sideration it  was  determined  that  these  courses 
would  be  more  successfully  administered  in  the 
hands  of  civilians  rather  than  under  the  jurisdiction 
of  the  military  services  and  a rather  ambitious  pro- 
gram has  been  projected.  With  some  reluctance, 


and  after  discussing  the  subject  thoroughly  with  the 
Chairman  of  the  Council,  I yielded  to  the  request 
of  the  Directors  to  accept  the  responsibility  for  the 
organization  and  administration  of  these  courses  to 
be  held  in  the  Army  and  Navy  installations  in  Con- 
necticut and  Rhode  Island. 

I he  times  that  lie  ahead  of  us  are  uncertain.  In- 
deed the  only  certainties  that  we  may  look  forward! 
to  are  ultimate  victory  in  the  struggle  in  which  our 
nation  is  engaged  and  the  survival  of  the  venerable 
Connecticut  State  Medical  Society.  Under  these  cir- 
cumstances it  might,  at  first  thought,  seem  unwise 
to  make  any  definite  proposals  concerning  the 
future,  but  so  sure  am  I that  there  is  a time  ahead 
when  we  will  leave  the  confused  and  trying  ways 
of  war  for  the  happier  pathway  of  peace  that  I now 
wish  to  place  before  you  three  rather  long  term 
suggestions  for  your  consideration. 

First,  the  Society  was  interested  during  the  session 
of  the  Connecticut  General  Assembly  just  closed,  in 
a bill  that  would  have  authorized  the  appointment 
of  a commission  to  study  the  needs  for  a State  in- 
firmary for  the  care  of  the  chronically  sick.  As  it 
turned  out  in  the  final  days  of  the  session  this 
measure  was  amended  to  provide  that  the  study  of 
the  subject  be  made  by  the  Public  Welfare  Council 
instead  of  an  especially  appointed  commission.  The 
reasons  for  this  change  will  not  be  discussed  nor 
will  an  opinion  be  expressed  as  to  the  desirability  of 
the  change.  I now  propose  to  you  that  this  House 
instruct  the  Council  to  prepare  a memorandum  for 
transmittal  to  the  Public  Welfare  Council  stating 
the  interest  of  this  Society  in  the  study  and  provi- 
sions to  meet  the  needs  of  the  chronically  sick  and 
infirm  and  offering  all  aid  and  assistance  that  the 
Society  can  give  to  the  end  that  this  important  prob- 
lem of  public  medical  care  be  approached  thought- 
fully and  with  the  good  judgment  that  the  medical 
profession  only  can  provide. 

Second,  from  time  to  time  in  the  past  the  organi- 
zation of  a women’s  auxiliary  for  this  Society  has 
been  discussed  informally  without  any  real  action 
being  taken.  I have  been  interested  in  this  subject 
and  the  experience  of  other  State  Societies  for  some 
time  and  I am  of  the  opinion  that  such  an  organiza- 
tion operating  in  close  alliance  with  the  Society  will 
serve  to  further  some  of  the  important  aims  and 
objectives  of  the  Society.  I refer  particularly  to  the 
Society’s  legislative  program  and  its  progress  in  the 
field  of  public  relations.  I therefore  propose  for 
your  consideration  that  the  Council  be  directed  to 
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appoint  in  the  near  future,  a committee  of  seven 
members  of  the  Society  and  that  that  committee  be 
charged  with  an  inquiry  into  the  desirability  of  the 
organization  of  a women’s  auxiliary  for  the  Society 
and  the  necessary  steps  to  be  taken  in  the  formation 
of  such  an  auxiliary  if  it  is  recommended  as 
advisable. 

Third,  this  Society  is  1 50  years  old  and  through 
[he  long  span  of  its  existence  it  had,  until  a few  years 
ago,  accumulated  very  little  of  a aaiaterial  nature. 
Perhaps  that  is  as  it  should  be  and  it  may  have  been 
better  to  gauge  its  treasure  in  some  way  other  than 
in  tangible  possessions.  Now,  however,  it  is  my 
belief,  and  a thought  shared  by  others,  that  the  day 
will  come  when  the  Society  should  have  a home  of 
its  own  to  house  the  executive  offices  of  the  Society, 
a working  library  of  a non-clinical  nature  and 
appropriate  meeting  and  conference  rooms.  As  a 
result  of  a sound  financial  policy,  the  Society  has 
already,  within  the  past  three  or  four  years,  accumu- 
lated a not  inconsiderable  capital  sum,  as  will  be 
noted  from  the  Treasurer’s  report  which  is  before 


you,  and  although  it  may  seem  a daring  thing  to 
suggest  in  these  uncertain  times  when  no  one  knows 
when  building  may  be  resumed  or  what  taxation 
may  do  to  our  income,  I wish  to  propose  for  your 
consideration  that,  as  a long  term  project,  the  Coun- 
cil be  directed  to  appoint  a board  of  five  members 
of  the  Society  which  shall  be  known  as  the  Trustees 
of  the  Society’s  Building  Fund,  and  that  this  Board 
shall  be  directed  to  consider  plans  and  means  where- 
by the  Society  may  ultimately  acquire,  by  construc- 
tion or  purchase,  a building  suitable  for  its  use  as 
official  headquarters. 

As  I close  this  report  I wish  to  pay  high  tribute 
to  the  staff  in  my  office  whose  unselfish,  painstaking 
service  has  been  so  cheerfully  rendered,  and  to  the 
willing  and  continuous  cooperation  of  the  Secre- 
taries of  the  County  Associations. 

J 

The  wisest  one  among  us  cannot  forecast  the 
demands  that  will  be  made  or  the  responsibilities 
that  the  Society  must  face  during  the  time  that  lies 
ahead  but  T am  confident  that  we  will  meet  them 
with  skill  and  good  judgment  and  with  courage. 


TREATMENT  OE  SCOLIOSIS 

John  R.  Cobb,  m.d.,  New  York.,  N.  Y. 


The  Author.  Assistant  Attending  Orthopedic  Sur- 
geon, Hospital  for  Special  Surgery,  New  York  City; 
Instructor  in  Orthopedic  Surgery,  Columbia  Univer- 
sity School  of  Medicine 


Since  the  fall  of  1934,  I have  had  the  opportunity 
of  studying  the  problem  of  scoliosis  under  the 
direction  of  Dr.  Philip  D.  Wilson  at  the  Hospital 
for  Special  Surgery  (formerly  the  Hospital  for  Rup- 
tured and  Crippled)  in  New  York  City  and 
have  had  charge  of  all  the  scoliosis  cases  in  the 
scoliosis  clinic  and  those  admitted  for  operation. 

Since  January  1935  there  have  been  1,621  new 
patients  in  the  clinic  and,  with  the  old  cases  and 
j others  admitted  directly  to  the  Hospital  or  seen 
(outside  the  clinic  approximately  2,000  cases  have 


been  studied.  There  have  been  about  1,000  revisits 
to  the  clinic  each  year  and  some  of  the  patients  have 
been  seen  regularly  in  the  clinic  for  5 or  6 years. 

Spine  fusion  operation  for  scoliosis  was  done  on 
126  patients  (42  or  33^3  per  cent  being  post  polio 
cases).  The  operation  was  usually  done  in  two  stages 
and  occasionally  in  three  or  more  stages.  A total  of 
263  stages  or  operative  procedures  were  done. 

While  there  are  many  important  phases  of  the 
treatment  of  scoliosis  which  are  still  obscure,  and 
there  is  still  considerable  difference  of  opinion 
regarding  the  whole  subject,  one  has  certain  definite 
impressions  after  seeing  such  a large  number  of 
patients  over  a period  of  years.  Some  of  the  opinions 
expressed  in  this  paper  are  not  in  accord  with  the 
usually  accepted  views,  yet  it  is  felt  that  there  has 
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been  sufficient  evidence  to  warrant  presenting  them 
for  consideration. 

Before  discussing  the  treatment  of  scoliosis,  it  is 
always  important  to  define  certain  terms  and  indi- 
cate which  type  of  scoliosis  is  under  consideration. 
There  exists  a great  deal  of  confusion  because  there 
has  been  no  consistant  terminology  even  among 
orthopedic  surgeons.  I should  like,  therefore,  to  give 
my  own  definitions  of  a few  of  the  most  important 
terms. 

Scoliosis  means  a rotary  lateral  curvature  of  the 
spine.  Patients  with  curvatures  must  be  divided  into 
two  major  groups;  those  with  functional  scoliosis 
and  those  with  structural  scoliosis.  The  treatment  is 
so  different  for  these  two  groups  that  they  should 
be  considered  as  entirely  separate  problems. 

Functional  Scoliosis  is  a curvature  of  the  spine 
due  to  either  normal  postural  and  functional  changes 
of  position  in  an  otherwise  relatively  normal  spine, 
or  a curvature  due  to  some  lesion  not  appreciably 
affecting  the  normal  spine  mechanism  of  bone 
muscle  and  nerve  stability,  the  curve  being  primar- 
ily merely  a compensatory  effort  of  the  spine  and 
trunk  as  a result  of  some  (usually  non-spinal)  condi- 
tion. For  instance,  the  curves  of  a normal  spine 
during  lateral  bending,  lifting,  and  carrying  weight 
on  one  side  are  functional  curves  of  the  postural 
type  and  the  spine  has  the  ability  to  return  to  the 
straight  position.  The  lateral  curvature  frequently 
seen  in  poor  posture  is  another  kind  of  postural  or 
functional  curvature. 

A second  subdivision  of  functional  scoliosis  in- 
cludes those  curvatures  due  to  some  condition  such 
as  a short  leg,  poor  eyesight,  hysteria,  sciatica  or 
other  low  back  conditions  which  may  produce  pain 
with  a so-called  reflex  scoliosis  which  disappears 
entirely  when  the  underlying  (often  non-spinal) 
condition  is  relieved.  The  treatment  of  this  type  of 
functional  scoliosis  obviously  is  the  correction  of 
the  underlying  condition  (such  as  equalization  of  leg 
length,  or  possibly  the  relief  of  sciatica)  and  has 
nothing  to  do  with  the  real  problem  of  structural 
scoliosis. 

Structural  scoliosis  is  a curvature  due  to  some 
disturbance  of  the  normal  bone,  nerve  and  muscle 
balance  so  that  the  patient  is  unable  to  maintain  the 
spine  consistantly  straight,  in  the  erect  position. 
Even  though  the  patient  may  straighten  the  curva- 
ture at  will,  he  is  unable  to  maintain  the  correction 
for  any  appreciable  time.  (While  the  patient  with 
structural  scoliosis  may  also  have  a functional  ele- 


ment due  to  poor  posture  or  short  leg,  etc.,  these 
are  factors  which  are  usually  only  of  secondary 
importance  in  a much  more  complicated  problem.) 
In  this  paper  1 propose  to  discuss  only  the  treatment 
of  structural  scoliosis. 

It  should  also  be  pointed  out,  that  the  term  “idio- 
pathic scoliosis”  is  only  a form  of  scoliosis,  the 
etiology  of  which  is  unknown.  The  term  “habitual 
scoliosis”  though  still  used  by  many  is  confusing 
since  it  implies  that  the  curve  is  due  to  some  habitual 
position.  I he  term  should  be  discarded. 

In  the  treatment  of  structural  scoliosis  two  very  J 
important  points  must  be  considered.  First,  what 
methods  of  treatment  are  available  at  the  present 
time  and  second,  what  results  can  be  reasonably  ; 
expected  in  any  specific  case. 

We  have  considered  every  kind  of  treatment, 
only  to  discard  most  of  them  as  worthless.  We  have 
used  plaster  jackets  without  operation,  braces  of  all 
kinds,  exercises  both  symmetrical  and  asymmetrical, 
bed  rest,  head  and  pelvic  traction  and  spine  fusion 
operation;  and,  we  have  seen  patients  whose  curves 
increased  in  spite  of  every  type  of  treatment,  except 
spine  fusion  operation.  Also,  we  have  seen  many 
more  patients  whose  curves  did  not  increase  over  a 
period  of  years  with  no  treatment  of  any  kind.  We 
have,  therefore,  come  to  the  following  conclusions 
regarding  the  methods  available  for  the  treatment 
of  structural  scoliosis: 

1.  Scoliosis  is  a self  limited  condition  of  the  spine. 

2.  In  the  majority  of  cases  (except  in  the  smaller 
etiological  groups  as  in  polio,  etc.)  the  curve  stops 
progressing  at  a point  where  no  treatment  is  indi- 
cated at  all.  (We  feel  that  a great  deal  of  unneces- 
sary and  expensive  treatment  is  given  many  patients 
who  really  need  no  treatment  of  any  kind.). 

3.  Braces  are  of  no  value  except  in  rare  cases  (as 
in  very  young  patients  with  polio  who  may  need 
support  for  a period  of  time  until  the  need  or  proper 
time  for  fusion  operation  is  determined;  and  rarely 
for  the  relief  of  pain  where  operation  is  contra- 
indicated). 

4.  Spine  fusion  operation  is  the  only  method  which 
will  maintain  any  correction  in  the  curve  and  con- 
sistantly stop  the  progress  of  a curve  which  is 
progressing.  (Many  people  claim  that  a certain  brace 
or  exercises  have  stopped  a certain  curve  from 
increasing,  but  it  is  difficult  or  impossible  to  prove 
this  because  so  many  other  curves  increase  in  spite 
of  the  same  treatment.  Spine  fusion,  if  successful 
will  practically  always  stop  a curve  from  progress- 
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ing.  In  the  126  cases  and  263  operations  I have  never 
seen  one  instance  in  which  the  fused  area  showed 
an  increase  in  the  curvature). 

5.  The  only  non-operative  treatment  which  seems 
to  have  any  real  effect  on  the  progress  of  the  curve 
when  the  curvature  has  been  increasing  and  is  ex- 
pected to  increase  is  bed  rest,  avoidance  of  fatigue, 
adequate  diet  and  vitamins. 

6.  Exercises  improve  the  posture,  appearance, 
health  and  vital  capacity  but  we  have  no  proof  that 
exercises  appreciably  affect  the  progress  of  the 
curve  and  they  seldom  if  ever  maintain  any  correc- 
tion in  the  curve  area.  Exercises  do  help  to  keep  the 
patient  under  observation  during  the  critical  period 
when  there  may  be  an  increase  in  the  curve. 

7.  All  patients  with  structural  scoliosis  may  be 
divided  into  three  groups  for  treatment. 

A.  Those  who  need  no  treatment. 

This  is  the  largest  group  and  includes  the  majority 
of  patients  over  age  15  years  (especially  the  idio- 
pathic type).  It  includes  those  whose  curves  are  not 
expected  to  increase  and  are  not  sufficiently  severe, 
unstable  or  cosmetically  bad  to  require  operative 
correction  and  also  those  whose  curves  are  fixed  and 
even  though  severe  can  not  be  helped  by  operation. 
No  treatment  of  any  kind  is  needed  but  of  course 
no  improvement  in  the  curvature  is  obtained. 

B.  Those  who  need  observation  to  check  possible 
increase. 

This  includes  those  whose  curves  may  or  are 
likely  to  increase,  though  operation  is  not  yet  indi- 
cated. Bed  rest,  adequate  diet  and  vitamines  seem 
to  be  the  best  conservative  means  of  preventing 
progress  in  this  group.  None  will  show  any  decrease 
in  the  curvature  of  course.  Many  show  no  need  for 
further  treatment,  though  a small  percentage  prog- 
ress sufficiently  to  require  operation.  This  group  in- 
cludes all  scoliosis  patients  under  age  15  years  and 
a few  over  that  age,  if  due  to  rarer  conditions  such 
as  polio,  neurofibromatosis,  etc. 

C.  Those  who  need  operation. 

This  includes  those  for  whom  operation  (spine 
fusion)  is  indicated  because  of  one  or  more  factors 
such  as,  severity  of  the  curve,  cosmetic  appearance, 
instability,  increasing  curve,  pain,  etc.  I his  is  the 
smallest  group  and  while  it  varies  with  different 
etiological  types  and  in  different  clinics  probably 
never  is  more  than  1 5 per  cent. 

The  main  problem  is  to  decide  in  which  group  a 
patient  belongs.  Does  the  patient  need: 


1.  No  treatment. 

2.  Conservative  care  consisting  of  bed  rest  and 
diet  only. 

3.  Operation. 

The  indication  for  treatment  of  a structural 
scoliosis  depends  on  a number  of  factors.  These 
include:  1.  etiology,  2.  age  of  patient  3.  cosmetic 
appearance,  etc.,  4.  type,  location,  extent,  and  de- 
gree and  increase  of  curve,  5.  degree  of  instability. 

The  factor  which  influences  treatment  and  prog- 
nosis the  most,  however,  is  the  etiology  of  the  curva- 
ture. T he  course,  progress  and  treatment  may  be 
entirely  different  for  two  patients  whose  curves, 
although  exactly  the  same  in  type  and  degree,  are 
of  different  etiology.  A patient  with  a 40  degree 
curvature  due  to  poliomyelitis  may  require  stabiliza- 
tion by  a spine  fusion  operation  while  another 
patient  with  a similar  curve  of  the  so-called  idio- 
pathic type  may  need  no  treatment  at  all. 

Since  the  etiology  of  scoliosis  is  so  important, 
the  following  etiological  classification  is  very  use- 
ful to  me. 

Structural  scoliosis  may  be  due  to  involvement 
of  one  or  more  of  the  three  major  elements  respon- 
sible for  the  stability  of  the  spine;  bone,  nerve 
and  muscle.  We  may,  therefore,  classify  all  cases  of 
known  etiology  under  the  general  headings  of  Type 
I— Osteopathic;  Type  II— Neuropathic;  or  Type 
III— Myopathic;  still  retaining  the  old  term  Idio- 
pathic for  Type  IV  meaning  etiology  undetermined. 

Under  each  of  the  three  main  types  we  may  have 
one  of  the  three  sub-heads,  the  first,  congenital,  the 
second  the  most  important  sub-group  in  that  type 
and  the  third  all  the  rare  conditions  which  must  be 
classified  somewhere  under  that  general  type.  Under 
Type  I,  Congenital  and  Thoracogenic  are  most  im- 
portant, under  Type  II,  Congenital  and  Post-Polio, 
and  under  Type  III  Congenital  and  Muscular 
Dystrophies. 

Etiological  Classification  of  Scoliosis 

A.  Functional 

B.  Structural 

I.  Osteopathic  (mainly  due  to  bone  lesion) 

1.  Congenital 

2.  Thoracogenic 

3.  Other  osteopathic 

II.  Neuropathic  (mainly  due  to  nerve  lesion) 

1.  Congenital 

2.  Post-Polio 

3.  Other  neuropathic 
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III.  Myopathic  (mainly  due  to  muscle  lesion) 

1.  Congenital 

2.  Muscular  dystrophy 

3.  Other  myopathic 

IV.  Idiopathic  (scoliosis  of  unknown  etiology) 

There  is  considerable  difference  in  the  character 

and  progress  of  many  of  these  curves  of  different 
etiological  groups  and  once  we  have  classified  a 
specific  case  we  may  have  some  definite  idea  about 
the  progress  and  possible  need  for  treatment.  For 
instance  curves  due  to  neurofibromatosis  may  in- 
crease rapidly  even  beyond  age  16  and  this  type 
probably  requires  fusion  operation  more  often  than 
most  others.  Instability  is  a very  important  factor 
in  scoliosis  following  poliomyelitis  and  fusion  is 
often  indicated  for  stabilization  rather  than  for  the 
degree  of  curvature.  1 he  fusion  operation  is  indi- 
cated in  a much  greater  per  cent  of  polio  curves 
than  in  the  groups  such  as  idiopathic.  Thoracogenic 
scoliosis  following  empyema  or  thorocoplastic 
operations  (especially  in  children)  can  usually  be 
prevented  by  adequate  care  and  may  not  require 
fusion  operation,— for  example:  resection  of  fused 
ribs  in  a growing  child  may  control  a developing 
scoliosis  and  avoid  the  need  for  spine  fusion.  There 
are  many  other  differences  among  these  various 
etiological  types,  but  there  is  not  sufficient  time  to 
go  into  more  detail  on  this  phase  of  the  subject. 

Since  the  majority  of  our  cases  of  scoliosis  (at  least 
80  to  85  per  cent)  still  fall  into  the  type  called  idio- 
pathic, 1 should  like  to  point  out  some  of  my  ob- 
servations on  these  cases  over  the  last  eight  years. 

A large  portion  of  idiopathic  scoliosis  cases  seem 
to  be  in  one  definite  group,  having  in  general  the 
following  characteristics:  primarily  females  (about 
85  per  cent);  onset  probably  age  10  or  12  years;  first 
seen  usually  at  about  age  1 3 years;  history  of  dis- 
turbance of  menstrual  periods  is  common;  likely  to 
have  greasy  skin  and  acne;  frequently  over  or  under- 
developed in  secondary  sexual  characteristics;  often 
very  fat  or  thin;  apparently  more  common  in  Cen- 
tral European  people  of  Semitic  origin;  apparently 
common  in  family  groups  often  indicating  familial 
tendency  and  frequently  in  sisters;  self  limited 
course;  tends  to  stop  at,  or  before  end  of  growth 
period  (some  at  13  or  up  to  15);  few  (if  any)  show 
any  appreciable  increase  after  age  15  years;  most 
cases  stop  increasing  spontaneously  before  deform- 
ity is  severe  (really  requiring  no  treatment);  and  (in 
my  opinion)  not  due  to  growth  or  increase  in 
height.  Some  go  on  without  increase  for  years  and 
then  increase  50  to  100  per  cent  in  a few  months. 


No  treatment  of  any  kind  is  necessary  in  the 
majority  of  these  cases  with  idiopathic  structural 
scoliosis.  However,  the  difficulty  is  that  in  some 
cases  the  curve  and  the  deformity  increase  rapidly 
and  spine  fusion  is  the  only  treatment  which  we 
know  will  always  stop  the  progress  of  a curvature 
and  maintain  a reasonable  percentage  of  correction 
obtained.  As  yet,  we  do  not  know  why  in  some  cases 
the  curve  and  deformity  increase  while  in  others  the 
curve  does  not  change.  We  must,  therefore,  keep 
these  patients  under  observation  until  we  are  quite 
sure  that  no  further  increase  is  likely,  that  is  at  least 
until  age  15.  All  patients  with  curvatures  of  any 
type  should  be  kept  under  observation  at  least  until 
age  15.  Roentgenograms  of  the  spine  should  be 
taken  at  intervals  of  about  3 to  6 months  depending 
on  the  tendency  to  increase.  Patients  may  be  given 
postural  exercises  if  necessary  to  improve  posture, 
vital  capacity  etc.,  and  this  may  be  helpful  in  keep- 
ing the  patient  under  observation,  but  probably  has 
little  effect  on  the  curve  itself.  If  there  is  a tendency 
for  the  curve  to  increase  and  it  is  not  yet  severe 
enough  to  require  correction  and  fusion.  Bed  Rest 
and  adequate  diet  seem  to  help  in  some  cases  and 
the  curve  may  stop  progressing. 

How  much  of  a curve  should  be  accepted  before 
considering  correction  and  operation  is  one  of  the 
most  difficult  parts  of  the  problem.  After  discussing 
this  problem  with  many  patients  and  parents  and 
considering  the  cosmetic  appearance,  degree  of  de- 
formity and  general  condition  of  the  patient,  I be- 
lieve that  the  majority  of  patients  will  be  satisfied 
and  get  along  well  without  too  much  cosmetic 
defect  if  the  curve  is  not  more  than  50  degrees  to 
60  degrees  and  there  is  not  too  much  rib  angulation 
and  rotation.  A few  patients  insist  on  correction 
when  the  curve  is  under  50  degrees  and  a few  are 
satisfied  when  the  curve  is  even  70  degrees  or  80 
degrees.  Of  course,  it  should  be  mentioned  that 
usually  only  the  relatively  small  curves  are  com- 
pletely correctable.  One  could  get  excellent  results 
after  correction  and  fusion  of  curves  under  30  de- 
grees, but  most  of  these  patients  get  along  normally 
without  operation. 

Indications  for  Operation 

When  considering  the  indications  for  operation 
each  patient  must  be  considered  as  an  individual 
problem  and  a number  of  important  factors  must 
be  evaluated.  These  include: 

1.  Etiology. 

2.  Age  of  patient. 
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3.  Cosmetic  appearance. 

4.  Type,  location,  extent,  degree  and  increase  in 
curve. 

5.  Degree  of  instability. 

6.  Status  of  patient:  physical,  mental,  economic. 

It  is  obvious  that  no  one  factor  is  sufficient  indi- 
cation for  operation  as  another  factor  may  be  a 
stronger  contra-indication.  In  general,  however,  if 
the  other  factors  are  no  contra-indication,  the  fol- 
lowing would  usually  be  considered  sufficient  for 
operation: 

1.  A young  patient  with  a curve  which  is  increas- 
ing and  expected  to  be  severe. 

2.  A severe  curve  (usually  over  60  degrees)  which 
is  reasonably  correctable,  even  if  not  increasing. 

3.  A curve  that  is  unstable  and  stabilization  is  in- 
dicated, as  in  many  post  polio  cases. 

4.  Pain  which  could  be  relieved  by  stabilization— 
this  is  usually  rarely  necessary. 

5.  Bad  cosmetic  appearance  which  can  be  definite- 
ly improved. 

Outline  of  Operative  Treatment 

Time  does  not  permit  a detailed  description  of  all 
the  problems  involved  in  the  operative  treatment, 
especially  the  selection  of  the  primary  curve  or 
curves,  fusion  area,  mechanics  involved,  etc.  How- 
ever, in  brief,  the  operative  treatment  consists  of 
correction  of  the  curve  or  curves  with  the  patient 
in  a turnbuclde  plaster  jacket  followed  by  a spine 
fusion  operation  (usually  in  two  or  more  stages).  It 
usually  requires  about  four  to  eight  weeks  for  cor- 
rection. The  first  stage  spine  fusion  operation  is 
then  done  through  a hole  in  the  plaster  jacket  and 
the  second  stage  is  usually  done  two  or  three  weeks 
later.  The  patient  can  then  be  sent  home  in  the  plas- 
ter jacket  about  two  or  three  weeks  after  the  last 
operation.  The  time  naturally  varies  with  different 
factors  such  as  the  rigidity  of  the  curve,  but  the 


minimum  time  is  about  10  weeks  and  average  time 
should  be  about  12  to  16  weeks.  The  patient  remains 
in  the  original  plaster  jacket  for  3 or  4 months  after 
the  last  stage  operation.  Then  the  plaster  is  removed 
and  roentgenograms  taken  especially  in  the  AP  and 
oblique  views  to  check  the  solidity  of  the  fusion.  A 
new  plaster  is  applied  and  the  patient  can  start  walk- 
ing. The  plaster  may  be  changed  every  2 or  3 
months  if  necessary,  but  some  support  is  continued 
for  9 to  12  months  after  the  operation.  If  the  cor- 
rection was  easy  and  the  fusion  appears  very  solid 
by  roentgenogram  at  9 months  after  operation,  the 
plaster  may  be  discarded.  If  the  correction  was 
difficult  and  there  is  a chance  of  losing  correction, 
then  the  plaster  is  kept  on  for  1 2 months  after  opera- 
tion—or  even  longer  if  necessary— especially  in  some 
severe  polio  cases  with  marked  muscle  imbalance. 
After  the  plaster  jacket  is  discarded  usually  no  sup- 
port or  treatment  is  necessary.  Some  polio  cases 
need  a corset  for  support  of  the  abdominal  muscles. 

Conclusions 

1 . Structural  scoliosis  is  a self-limited  condition. 

2.  Most  curvatures  stop  progressing  spontaneous- 
lv— requiring  no  treatment. 

3.  Practically  all  idiopathic  curvatures  stop  pro- 
gressing at  or  before  age  15. 

4.  Relatively  few  curvatures  increase  to  sufficient 
degree  to  require  treatment. 

5.  Spine  fusion  operation  is  the  only  treatment  at 
present  which  will  prevent  increase  and  maintain 
correction. 

6.  Bed  rest  is  the  only  non-operative  treatment 
which  seems  to  arrest  some  progressing  curves— but 
does  not  obtain  improvement. 

7.  The  main  problem  is  in  determining  which  cases 
will  require  operation;  especially  before  age  15  and 
when  the  curve  is  increasing. 

8.  Indication  for  fusion  depends  on  etiology,  age, 
progress,  deformity,  etc. 
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ISCHURIA  FROM  INCARCERATION  OF  THE  RETRODISPLACED  PREGNANT 

UTERUS 

Hoyt  C.  1 aylor,  m.d.,  New  Haven 


The  Author.  Instructor  in  Obstetrics  and  Gyne- 
cology, Yale  School  of  Medicine,  Resident  in  Obstet- 
rics and  Gynecology,  New  Haven  Hospital 


T schuria  or  retention  of  urine  due  to  incarceration 

of  the  retrodisplaced  pregnant  uterus  was  recog- 
nized and  described  by  Smellie1  in  his  Treatise  on 
the  Theory  and  Practice  of  Midwifery,  published  in 
1754.  Gottschalk2  collected  67  fetal  cases  from  the 
literature  up  to  1894  m which  there  were  51  deaths 
from  bladder  infection  and  its  complications.  In  all 
probability  advances  in  antenatal  care  and  general 
medical  knowledge  account  for  the  present  low 
incidence.  Crabtree3  reports  that  such  acute  reten- 
fon  had  been  seen  only  once  at  the  Boston  Lying- 
In  Hospital. 

The  precursor  of  this  condition  is  retrodisplace- 
ment  of  the  uterus  which  in  the  Danforth  and  Gallo- 
way4 series  of  1,000  private  patients  occurred  in 
18.8%  of  cases  during  pregnancy  and  the  puerperi- 
um.  They  quote  Lynch,  who  found  an  incidence 
of  42.2%  of  retrodisplacement  of  the  uterus  at  the 
University  of  California  clinic.  Danforth  and  Gallo- 
way saw  but  one  case  of  incarceration  of  the  preg- 
nant uterus  with  ischuria  and  this  was  corrected  by 
manual  reposition.  Some  authors  distinguish  between 
retroversion  and  retroflexion,  but  others  accept  the 
more  logical  point  of  view  of  Crossen5  who  believes 
that  in  nearly  all  cases  of  backward  displacement  of 
the  uterus,  there  is  both  a retroversion  and  a retro- 
flexion. Retroposition  of  the  uterus  may  be  due  to  a 
relaxed  pelvic  floor,  subinvolution,  or  nonpuerperal 
causes  such  as  inflammatory  disease,  uterine  tumors 
or  a congenital  defect.  Although  retropositions  are 
more  commonly  seen  in  multiparae,  it  is  rare  to  see 
incarceration  of  the  pregnant  uterus  for  spontane- 
ous reduction  usually  occurs.  Stander6  states,  “the 
displacement  may  undergo  spontaneous  reduction; 
abortion  may  occur;  or  if  neither  takes  place  the 


uterus  may  become  incarcerated  in  the  pelvic  cavity 
and  serious  complications  follow.”  He  believes  that 
abortion  and  incarceration  are  more  likely  to  occur 
when  the  sacrum  possesses  an  exaggerated  vertical 
concavity,  since  the  projecting  promontory  presents 
a serious  obstacle  to  spontaneous  restitution. 

With  failure  of  the  uterus  to  rise  out  of  the  pelvis 
and  with  pregnancy  progressing,  the  normal  rela- 
tions of  the  bladder  and  the  urethra  become  dis- 
torted, the  cervix  usually  being  displaced  up  under 
the  symphysis.  The  expanding  uterus  exerts  pressure 
upon  the  neck  of  the  bladder  and  the  urethra,  which 
finally  becomes  so  pronounced  as  to  cause  retention 
of  urine. 

I itus8  states  that  long  before  retention  occurs  the 
patient  will  complain  of  pelvic  discomfort,  pressure 
pain,  frequency,  dribbling,  incontinence,  bleeding 
and  constipation.  If  retention  is  unrelieved,  the  blad- 
der soon  becomes  infected,  the  wall  becomes  thick- 
ened and  edematous  and  eventually  gangrene  results. 
Rupture  may  occur.  In  these  patients  any  attempts 
at  local  manipulation  after  infection  and  necrosis 
have  set  in  may  result  in  spreading  of  the  infection, 
and,  if  the  bladder  ruptures,  in  a fatal  peritonitis. 

Treatment  in  the  early  stages  of  retention  is 
usually  simple  and  consists  of  decompression  of  the 
bladder  with  a soft  rubber  catheter  followed  with 
replacement  by  bimanual  manipulation.  Sometimes 
this  may  be  aided  by  the  knee-chest  position  or  by 
the  application  of  a tenaculum  on  the  cervix  for 
traction.  With  correction  of  the  retroversion  a 
pessary  may  be  fitted  to  hold  the  uterus  out  of  the 
pelvic  cavity  until  it  has  become  an  abdominal  or- 
gan. This  change  in  position  usually  takes  place  by 
the  fourth  month.  Although  such  efforts  fail,  Titus8 
believes  that,  provided  the  bladder  is  constantly 
drained,  more  radical  procedures  are  contraindi- 
cated until  several  subsequent  attempts  at  reposition 
have  been  made,  even  under  anesthesia.  The  pres- 
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ence  of  infection,  of  course,  calls  for  more  radical 
treatment.  In  the  face  of  such  an  infection  Titus 
states  that  laparotomy  may  be  necessary,  although 
he  points  out  that  this  is  hazardous  if  cystitis  or  early 
peritonitis  is  present.  Diihrssen9  states  that  lapa- 
rotomy is  to  be  avoided  and  is  contradindicated  in 
the  presence  of  gangrene  of  the  bladder.  Since 
emptying  the  uterus  from  below  is  usually  impos- 
sible by  dilatation  and  curettage.  Stander  advocates 
posterior  vaginal  hysterotomy  when  the  uterus  is 
infected.  Diihrssen  also  advocates  posterior  vaginal 
hysterotomy  when  the  bladder  is  infected  and  it  has 
been  found  impossible  to  replace  the  uterus  by  non 
operative  means. 

During  a period  of  one  year  at  the  New  Haven 
Hospital  three  cases  of  ischuria  due  to  incarceration 
of  the  pregnant  retrodisplaced  uterus  have  been  seen 
in  the  outpatient  department.  These  cases  are  here 
reported. 

Case  i.  D.  M.,  a 37  year  old  para  iv,  gravida  v,  was  seen  in 
the  dispensary  on  August  8,  1941,  because  of  inability  to  void 
for  24  hours.  Her  L.M.P.  was  June  5,  1941.  Only  her  past 
obstetrical  history  had  bearing  upon  the  present  illness.  With 
her  second  pregnancy  in  1928  the  patient  had  had  an  instru- 
mental delivery  and  in  1937  with  her  fourth  pregnancy  de- 
livered twins  at  eight  months.  Following  the  fourth  preg- 
nancy a symptomatic  third  degree  retroposition  was  treated 
for  two  months  with  a pessary  and  the  condition  thought  to 
be  corrected  when  she  was  discharged. 

On  examination  on  August  8,  1941,  the  bladder  was  dis- 
tended up  to  the  umbilicus  and  yielded  1,000  c.c.  of  clear 
urine  on  catheterization.  Bimanual  examination  revealed  the 
cervix  presenting  at  the  vulva  and  a 2-3  months  pregnant 
uterus  in  second  degree  retroversion  incarcerated  low  in 
the  pelvis.  This  was  easily  displaced  upward  and  a doughnut 
pessary  inserted.  Urine  examination  was  negative  for  signs 
of  infection.  The  patient  was  instructed  to  return  if  unable 
to  void  in  6-8  hours.  She  was  not  seen  again  until  she  regis- 
tered in  the  antenatal  clinic  on  February  14,  1942,  at  that 
time  8 months  pregnant.  E.D.C.  was  March  12,  1942.  She 
stated  that  she  had  been  able  to  void  following  insertion  of 
the  pessary,  but  again  had  difficulty  when  the  pessary  fell 
out  the  next  day.  Her  local  physician  inserted  another  pess- 
ary which  was  also  dislodged.  She  found  that  by  lying  down 
she  could  relieve  the  pressure  and  then  void.  Except  for  one 
occasion  when  she  had  to  be  catheterized  she  had  no  further 
total  suppression,  although  she  did  have  minor  difficulty 
starting  urination. 

On  February  19,  1942,  she  delivered  a 3,480  gm.  male  infant 
after  a hour  labor.  The  postpartum  course  was  afebrile. 
When  seen  at  the  6 weeks  follow-up  visit  it  was  noted  that 
she  had  poor  perineal  support,  the  cervix  was  hypertrophied 
and  protruded  at  the  outlet.  The  uterus  was  enlarged  in 
second  degree  retroversion.  No  treatment  was  given  at  this 
time,  but  a pelvic  repair  was  recommended  in  six  months. 

When  next  seen  on  March  3,  1943,  one  year  later,  she  com- 
plained of  having  had  menstrual  periods  every  two  weeks 
for  two  months,  loss  of  urine  on  coughing  and  a chronic 


backache.  Pelvic  examination  revealed  a cystocele,  first  de- 
gree descensus  of  the  uterus,  a small  rectocele  and  a third 
degree  displacement  of  the  uterus. 

The  patient  was  admitted  to  the  hospital  on  March  15, 
1943,  and  the  Richardson  composite  operation  (amputation 
of  the  cervix,  subtotal  hysterectomy  done  vaginally,  inter- 
position of  the  cervical  stump,  anterior  and  posterior 
colporrhaphy)  was  performed.  Her  course  was  complicated 
by  a pelvic  peritonitis  which  cleared  on  sulfa-drug  therapy. 

Case  2.  E.  C.,  a 37  year  old  para  i,  gravida  ii,  was  seen  in 
the  Gynecological  Clinic  on  January  8,  1942.  Her  complaint 
was  inability  to  pass  her  urine  for  24  hours.  L.M.P.  October 
28,  1941.  Past  history  revealed  that  in  1935  labor  was  induced 
at  term  with  a Voorhees’  bag.  Following  a 27  !4  hour  labor 
delivery  was  effected  by  a midforceps  operation.  The  baby 
weighed  2900  gms.  The  postpartum  course  was  afebrile.  At 
the  six  weeks  examination  an  asymptomatic  third  degree 
retroposition  was  discovered.  The  patient  was  told  to  con- 
tinue knee-chest  exercises  and  was  discharged  from  the  clinic. 

At  examination  on  January  8,  1942,  the  bladder  reached  the 
level  of  the  umbilicus  and  yielded  1,100  c.c.  of  clear  urine  on 
catheterization.  On  bimanual  examination  a 2-3  months  preg- 
nant uterus  was  found  incarcerated  in  the  pelvis  in  third 
degree  retroposition,  the  cervix  pointing  toward  the  sym- 
physis. The  position  was  easily  corrected  and  the  uterus  dis- 
placed upward.  A doughnut  pessary  was  inserted  and  the 
patient  instructed  to  return  to  the  emergency  room  if  unable 
to  void  in  6-8  hours.  She  had  no  further  trouble  and  was 
seen  at  intervals  in  the  clinic  until  the  uterus  was  safely  out 
of  the  pelvis,  when  the  pessary  was  removed.  She  subsequent- 
ly had  an  uneventful  course.  Roentgen  survey  of  the  pelvic 
inlet  showed  a small  mesatipellic  type  pelvis  (Anteroposterior 
10.5  cms.;  Transverse  11.5  cms.). 

On  August  9,  1942,  after  an  8Yz  hour  labor  the  patient  de- 
livered spontaneously  a 3,260  gm.  male  infant.  The  postpartum 
course  was  afebrile.  At  the  six  week  visit  the  uterus  was  in 
third  degree  retrodisplacement  and  she  complained  of  back- 
ache. A pessary  was  inserted.  When  discharged  from  the 
clinic  the  uterus  was  anterior  and  the  patient  was  asympto- 
matic. 

Case  5.  L.  C.,  a 28  year  old  para  i,  gravida  ii,  L.M.P.  March 
13,  1942,  was  seen  in  the  Emergency  Room  on  July  24,  1942, 
having  been  referred  there  by  her  local  physician.  When  first 
seen  by  her  physician  on  July  22,  1942,  she  had  experienced 
complete  retention  of  urine  for  48  hours.  She  was  relieved 
by  catheterization  and,  apparently  without  realizing  the 
cause,  her  physician  continued  to  catheterize  her  twice  a 
day  before  he  referred  her  to  the  hospital.  Unable  to  void 
except  for  an  occasional  dribble,  she  complained  also  of  some 
lower  abdominal  discomfort. 

The  patient  stated  that  she  had  had  no  difficulty  with  her 
first  pregnancy  in  1941,  but  she  did  have  backache  following 
her  delivery.  No  postpartum  examination  had  been  carried 
out  to  determine  the  cause.  She  complained  of  severe 
dysmenorrhea  which  was  not  relieved  by  her  first  pregnancy. 

On  examination  on  July  24,  1942,  the  bladder  reached  the 
umbilicus  and  catheterization  yielded  800  c.c.  of  cloudy  yel- 
low urine.  A three  and  one-half  months  pregnant  uterus  was 
incarcerated  in  the  pelvis  in  third  degree  retrodisplacement 
with  acute  retroflexion.  The  cervix  rested  under  the  sym- 
physis. By  bimanual  manipulation  it  was  not  possible  at  first 
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to  displace  the  uterus,  but  with  the  patient  in  knee-chest 
position,  and  after  repeated  attempts,  the  retroposition  was 
corrected  and  the  uterus  displaced  upward.  A tenaculum  on 
the  cervix  proved  to  be  helpful.  A large  Smith-Hodge  pess- 
ary prevented  the  uterus  from  dropping  back  into  the  pelvic 
cavity.  Because  of  an  existing  cystitis  and  the  danger  of 
abortion  from  the  considerable  amount  of  manipulation  the 
patient  was  admitted  to  the  hospital.  She  was  given  morphine 
and  progesterone,  the  latter  for  four  days.  Sulfathiazole  was 
given  by  mouth  as  a urinary  antiseptic  while  in  the  hospital 
and  continued  in  2 gm.  daily  doses  for  seven  days  at  home. 
The  patient  subsequently  had  an  uneventful  course  of  preg- 
nancy without  further  trouble,  her  urinary  infection  cleared 
and  when  the  uterus  had  grown  safely  out  of  the  pelvis  the 
pessary  was  removed.  She  delivered  at  term  a 3,675  gm.  male 
infant  after  a live  hour  labor.  The  postpartum  course  was 
afebrile. 

At  the  sixth  week  follow-up  visit,  the  uterus  was  found  to 
be  in  third  degree  retrodisplacement,  acutely  retrofiexed  and 
not  amenable  to  treatment  with  a pessary.  Since  the  condi- 
tion was  asymptomatic,  the  situation  was  explained  to  the 
patient  and  in  the  event  of  another  pregnancy  she  was  in- 
structed to  consult  her  physician  as  early  as  possible.  In  this 
case  it  is  felt  that  a repetition  of  the  above  events  could  be 
avoided  by  insertion  of  a pessary  until  such  a time  as  the 
uterus  had  become  an  abdominal  organ. 

Discussion 

T hese  three  cases,  all  corrected  by  simple  manual 
manipulation  followed  by  insertion  of  a pessary,  are 
representative  of  cases  which  any  physician  may  be 
called  upon  treat.  However,  if  the  condition  is  un- 
recognized or  incorrectly  treated  the  condition 
rapidly  becomes  serious.  The  correct  diagnosis  de- 
pends upon  an  intelligent  bimanual  pelvic  examina- 
tion. 

Although  the  patient  may  have  one  or  several  of 
the  symptoms  noted  by  Titus,8  Reed  states  that, 
“usually  the  ischuria  is  sudden,”  as  in  the  above  in- 
stances. Without  warning  the  patient  may  find  urina- 
tion impossible.  Minor  bladder  symptoms  are  ex- 
pected by  most  women  in  pregnancy;  so  that  some  " 
increase  in  the  bladder  discomfort  may  well  pass  un- 
noticed. The  suppression  of  urine  has  been  attributed 
by  most  authors  to  pressure  of  the  cervix  upon  the 
urethra,  although  Reed7  attributes  it  to  interference 
with  the  nerve  supply  of  the  bladder  due  to  “pres- 
sure paralysis.”  Since  there  must  be  a prolonged 
period  of  nerve  regeneration  in  pressure  paralysis 
this  theory  does  not  hold,  for  the  return  of  function 
is  immediate  upon  elevation  of  the  uterus  out  of  the 
pelvis.  In  the  first  case  here  reported  the  cervix  pro- 
truded at  the  outlet  so  that  it  was  not  pressure  upon 
the  urethra  which  caused  the  ischuria.  The  distor- 
tion of  the  bladder  in  retroversion,  retroflexion  and 
descensus  uteri  is  obvious,  as  is  the  pressure  which  is 


exerted  by  the  incarcerated  uterus,  but  these  condi- 
tions are  gradual  in  onset.  However,  ischuria  is 
usually  very  sudden  in  onset,  as  is  seen  in  these  cases. 
Crabtree-'’  reports  the  following  finding  on  cyst- 
oscopy, “an  unusual  degree  of  pressure  against  the 
posterior  wall  of  the  bladder,  edema  of  the  internal 
orifice  and  some  ecchymosis  about  the  interal  orifice 
and  trigone  of  the  bladder.”  T his  suggests  that  the 
probable  explanation  of  the  sudden  onset  is  edema. 
With  distortion  of  the  bladder  neck,  pressure  on  the 
posterior  wall  of  the  bladder  and  urethra,  a point  of 
pressure  and  congestion  is  finally  reached  when  the 
bladder  wall  becomes  edematous.  When  edema  de- 
velops about  the  internal  orifice  of  the  urethra,  com- 
plete retention  may  take  place.  A vicious  cycle  is 
then  set  up,  pressure  in  the  bladder  adds  to  the  pelvic 
pressure  while  further  edema  and  ecchymosis  de- 
velop. With  the  emptying  of  the  bladder,  correction 
of  the  position  of  the  uterus  and  displacement  of  the 
organ  out  of  the  pelvis,  the  distortion  of  the  bladder 
neck  is  relieved,  the  edema  clears,  and  urination  is 
again  possible. 

Proper  antenatal  care  plays  a large  role  in  the 
prevention  of  ischuria.  The  prerequisite  in  this  con- 
dition is  a retroposition  of  the  uterus.  Therefore, 
the  prevention  and  correction  of  retroposition  is  an 
important  prophylactic  measure.  Early  antenatal 
care  is  necessary  in  those  cases  in  which  retroposi- 
tions  are  persistent  in  spite  of  corrective  efforts. 
Danforth  and  Galloway4  found  that  knee-chest 
exercises  alone  served  to  correct  24  out  of  59  retro- 
positions  discovered  at  the  postpartum  discharge 
examination.  Parturient  women  who  are  allowed  out 
of  bed  before  proper  involution  of  the  uterus  are 
prone  to  develop  retropositions.  In  those  patients 
with  persistent  uterine  retroposition  who  become 
pregnant,  the  employment  of  the  knee-chest  exer- 
cise will  usually  correct  the  anomaly.  If  these  exer- 
cises fail,  a simple  manipulation  with  the  use  of  a 
pessary  until  the  uterus  has  become  an  abdominal 
organ  is  a satisfactory  procedure.  As  a general  rule 
patients  should  seek  antenatal  care  after  the  second 
missed  period.  If  at  this  time  a careful  pelvic  exam- 
ination is  done  the  prevention  of  abortion  and  in- 
carceration due  to  retropositions  should  be  insured. 
In  those  cases  in  which  incarceration  is  already 
present  but  can  be  corrected  conservatively,  the 
administration  of  corpus  luteum  hormone  and  seda- 
tion may  help  to  prevent  abortion  following 
manipulation,  especially  if  this  has  been  difficult. 

In  neglected  cases  in  which  the  conservative  treat- 
ment fails  after  several  attempts,  even  under  anes- 
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thesia,  laparotomy  with  gentle  replacement  from 
above  would  be  the  treatment  of  choice  in  the  ab- 
sence of  infection.  In  the  event  of  infection  it  would 
seem  that  posterior  vaginal  hysterotomy,  as  recom- 
mended by  Stander,6  would  be  indicated.  In  this 
event  the  preoperative  use  of  one  of  the  sulfonamide 
drugs  should  be  employed. 

Conclusions 

1.  Three  cases  of  ischuria  due  to  incarceration  of 
the  retrodisplaced  pregnant  uterus  are  reported. 

2.  The  mechanism  by  which  ischuria  develops  is 
suggested. 

3.  The  importance  of  early  prenatal  and  adequate 
postnatal  care  is  emphasized. 
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A CASE  OF  COLD  AGGLUTINATION  OF  OWN  SERUM,  TREATED  BY  HEPARIN 

INTRAVENOUSLY 

J.  Stanley  Nickum,  m.d.,  Bridgeport 


Patient,  Mrs.  F.  L.,  aged  46,  was  seen  at  home  November 
21,  1942,  with  a temperature  of  103°,  complaining  of  cough, 
general  aches  and  pains.  She  had  been  sick  three  days  pre- 
viously, during  which  time  she  was  up  and  about  the  house. 
Her  physical  examination  at  this  time  revealed  red  injected 
throat  and  nasal  mucous  membranes;  chest  examination 
negative;  heart,  normal  rate  and  rhythm,  no  murmurs;  blood 
pressure  118/84. 

In  spite  of  the  negative  chest  findings,  she  was  given  12 
grams  of  Sulphathiasol  distributed  over  three  days,  and 
codeine  for  cough  and  general  pains.  In  five  days  the  tem- 
perature subsided  and  patient  felt  better,  eating  and  gaining 
in  strength,  etc.  During  this  period  there  were  no  signs  or 
symptoms  referable  to  the  chest. 

On  November  28,  1942,  her  husband  telephoned  me  stat- 
ins; he  had  noticed  that  the  patient  had  suddenly  become 
pale  two  days  before.  I saw  her  again  on  this  date  at 
which  time  there  was  a marked  pallor,  dyspnea,  evidence 
of  air  hunger,  pulse  130,  temperature  98°,  chest  was  full  of 
moist  bubbling  rales,  simulating  an  acute  pulmonary  edema. 
There  was  no  history  of  bleeding.  Patient  referred  to  the 
Bridgeport  Hospital  where  she  was  admitted  November  29, 
1942.  The  following  procedures  were  done: 

Red  blood  count  2,220,000;  haemoglobin  44%.  A marked 
agglutination  of  cells  with  patient’s  own  serum  was  ob- 
served. Blood  typed,  found  to  be  Type  O,  and  count  done 
with  special  laboratory  technique,  in  view  of  the  agglu- 
tination. A transfusion  was  given  (500  c.c  citrated  blood) 
with  relief  of  her  clinical  symptoms.  X-ray  of  chest  revealed 
generalized  increase  in  primary  and  secondary  bronchial 
markings  with  a localized  area  of  pneumonitis  at  the  left 
base.  No  evidence  of  lung  infiltration  or  consolidation. 
Heart  and  great  vessels  not  enlarged.  No  pleural  thickening 


or  effusion.  X-ray  Impression:  Diffuse  bronchial  infection 
with  localized  area  of  pneumonitis  or  bronchial  pneumonia 
at  left  lower  lobe.  Sputum  examination  negative  with  all 
pneumonia  sera,  many  pus  cells  seen. 

The  following  notes  of  laboratory  work  and  procedure 
were  made  bv  ATiss  Katherine  Worthley  of  the  laboratory 
staff  of  the  Bridgeport  Hospital:  11/29/42:  Hg.  42%,  RBC 
2,070,000;  WBC  20,500;  Polys.  80%  (Band  2,  Meta  2),  S.  L. 
9%,  L.  L.  4%  (2  plasma  cells),  Mono.  7%.  Sedimentation 
time,  approximately  2 minutes.  The  RBC  were  so  clumped 
in  the  pipette  that  a count  could  be  done  only  after  warm- 
ing in  the  incubator;  they  re-clumped  again  after  a few 
minutes  exposure  to  room  temperature,  suggesting  the  pres- 
ence of  cold  agglutinins. 

1.  To  free  the  cells  from  agglutinins  contained  in  the 
serum  so  that  they  could  be  typed,  oxalated  blood  was 
diluted  with  0.85%  saline  at  5o°C,  and  diluted  to  a 5% 
suspension.  The  cells  were  then  not  agglutinated  and  could 
be  typed.  The  patient’s  blood  is  type  O.  After  refrigeration 
the  cells  were  still  unagglutinated. 

2.  To  determine  the  titre  of  the  cold  agglutinins,  two 
series  of  dilutions  of  the  patient’s  serum  were  made  with 
3%  sodium  citrate  from  1:4  to  1 to  1:2048.  0.2  c.c.  of  a 1:1 
dilution  with  3%  citrate  of  the  patient’s  cells  was  added 
to  each  tube  in  one  series,  and  of  type  O blood  other  than 
the  patient’s  to  the  other  series  of  dilution.  The  resulting 
dilutions  of  whole  blood  ranged  from  1:8  to  1:4096. 

a.  Patient’s  serum  with  patient's  cells: 

1.  At  room  temperature  agglutination  was  seen  macro- 
scopically  to  1:4096  dilution. 

2.  When  incubated  one-half  hour  only,  a fine  granulation 
was  present  in  the  lower  dilutions. 
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3.  After  20  minutes  in  the  refrigerator,  the  cells  were  in 
a solid  clump  to  1:1024  dilution. 

4.  After  incubating  an  hour,  only  a slight  granulation 
was  present  in  the  lower  dilutions. 

b.  Patient’s  serum  with  other  Type  O cells: 

1.  At  room  temperature  there  was  a macroscopic  agglu- 
tination to  1:8  dilution. 

2.  When  incubated  one  half  hour,  there  was  no  agglu- 
tination. 

3.  After  20  minutes  in  the  refrigerator,  the  cells  agglu- 
tinated (macroscopically)  to  1:286  dilution. 

4.  When  incubated  one  hour,  there  was  no  agglutination. 

11/30/42:  After  transfusion: 

Total  proteins  6:25;  albumen  2:91;  globulin  3.34,  albumen 
globulin  ratio  1:1.15. 

Sedimentation  time,  9 minutes;  venous  coagulation  7 min- 
utes; blood  retracted  very  rapidly;  clot  was  hard  and  rub- 
bery. 

Venous  coagulation:  15  minutes  after  heparin  was  started, 
12  minutes;  15  minutes  after  heparin  was  discontinued,  48 
minutes.  Bence  Jones  Protein,  negative. 

1 2/1/42:  After  second  transfusion: 

Hg.  67%,  RBC  3,900,000;  WBC  12,400;  Polys.  64% 
(band  25,  Meta  4)  S.  L.  7%,  L.  L.  13%  (5  plasma  cells). 
Mono.  10%,  Eosin.  3%,  Baso.  3%. 

12/2/42:  Venous  coagulation:  z/z  hours  after  heparin 

was  discontinued,  1 14  hours. 

Sedimentation  time,  50  minutes. 

The  granular  appearance  of  the  citrated  blood  was  not 
so  marked  as  on  admission. 

The  blood  sugars  done  at  intervals  were  normal. 

12/3/42:  Hg.  74%,  RBC  4,100,000;  WBC  12,600;  Polys. 


65%  (Band  13)  L.  L.  14%,  S.  L.  13%,  iVlono.  5%,  Eosin.  2%, 
Baso.  1%. 

Sedimentation  time,  55  minutes. 

Venous  coagulation  12-15  rninutes.  Retractility  rapid;  clot 
hard  and  rubbery. 

Oxalated  blood  still  has  a granular  appearance  and  clumps 
upon  refrigeration,  but  it  is  not  quite  so  marked  as  previ- 
ously. 

In  treating  this  unusual  case  of  agglutination  and  with  all 
the  evidence  of  a fatal  outcome  as  a possibility,  heparin  was 
suggested  by  Dr.  W.  Lee  Weadon  as  a method  of  attack. 
Accordingly,  transfusion  of  citrated  blood  and  to  c.c.  heparin 
in  10%  glucose  and  saline  was  administered. 

There  were  no  untoward  effects  other  than  a clinical  im- 
provement both  of  the  blood  picture  (see  laboratory  notes) 
and  the  condition  of  the  patient. 

An  x-ray  re-check  December  4,  1942,  showed  no  change. 
Clinically  the  physical  findings  of  the  chest  were  those  of 
an  asthmatic  condition.  This  patient  has  been  known  to  be 
allergic  to  aspirin  and  on  several  occasions  I have  seen 
angioneurotic  edema  of  her  face  and  tongue.  While  in  the 
hospital,  two  days  before  discharge,  a mild  angioneurotic 
edematous  swelling  of  her  upper  lip  occurred,  which  sub- 
sided in  24  hours.  She  had  had  no  salicylic  acid  derivative 
during  her  hospitalization. 

All  together  treatment  consisted  of  three  transfusions  of 
citrated  blood  500  c.c.  each,  and  five  intravenous  injections 
of  10  c.c.  heparin  in  10%  glucose  and  saline.  Patient  made 
an  uneventful  recovery  and  was  discharged  from  the  hos- 
pital December  11,  1942.  After  two  weeks  at  home  symptoms 
all  subsided  and  she  has  remained  perfectly  well.  A subse- 
quent blood  count  done  January  26,  1943,  was  as  follows: 
RBC  4,352,000;  Hg.  84%,  WBC  6,400;  Polys.  5 6%  (Band  4, 
Meta  3),  L.  L.  2%,  S.  L.  34%,  Mono,  4%,  Eosin.  4%. 
There  was  no  agglutination  at  this  time. 


A PSYCHIATRIST  LOOKS  AT  WAR  AND  PEACE 

C.  Charles  Burlingame,  m.d.,  Hartford 


T n all  the  history  of  mankind  the  human  mind  has 
never  been  called  upon  to  meet  anything  com- 
parable to  the  challenge  of  our  immediate  future. 
Thoughtful  men  are  asking  whether  or  not  the  mind 
of  man  will  have  the  capacity  to  comprehend  and 
to  cope  with  the  tremendous  changes  which  are 
taking  place  throughout  the  whole  world  and  to 
meet  what  lies  ahead.  The  present-day  struggle  for 
survival  is  giving  a cohesiveness  to  man’s  thoughts 
and  to  his  emotional  drives  which  will  have  to  be 
sustained  after  the  war  by  means  as  yet  unidentified. 

Within  a relatively  short  time  we  have  deliberate- 
ly and  skillfully  converted  the  emotional  drives  of  a 


whole  nation  from  peace  to  war  and  on  a larger 
scale  than  could  have  been  conceived  in  the  pre- 
radio days.  Making  use  of  all  the  highly  developed 
means  of  communication  at  our  disposal— radio, 
press  and  moving  pictures— and  at  an  enormous 
financial  outlay,  we  have  converted  the  nation  from 
peace  time  urges  and  desires  to  war  time  emotional 
drives.  We  have  implanted  these  urges,  which  were 
directly  opposite  to  peace  time  desires,  in  less  than 
two  years.  In  peace  loving  men  we  have  induced 
the  urge  to  kill  and  the  desire  to  destroy.  The 
civilian  is  inducted  into  the  armed  forces  and  all  of 
his  motivations  are  turned  toward  killing  the  great- 
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est  number  while  trying  to  escape  as  long  as  pos- 
sible being  killed  himself. 

Everyone  has  been,  or  is  being,  indoctrinated  with 
war  and  its  destructive  goals.  The  industrial  worker 
of  today  is  not  the  industrial  worker  of  former  wars. 
He  has  been  shifted  from  the  manufacture  of  type- 
writers to  the  manufacture  of  guns  but,  more  im- 
portant still,  his  emotional  drives  have  been  most 
skillfully  and  completely  shifted  so  that  he  no  longer 
takes  pride  in  the  making  of  a good  typewriter  or 
an  adding  machine.  His  emotional  drives  are  only 
satisfied  when  his  work  is  on  bomb  sights  or  machine 
guns  or  some  other  vital  war  material. 

The  farmer  has  been  taught  that  he  should  no 
longer  cultivate  his  land  merely  for  a livelihood  but 
that  he  is  farming  for  victory  and  that  every  turnip 
he  raises  is  a threatening  Jap-a-nazi  uprooted. 

The  housewife  with  her  love  of  peace  and  home 
and  security,  and  her  urges  and  desires  to  live  and 
let  live,  is  being  taught  to  save  grease  from  which 
glycerine  will  be  made  for  bombs.  She,  too,  is  con- 
cerned now  with  how  to  bring  the  swifter  destruc- 
tion of  the  foe.  Even  the  school  children  are  saving 
their  pennies  to  buy  war  stamps  instead  of  lollypops 
so  as  to  help  drop  bombs  on  Hitler. 

This  is  the  transition  in  the  emotional  urges  and 
drives  which  is  going  on.  It  is  as  complete  as  it  is 
necessary  for  the  successful  waging  of  total  war.  It 
is  unquestionably  necessary  in  order  to  save  our 
future.  This  is  the  sudden  and  ruthless  change  which 
strips  from  man  his  veneer  of  civilization  and  reveals 
beneath  this  hard  won  veneer  the  sadistic  traits  of 
the  more  primitive  man  which  still  resides  in  all  of 
us  in  no  small  degree. 

Self-preservation  as  a people  and  a race  has 
momentarily  overcome  the  instinct  for  individual 
self-preservation  and  has  released  the  instinct  to  kill. 

Every  psychiatrist  knows  that  opportunities  for 
employment,  for  social  advancement,  for  social  con- 
tribution exist  and  may  be  within  the  capabilities  of 
his  patient  but  they  remain  only  fallow  opportu- 
nities unless  his  patient  has  the  emotional  drive,  the 
urge  to  do  and  the  will  to  do.  Every  psychiatrist 
knows  further  that  the  sustaining  of  this  emotional 
drive,  this  will  to  do  and  urge  to  do  is  indispensable 
to  keep  his  patients  going,  as  a part  of  organized 
society. 

With  this  new  so-called  total  war  there  has  come 
an  appreciation  of  the  importance  of  a man’s  emo- 
tional drives  and  his  potency  through  the  direction 


of  his  urges  and  will  to  do.  There  has  come  an  ap- 
preciation of  the  fact  that  training  alone,  and  equip- 
ment alone,  and  financial  reward  alone  do  not  pro- 
duce the  best  fighting  man,  nor  the  best  war  worker, 
nor  the  most  patriotic  civilian.  There  has  come  a 
realization  that  his  fanatical  zeal,  his  emotional  drive, 
his  will  to  do  and  urge  to  accomplish  is  necessary 
to  fully  activate  his  training  and  all  of  his  physical 
resources. 

There  are  those  who  say  the  war  is  not  yet  won, 
and  it  is  too  early  for  post  war  planning,  but  there 
is  a type  of  post  war  thinking  and  planning  which 
must  be  done  now,  for  a period  of  indecision  and 
social  wabbling  may  be  catastrophic.  These  emo- 
tional drives  in  the  direction  of  the  war,  these 
emotional  urges  in  the  direction  of  destruction,  and 
this  will  to  do,  all  concentrated  on  the  war  effort 
is  a tremendously  powerful  force  all  going  in  one 
direction.  This  force  must  be  promptly,  skillfully, 
completely  and  forcibly  redirected  toward  peace 
time  living  after  the  war  or  else  our  social  problems, 
including  nervous  and  mental  disease,  will  make 
those  with  which  we  had  to  cope  following  World 
War  I seem  insignificant  by  comparison.  The 
creating  of  employment  and  the  providing  of  food 
and  clothing  and  social  opportunity  will  be  second- 
ary to  reindoctrination  for  peace  time  goals.  Re- 
directing emotional  urges  to  peace  time  pursuits  will 
be  the  major  problem,  not  creating  jobs  alone. 

The  last  world  war  produced  much  social  unrest 
and  many  maladjusted  individuals.  The  thousands 
of  people  who  were  left  at  loose  ends  and  without 
ideals  constituted  a colossal  problem  in  the  field  of 
nervous  and  mental  diseases.  Had  sufficient  thought, 
time,  skill  and  other  resources  been  put  into  the 
redirecting  of  the  emotional  drives,  then  we  should 
have  been  spared  no  small  percentage  of  the  neuro- 
psychiatric incapacities  among  our  people,  the  cost 
of  which  was  staggering.  More  staggering  still  was 
the  amount  of  human  suffering  caused  and  the  dis- 
integrating effect  upon  society  as  a whole. 

In  the  last  war  we  attempted  the  re-employment 
and  reassimilation  of  men  from  the  armed  forces, 
largely  ignoring  their  emotional  drives  and  the 
necessity  for  reindoctrinating  them  to  peace  time 
pursuits.  Today  this  problem  is  magnified  and  in- 
cludes not  only  the  armed  forces,  the  war  worker, 
the  farmer  and  the  housewife  but  the  entire  civilian 
population  as  well.  All  must  have  their  emotional 
drives,  their  “will  to  do”  redirected  once  more  to 
peace  time  aims.  Not  only  must  they  have  jobs  and 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


478 

a place  in  the  scheme  of  things,  hut  the  same  power- 
ful machinery  which  transformed  this  emotional 
urge  from  peace  time  pursuits  into  war  aims  must 
be  put  “in  reverse”  with  even  greater  skill  than  has 
yet  been  demonstrated.  The  returning  soldier  must 
be  given  a clear  understanding  of  the  importance 
of  his  detailed  peace  time  pursuits.  This  will  have  to 
be  done  on  a colossal  scale  and  with  thoroughness. 

Just  as  our  great  educational  system,  our  radio, 
our  press  and  our  public  education  have  been  con- 
centrated on  the  indoctrination  for  war  so  will  they 
have  to  function  in  terms  of  further  public  service 
on  an  equally  magnificent  scale  to  accomplish  the 
reindoctrination  for  peace. 

The  building  up  of  a state  of  mind  is  a task  for 
which  we  as  psychiatrists  should  be  peculiarly  fitted 
by  our  training  and  our  experience.  As  men  of 
medical  science  whose  efforts  are  devoted  to  under- 
standing and  to  healing  the  individual’s  mind,  we 
should  be  able  to  play  our  part  in  understanding  and 
molding  the  mass  mind,  by  maintaining  an  objective 
attitude  which  will  aid  us  to  comprehend  and  evalu- 
ate the  psychological  changes  which  are  taking  place 
in  men.  I am  not  suggesting  for  a moment  that  this 
is  the  particular  job  of  the  psychiatrist  alone.  It 
would  be  fantastic  to  imply  that  psychiatry  is  or- 
dained to  act  as  the  sole  saviour  of  men  from  the 
mental  ills  which  are  bound  to  assail  them  at  the 
war’s  end.  On  the  contrary,  it  will  require  the  united 
efforts  of  Industry,  Education,  Art,  and  Science  and 
Religion. 

We  psychiatrists  must  abandon  any  notion  of 
playing  Superman— we  must,  instead,  lose  ourselves 
in  the  task  before  us,  working  side  by  side  with  all 
those  who  are  pushing  forward.  We  can  make  our 
greatest  contribution  humbly  and  anonymously,  for 
it  matters  not  at  all  who  assumes  the  leadership  in 
this  great  new  work  of  reindoctrination.  The  im- 
portant thing  is  that  the  work  should  be  done, 
preferably,  through  the  joint  efforts  of  all  sections 
of  society. 

Now,  as  never  before  in  our  history,  we  must  get  a 
hardheaded,  sturdy  conception  of  preventive  psy- 
chiatry. Just  as  our  great  educational  system  and 
other  agencies  of  education  were  converted  over 
night  so  that  every  town  and  hamlet  in  the  country 
has  the  machinery  for  building  up  the  individual 
and  public  state  of  mind  for  war,  so  every  town  and 
hamlet  should  have  these  educational  and  training 
units  to  assist  in  the  task  of  reorienting  individuals 
and  re-educating  groups  for  the  peace  which  is  to 


follow.  I do  not  refer  to  bigger  and  better  employ- 
ment bureaus,  I refer  to  educational  agencies  which 
will  create  the  desire  for  work,  solve  emotional 
difficulties  and  recreate  the  will  to  do  in  peace  time 
pursuits.  We  psychiatrists  must  forsake  any  thought 
of  meeting  this  problem  in  the  future  by  bigger  and 
better  mental  hospitals.  With  more  than  one-half  of 
the  hospital  beds  in  the  country  already  devoted  to 
mental  and  nervous  diseases,  society  has  come  pretty 
close  to  the  limit  of  what  it  can  stand  of  this  type  of 
thinking  and  this  type  of  solution  of  the  problem. 

Before  we  can  undertake  the  great  task  of  solving 
the  post-war  problems,  we  should  remember  the  old 
admonition  “Physician,  heal  thyself.”  Before  we  can 
impose  our  ideals  upon  the  minds  of  others  we  must 
get  our  own  thinking  straight.  Wherever  we  have 
held  a constricted  viewpoint,  it  must  be  expanded 
from  the  consideration  of  the  individual  patient, 
with  his  individual  illnesses,  to  a consideration  of  a 
sick  world.  Previously  we  have  all  lived  as  indi- 
viduals and  dealt  with  individuals  from  a rather 
limited  point  of  view.  Now  we  have  our  opportu- 
nity to  understand  the  viewpoints  which  are  inter- 
national in  scope  and  which  are  destined  to  reshape 
the  minds  of  all  men.  We  are  now  called  upon  to 
grow  over  night  from  the  adolescence  of  provin- 
cialism to  the  maturity  of  enlightened  international- 
ism. We  may  well  ask  ourselves  if  we  can  do  it. 

Old  theoretical  viewpoints  gathered  from  text- 
books on  psychiatry  and  economics  and  politics  are 
no  longer  of  much  help.  By  the  end  of  the  war  most 
of  them  will  be  due  for  replacement.  We  have  seen 
how  quickly  our  great  airplane  manufacturers  have 
allowed  for  fluidity  in  design  for  their  ships.  There 
is  every  indication  that  a similiar  fluidity  and  pur- 
posefulness is  needed  now  in  the  field  of  psychiatry. 
It  is  important  for  us,  as  psychiatrists,  to  realize  that 
we  must  be  willing  to  forsake  the  traditions  and 
sacred  mores  of  our  specialty  wherever  it  imperils 
this  fluidity  and  purposefulness  of  thought.  We  are 
no  longer  waging  a crusade  in  defense  of  psychiatry. 
We  no  longer  need  to  fight  and  struggle  to  attain 
recognition  for  the  psychiatric  viewpoint.  In  all 
modesty  I think  we  may  safely  say  that  psychiatry 
has  “arrived.”  We  should  be  much  more  concerned 
lest  we  lose  precious  time  and  dissipate  our  energies 
by  struggling  to  find  our  place  in  the  sun  while  these 
opportunities  to  serve  are  crying  for  that  same 
energy.  Some  of  our  old  ideas,  including  some  of  an 
administrative  character,  may  be  traumatized.  There 
may  be  some  who  will  fear  that  the  merging  of  our 
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knowledge  and  our  efforts  with  the  contributions 
of  others  will  mean  a backward  step  for  Psychiatry. 
Nothing  could  be  further  from  the  truth.  The  great- 
est danger  to  Psychiatry  would  come  through  fail- 
ure to  pay  our  part  now  by  insisting  on  a separate 
identity.  Stronger,  more  effective  effort  in  accom- 
plishment will  insure  the  sustaining  of  the  psychi- 
atric viewpoint  as  an  integral  part  of  the  medical 
sciences.  We  are  headed  for  an  era  when  names  will 
count  for  less  and  fact  and  accomplishment  count 
for  more. 

It  must  not  be  understood  that  all  of  Psychiatry 
and  all  of  the  workers  in  the  field  must,  or  should, 
forsake  the  individual  patient  with  his  highly  indi- 
vidual problems  and  point  of  view.  On  the  contrary, 
within  the  field  of  Psychiatry  we  must  have  com- 
prehensive thinking,  comprehensive  leadership,  and 
a comprehensive  as  well  as  detailed  contribution 
made  toward  the  master  problems  and  toward  the 
collective  human  mind.  Research  in  Psychiatry 
must  certainly  extend  into  the  minutiae  of  the  indi- 
vidual’s life,  his  motivations  and  his  physical  being. 
The  study  of  the  detail  and  the  making  of  up  the 
long  and  painstaking  observation  of  man’s  minutiae 
is  a part  of  our  science.  I would  not  have  it  aband- 
oned although  I would  happily  see  much  of  the 
pseudo-research  of  the  card  index  type  designated  as 
other  than  research,  or  largely  forsaken.  I refer  to 
the  precise  research  method  which  adds  up  the  num- 
ber of  cases  of  dementia  praecox,  divides  by  the 
number  of  manic  depressive  psychoses  and  multi- 
plies by  the  dust  that  accumulates  on  our  files,  with 
the  results  then  solemnly  presented  as  a “contribu- 
tion” to  scientific  thought.  I suspect  that  in  the 
future  there  will  be  a materially  greater  scrutinv 
of  what  goes  on  under  the  name  of  research  with  a 
more  definite  evaluation  of  results  and  expenditure 
of  resources. 

Any  thought  of  redirecting  of  reindoctrinating 
for  our  post  war  existence  must  take  into  considera- 
tion certain  slogans  which  have  been  made  into  a 
battlecrv  to  summon  the  emotional  urges  and  drives 
of  the  whole  nation.  Most  prominent  among  these 
is  the  so-called  “American  Way  of  Life.”  There  has 
been  much  talk  recently  about  this  “American  Way 
of  Life”  and  it  has  been  interesting  to  me  to  note, 
when  questioning  diversified  members  of  society 
just  what  this  American  Way  of  Life  really  was,  that 
almost  without  exception  I received  a floundering 
answer  dealing  almost  entirely  with  material  needs. 
But  what  is  this  American  Way  of  Life?  Certainly  it 


is  not  bigger  or  better  gadgets;  it  is  not  a chicken  in 
every  pot,  or  two  cars  in  every  garage,  or  a refrig- 
erator in  every  home,  or  the  elimination  of  poverty, 
or  the  better  distribution  of  wealth.  The  American 
Way  of  Life  started  when  our  forefathers  forsook 
materialistic  things  and  came  to  the  shores  of  this 
country  and  suffered  privation  greater  than  was 
known  to  the  serfs  of  Europe.  It  is  a spiritual  quality 
which  is  difficult  to  define  and  it  would  take  a wiser 
and  braver  person  than  I to  attempt  to  do  so.  But 
we  most  certainly  must  seek  and  must  find  this 
almost  lost  quality  which  will  become  the  incentive 
and  the  driving  force  to  give  us  endurance  in  re- 
building our  mental  and  emotional  lives  at  the  end 
of  this  struggle. 

With  great  temerity  I suggest  that  the  American 
Way  of  Life  is  primarily  the  right  of  the  individual 
nation  to  be  “the  master  of  its  fate  and  the  captain 
of  its  soul.”  We  must  first  be  growing,  constructive, 
and  social  human  beings  and  secondarily  possessors 
of  gadgets  and  machines  and  material  wealth.  The 
four  freedoms— freedom  from  want,  freedom  from 
fear,  with  freedom  of  speech  and  freedom  of  re- 
ligious belief,  might  well  be  encompassed  as  a by- 
product of  the  American  Way  of  Life.  Material 
things  must  be  merely  the  by-product  of  this  way 
of  life  and  certainly  not  the  most  desired  things  to 
be  fought  for. 

Today  in  the  midst  of  war,  we  are  being  promised 
incredible  numbers  of  chickens  and  cars  and  shoes, 
and  gadgets  which  appear  to  be  a combination 
helicopter-automobile-electric  stove  after  the  war 
In  a time  of  comparative  deprivation— which,  in- 
cidentally, would  have  seemed  like  comparative 
luxury  to  our  sturdy  forefathers,  we  are  being 
steadied  in  the  struggle  and  spurred  on  in  the  fight 
by  the  reminder  that  when  it  is  over  everything 
will  be  super-perfect.  We  who  were  living  in  luxury 
and  ease  before,  will  be  smothered  in  luxury  after 
the  war.  We  must  annihilate  this  false  philosophy 
which  has  come  so  periously  close  to  destroying  us. 
If  all  we  can  win  out  of  the  tremendous  tragedy  of 
this  war  is  graeter  covetousness  and  a larger  lustful- 
ness for  our  own  comfort  and  pleasure,  then  why 
the  struggle? 

I cannot  believe  that  the  new  spirit  of  real  strength 
which  is  being  shown  in  the  willingness  to  die  by 
our  fighting  men  and  the  willingness  to  sacrifice  and 
suffer  by  our  civilians  will  disappear  when  this 
struggle  is  over.  The  real  essence  of  life  is  struggle. 
When  the  fight  goes  out  of  a man  or  out  of  a nation, 
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decadence  sets  in  and  the  end  is  in  sight.  That  is  why 
the  numerous  altruistic  panaceas  for  all  of  life’s  evils 
are  basically  unsound.  That  overwhelming  benevo- 
lence which  would  offer  us  security  and  freedom 
from  care  in  every  step  of  our  lives  from  infancy  to 
senility,  either  through  governmental  or  group 
action,  is  patently  absurd.  For  although  today,  at 
least  in  time  of  peace,  we  have  largely  won  freedom 
from  starvation,  we  cannot  and  should  not  have 
complete  freedom  from  want.  It  is  our  nature  to 
crave  what  we  do  not  have  and  to  have  all  of  our 
wants  removed  would  take  all  the  fun  out  of  living. 
It  would  take  all  the  venturesomeness  and  gay  cour- 
age and  high  adventure  out  of  youth  and  all  the 
imagination  and  hopeful  planning  out  of  maturity. 
It  would  substitute  a barren  plateau  of  security  for 
the  soaring  peaks  of  adventure.  Fortunately  for  us 
as  individuals  and  as  a nation,  it  cannot  reasonably 
be  done. 

Before  this  war  we  were  a big  nation  growing 
bigger.  Our  country  was  self-sufficient,  all-powerful, 
unafraid.  But  size  does  not  mean  strength,  although 
the  two  are  often  confused.  The  biggest  balloon 
collapses  at  a pin  prick. 

We  were  growing  big,  but  we  were  not  growing 
great,  because  we  had  never  investigated  the  ele- 
ments of  greatness.  We  had  traveled  far  on  the 
roadways  of  science,  and  had  discovered  many 
things.  Yet  we  had  not  troubled  to  rediscover  the 
simple  fundamental  things  about  ourselves  which 
would  give  us  mastery,  first,  over  ourselves,  then, 
over  science. 

I think  there  is  no  more  ironic  spectacle  than  that 
of  modern  man,  who  has  penetrated  so  deeply  into 
the  mysteries  of  science  that  he  has  recreated  a 
magic  world  which  can  supply  healing  and  nour- 
ishment and  pleasure  to  millions,  and  yet  he  has 
progressed  so  little  in  the  understanding  of  his  own 
nature  that  he  is  feverishly  forcing  all  his  discoveries 
to  accomplish  his  own  destruction. 

And  why?  Because  in  this  mechanistic  age,  our 
society  has  tried  to  do  the  impossible— to  train  man 
for  what  he  cannot  be.  Forgetting  the  instinctive 
needs  and  the  original  purposes  of  man,  it  has  tried 
to  fit  him  into  the  pattern  of  the  machine,  to  make 
him  what  he  is  not. 

Psychiatrists,  above  all  people,  know  that  any  man 
with  an  intelligence  level  above  that  of  a moron 
needs  to  feel  essential.  He  wants  to  be  “in”  things, 
he  wants  to  feel  needed,  however  small  the  sphere 
of  his  usefulness.  Yet  how  can  a man  feel  useful  or 


needed  today  when  his  work  has  become  a mere 
fractional  unit  in  the  machinery  of  mass  produc- 
tion? I he  man  in  the  large  manufacturing  plant  who 
endlessly  repeats  the  same  perfunctory  operation  ad 
infinitum  without  any  understanding  of  what  he  is 
doing,  or  what  relationship  it  has  to  the  finished 
work,  how  can  he  feel  necessary?  The  old  pride  in 
craftsmanship  is  lost.  His  identity  has  become 
merged  into  the  great  impersonality  of  a machine. 

As  a result,  such  a one  is  apt  to  find  himself  men- 
tally groping  and  asking  himself  “Where  do  we  go 
from  here”?  When  the  war  is  over,  and  the  imme- 
diate urgency  of  victory  can  no  longer  be  offered  as 
a goal,  he  is  very  apt  to  find  that  the  answer  to  his 
question  is  simply  “To  pieces.”  And  thousands  like 
him,  suffering  from  such  a growing  disadjustment 
from  reality  may  cause  a consequent  increase  in  the 
number  of  cases  of  mental  illness  and  nervous  dis- 
orders, and  therefore  an  increased  population  in  our 
already  overcrowded  mental  hospitals. 

Studies  made  recently  indicate  that  approximately 
16%  of  the  men  who  are  candidates  for  our  armed 
forces  have  some  form  of  nervous  or  mental  disease 
or  maladjustment.  This  is  a staggering  figure,  and  it 
is  a crushing  indictment  not  only  of  psychiatrists 
and  other  members  of  the  medical  profession,  but 
of  society  as  a whole.  Something  fundamental  and 
important  has  gone  out  of  the  lives  of  our  people  to 
cause  such  a mass  malformation  among  the  young. 

Man  is  essentially  creative  with  spiritual  and  cre- 
ative urges  of  such  vast  proportions  that  it  sets  him 
aside  from  all  other  animal  life.  He  not  only  must 
create  but  in  order  to  endure  himself  he  has  to  feel 
that  he  is  an  integral  part  of  the  creative  efforts  in  his 
time.  Is  it  not  possible  that  with  our  differentiation 
of  labor  and  our  production  methods  he  has  lost  an 
intangible  something,  which  requires  satisfaction 
through  the  expression  of  his  creative  urge?  He  may 
have  been  able  to  fill  his  spare  time  with  amusement 
or  bigger  and  better  creature  comforts,  but  that 
creative  urge  was  still  unsatisfied.  It  is  possible  that 
when  he  has  asked  himself,  “Where  do  I go  from 
here?”  not  knowing  just  what  it  was  that  he  had 
lost,  he  has  sought  to  fill  the  void  with  more  and 
more  “education.”  Is  it  possible  that  we  have  put 
such  education,  particularly  so  called  “higher  educa- 
tion,” also  on  a production  line  with  the  result  that 
these  creative  urges  have  been  only  ameliorated  and 
not  satisfied? 

It  has  been  not  only  interesting  but  inspiring  to 
observe  the  speed  with  which  the  defects  of  Ameri- 
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can  education  have  been  recognized  by  our  leaders 
in  education  under  the  impact  of  war.  We  have  seen 
some  of  our  educators  do  a commendable  turn-about 
in  viewpoint  and  others,  who  held  a less  popular 
point  of  view,  come  to  the  fore.  It  is  an  unques- 
tioned proof  of  the  fundamental  soundness  of  this 
nation  that  we  could  perform  such  a complete 
education  change-over  as  soon  as  the  need  for  it  was 
forcibly  brought  to  our  attention.  Liberal  arts  col- 
leges over  night  have  been  converted  into  schools 
where  all  branches  of  science  are  taught.  Instead  of 
the  “cultural”  education  which  did  not  fit  the  indi- 
vidual for  precisely  anything,  education  today  is 
being  bent  towards  a very  specific  goal.  This  is  not 
to  say  that  the  liberal  arts  should  cease  to  have  a 
place  in  our  education.  On  the  contrary,  they  will 
always  remain  one  of  the  most  broadening  and 
strengthening  factors  in  higher  education  but  thev 
will  not  be  distributed  quite  so  freely  in  the  future. 
They  will  be  guarded  closely  by  their  scholarly  cus- 
todians and  they  will  be  taught  to  whom  they  will 
do  the  most  good. 

We  should  have  great  admiration  for  the  emphasis 
which  our  nation  has  always  placed  on  education. 
We  may  have  made  mistakes  in  our  application  of  it 
but  we  have  always  recognized  the  need  for  the 
cultivation  of  the  human  mind,  and  it  is  this  “prior- 
ity” which  education  has  always  had  which  has 
made  it,  in  a sense,  the  ^fair-haired  child”  among 
our  national  projects. 

Today  when  education  in  both  civilian  and  mili- 
tary life  is  receiving  more  emphasis  than  ever  be- 
fore, there  is  another  sphere  in  which  it  is  vitally 
important.  I refer  to  the  mental  hospital.  In  the  in- 
terest of  the  mental  hospital  as  well  as  in  the  interests 
of  American  education,  I suggest  a close  and  intimate 
alliance  between  the  two,  with  a much  closer  inte- 
gration of  the  professional,  economic  and  political 
interests  of  both.  This  alliance  will  in  no  way  lessen 
our  standing  as  an  integral  part  of  medicine,  but 
will,  on  the  other  hand  give  us  additional  strength 
in  meeting  the  problems  of  the  treatment  and  cure 
of  the  mentally  ill. 

Since  the  treatment  of  the  mentally  ill  is  requiring 
an  increasingly  profound  knowledge  of  the  physical 
aspects  of  the  body  and  all  the  physical  ills  to  which 
it  is  heir,  this  tying  in  with  education  is  in  no  way 
incompatible  with  our  future  as  a branch  of  medical 
science.  A strong  and  permanent  alliance  between 


the  mental  hospital  and  education  will  do  a great 
deal  to  remove  the  mental  hospital  from  the  politi- 
cal doldrums  into  which  it  has  fallen  today.  It  would 
be  a sure  preventive  against  having  institutional 
psychiatry  become  the  step-child  of  medicine,  in- 
stead of  its  youngest  and  most  hopeful  offspring. 

I think  there  would  definitely  be  a real  benefit 
derived,  for  the  mental  hospital  and  for  education. 
From  the  application  of  sound  educational  principles 
to  our  mental  hospitals  we  could  contribute  not  only 
to  the  recovery  of  our  patients  but  to  the  building 
of  a more  sound  and  realistic  view  of  education  gen- 
erally. It  would  bring  the  mental  hospital  into  a 
stronger  and  sturdier  relationship  with  the  com- 
munity, as  a whole,  by  relating  it  to  the  life  of  the 
average  man  instead  of  making  it  something  strange 
and  foreign  and  apart. 

Because  of  the  war  the  mental  hospital  today  is 
being  stripped  of  its  personnel  and  its  resources. 
Under  conditions  which  may  become  serious,  the 
mental  hospital  today  seems  headed  for  those  even 
more  deplorable  conditions  which  obtained  at  the 
time  when  the  Connecticut  Society  for  Mental 
Hygiene,  the  forerunner  of  the  National  Committee 
for  Mental  Hygiene,  was  founded  as  an  agency  to 
improve  existing  conditions  in  mental  hospitals.  It 
may  be  that  this  or  some  similar  agency  will  have  to 
retrace  its  steps  and  return  to  the  undertaking  which 
it  began  a quarter  of  a century  or  more  ago  and  fight 
over  again  the  battles  for  improvement  of  the  con- 
ditions which  undermine  the  successful  rehabilita- 
tion of  the  mentally  ill. 

This  retrogression  of  the  mental  hospital  is  not 
chargeable  to  any  shortcomings  on  the  part  of  the 
hospital  or  of  the  medical  profession  and  least  of  all 
by  the  men  in  the  State  hospital  system  who  are 
battling  against  overwhelming  odds  to  give  good 
care  to  the  unfortunate  victims  of  mental  illness.  But 
circumstances  today  are  overwhelming  and  insuper- 
able, and  most  certainly  a new  crusade  for  the  recap- 
ture of  the  ground  which  is  being  lost  must  be 
undertaken  again  at  the  close  of  this  war.  While  the 
very  thought  of  the  effects  of  war  on  every  phase 
of  our  life  is  devastating,  we  must  remember  that 
war  itself  is  devastating.  In  a period  of  reconstruc- 
tion we  should  take  every  advantage  of  advice  and 
leadership  offered  by  such  organizations  as  the 
National  Committee  for  Mental  Hygiene.  The 
struggle  will  be  great  but  the  objectives  can  be  won. 
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The  Report  of  the  Secretary 

The  report  of  the  Secretary  to  the  House  of 
Delegates  at  the  one  hundred  and  fifty-first  annual 
meeting  gives  insight  not  only  to  the  accomplish- 
ments of  the  office  of  the  Secretary  but  an  excellent 
idea  of  the  importance  of  this  central  organization 
to  the  welfare  of  our  Society.  Under  the  able  guid- 
ance of  Dr.  Creighton  Barker  this  office  has  become 
the  integrating  point  for  a great  many  of  the  activ- 
ities in  which  we  as  physicians,  individually  and 
collectively,  are  engaged  for  the  performance  of 
service  to  the  public.  Never  before  have  these  serv- 
ices been  more  important,  for  the  complexities  of 
modern  civilization  increased  by  the  exigencies  of 
war,  are  making  unprecedented  demands  upon  our 
profession.  Many  of  these  demands  are  considered 
in  this  Report  but  there  are  other  important  func- 
tions of  the  secretary’s  office  which  remain  uncom- 
mented upon,  a fact  which  is  obvious  to  anyone  at 
all  familiar  with  the  extent  of  the  work  carried  on. 

The  three  suggestions  made  by  Dr.  Barker  for  the 
consideration  of  the  House  of  Delegates  deserve 


careful  thought.  The  care  of  the  chronically  sick  is 
a concern  not  only  of  the  Public  but  also  of  those 
who  are  called  upon  to  render  medical  service.  The 
urgent  necessity  for  aid  to  this  group  of  our  un- 
fortunate citizens  has  long  been  recognized  bv  the 
physicians  of  Connecticut. 

It  is  hoped  that  the  organization  of  a Woman’s 
Auxiliary  for  the  Society  will  go  speedily  forward, 
for  the  experience  with  other  state  societies  with 
similar  organizations  is  enviable.  There  is  no  ques- 
tion that  certain  aims  and  objectives  of  our  Society 
can  be  furthered  by  organized  interest  from  such  a 
potent  force.  The  important  activities  of  the  Secre- 
tary’s Office  since  its  establishment  have  tended  to 
bring  into  sharp  focus  the  great  advantage  to  be 
gained  from  having  a permanent  home  in  which  to 
carry  on  the  business  of  the  Society.  We  will  look 
with  keen  interest  upon  the  activity  of  the  Trustees 
of  a Building  Fund.  We  wish  them  every  success 
and  can  assure  them  of  the  sincere  cooperation  of 
our  members. 

The  Report  considered  in  its  entirety  emphasizes 
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the  importance  of  efficient  central  organization  to 
the  usefulness  and  progress  of  our  Society.  Only  by 
giving  it  unqualified  support  may  we  expect  to  func- 
tion as  a productive  and  intelligent  social  force.  By 
so  doing  we  shall  do  a great  deal  toward  perfecting 
and  consolidating  those  aims  for  Adedicine  which  we 
know  to  be  true  and  to  be  sound,  for  in  the  wise 
words  of  Wilfred  Trotter,  an  English  surgeon, 
“The  ultimate  and  single  source  of  moral  power  in  a 
gregarious  unit  is  the  perfection  of  communion 
among  its  individual  members.” 

Psychiatry  in  the  Post  War  Period 

In  this  day  of  global  war  with  its  associated  spirit 
of  hate  being  vigorously  inculcated  into  the  youth 
of  all  nations,  our  own  not  excepted,  Dr.  Bur- 
lingame’s “A  Psychiatrist  Looks  at  War  and  Peace,” 
published  elsewhere  in  this  issue,  sounds  an  encour- 
aging note.  The  ideas  so  ably  expressed  in  this  paper 
formed  part  of  the  annual  report  of  the  Physician- 
in-chief  at  The  Institute  of  Living.  Dr.  Burlingame 
points  out  the  transition  in  the  emotional  urges  of 
our  people,  necessitated  by  this  struggle  when  we 
have  been  “called  upon  to  grow  overnight  from  the 
adolescence  of  provincialism  to  the  maturity  of  en- 
lightened interemotionalism.”  We  must  recognize 
the  spiritual  factor  in  the  American  Way  of  Life 
and  be  willing  to  allocate  to  their  place  of  secondary 
importance  the  many  gadgets  and  comforts  of  our 
modern  civilization.  Should  we  fail  in  this,  we  shall 
suffer  in  our  post  war  period  of  reconstruction 
when  the  emotional  urges  cultivated  for  war  must 
be  redirected  into  peace  time  pursuits. 

I he  theme  of  Dr.  Burlingame’s  paper  is  a closer 
alliance  between  education  and  the  mental  hospital, 
thus  bringing  this  institution  and  the  community 
into  a stronger  and  sturdier  relationship.  The  world 
faces  a gigantic  task  in  planning  for  post  war  recon- 
struction. Loll  owing  the  last  World  War  there  were 
far  too  many  maladjusted  individuals  struggling  for 
existence,  with  ideals  lost  and  lacking  in  a realiza- 
tion of  how  to  carry  on.  The  development  of 
psychiatry  in  the  past  quarter  century,  together 
with  the  recent  metamorphosis  of  our  educational 
system,  offers  this  branch  of  medicine  unexplored 
opportunities  in  practical  guidance.  Psychiatry  will 
continue  to  take  an  increasingly  prominent  place  in 
the  immense  task  of  reindoctrination. 

Dr.  Burlingame  has  completed  thirty-five  years 


as  director  of  the  long  established  institution,  now 
fittingly  termed  The  Institute  of  Living.  During 
the  past  year  it  has  received  the  largest  number  of 
admissions  in  its  history  and  has  miraculously  re- 
stored to  normal  life  an  unprecedented  number  of 
individuals.  With  such  intelligent  leadership  the 
problem  of  post  war  reconstruction  will  be  the 
easier. 

Colonel  Bayne-Jones  Receives  Honorary 
Degree 

Colonel  Stanhope  Bayne-Jones,  Professor  of 
Bacteriology  at  A ale  University,  on  leave,  at  present 
Chief  of  the  Civilian  Board  of  Epidemics  Section 
and  Assistant  Director  of  the  Division  of  Preventive 
Adedicine  in  The  Office  of  the  Surgeon  General,  was 
awarded  the  honorary  degree  of  Doctor  of  Science 
at  The  University  of  Rochester  on  Aday  2,  1943. 
Dr.  George  Packer  Berry,  in  presenting  Dr.  Bayne- 
Jones,  said: 

“With  imagination  and  skill  he  has  applied 
physico-chemical  technics  to  exploring  the  life 
processes  of  micro-organisms  and  has  made  his  great 
knowledge  of  bacteriology  widely  available  through 
scientific  papers,  textbooks  and  popular  articles.  His 
patience,  kindliness  and  humor  have  won  him  last- 
ing friends  among  both  colleagues  and  students.  . . . 

“His  ability  in  dealing  with  people  has  brought 
Dr.  Bayne-Jones  many  administrative  duties  beyond 
academic  walls,  in  scientific  societies  and  medical 
foundations,  including  the  directorship  of  the  Jane 
Coffin  Childs  Memorial  Lund  for  Adedical  Research. 

“His  country  has  ever  commanded  his  devoted 
service— in  the  first  AVorld  War  as  a Adajor  with  the 
British  and  American  armies  in  L ranee,  Italy,  and 
Germany,  winning  the  Adilitary  Cross,  the  Croix  de 
Guerre  and  several  citations  for  gallantry  at  the 
front;  at  present  in  a post  of  great  responsibility  as 
Chief  of  the  Civilian  Board  of  Epidemics  Section 
and  Assistant  Director  of  the  Division  of  Preventive 
Adedicine  in  The  Office  of  The  Surgeon  General.” 

Dr.  Bayne-Jones  has  long  had  an  interest  in  the 
affairs  of  medicine  in  Connecticut  and  during  his 
tenure  as  Dean  of  the  Yale  School  of  Medicine 
served  as  Chairman  of  the  Committee  on  the  Con- 
necticut Clinical  Congress.  His  many  friends  among 
the  members  of  The  Connecticut  State  Medical 
Society  will  congratulate  him  on  this  notable  addi- 
tion to  his  many  honors. 
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CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 

OFFICERS  AND  COMMITTEES  ELECTED  FOR  1943  AND  44  BY  THE  HOUSE  OF 
DELEGATES  AT  ITS  ANNUAL  MEETING  MAY  25 


A Presidenr-Elect 
A First  Vice-President 
A Second  Vice-President 
A Treasurer 
An  Executive  Secrteary 
An  Editor  of  the  Journal 
A Delegate  and  alternate 
to  the  American  Med- 
ical Association  for  the 
term  July  i,  1943,  to 
June  30,  1945 

Program  Committee — one  member  for  a term  of  three  years 
John  C.  Leonard,  Hartford 
so  that  the  committee  will  consist  of: 

Sidney  S.  Quarrier,  Hartford 
Elarold  M.  Marvin,  New  Haven 
John  C.  Leonard,  Hartford 
Associate  Member:  John  F.  Fulton,  New  Haven 

Journal  Editorial  Board — one  member  for  a term  of  four 
years 

Oliver  L.  String-field,  Stamford 
One  member  to  replace  Lee  D.  Van  Antwerp 
Paul  P.  Swett,  Hartford 
so  that  the  board  will  consist  of: 

1940  Frank  S.  Jones,  Hartford 

1941  Herbert  Thoms,  New  Haven 

1942  Paul  P.  Swett,  Hartford 

1943  Oliver  L.  Stringfield,  Stamford 
Associate  Member:  Harold  S.  Burr,  New  Haven 

Clinical  Congress  Committee — for  the  term  October  1, 
1943,  to  September  30,  1944 
so  that  the  committee  will  consist  of: 

Francis  G.  Blake,  Chairman 
Herbert  Thoms,  Secretary 
Charles  E.  Sanford,  Treasurer 
President  of  the  Society 
Chairman  of  the  Council 
Executive  Secretary  of  the  Society 
Editor  of  the  Journal 

Eight  Secretaries  of  Component  County  Medical  Associ- 
ations 

Such  other  members  as  the  committee  shall  appoint 


Committee  on  Public  Policy  and  Legislation 

Fairfield  County,  Berkley  M.  Parmelee,  Bridgeport, 
Chairman 

Hartford  County,  Howard  Boyd,  South  Manchester 
Litchfield  County,  Sanford  H.  Wadhams,  Torrington 
Aliddlesex  County,  Harry  S.  Frank,  Middletown 
New  Haven  County,  Theodore  S.  Evans,  New  Haven 
New  London  County,  Edmund  L.  Douglass,  Groton 
Tolland  County,  Ralph  B.  Thayer,  Somers 
Windham  County,  Gerard  M.  Chartier,  Danielson 
President  of  the  Society 
Executive  Secretary  of  the  Society 
Committee  on  National  Legislation 

Committee  on  Medical  Examination  and  Medical  Educa- 
tion— The  Connecticut  Medical  Examining  Board — 
one  member  for  five  years 
Thomas  P.  Murdock,  Meriden 
so  that  the  board  will  consist  of: 

1939  Daniel  C.  Patterson,  Bridgeport 

1940  George  M.  Smith,  Fine  Orchard 

1941  John  C.  Rowley,  Hartford 

1942  Charles  J.  Bartlett,  New  Haven 

1943  Thomas  P.  Alurdock,  Meriden 

Committee  on  Honorary  AI embers  and  Degrees — one  mem- 
ber for  a term  of  three  years 
Roy  L.  Leak,  Middletown 
so  that  the  committee  will  consist  of: 

1941  Arthur  B.  Landry,  Hartford 

1942  James  Douglas  Gold,  Bridgeport 

1943  Roy  L.  Leak,  Middletown 

Committee  on  National  Legislation 
James  R.  Miller,  Hartford 
Thomas  P.  Adurdock,  Meriden 

Committee  on  Hospitals — two  members  for  a term  of  three 
years 

Thomas  H.  Russell,  New  Haven 
James  Douglas  Gold,  Bridgeport 
so  that  the  committee  will  consist  of: 

1941  Roy  C.  Ferguson,  Rockville 

1941  Harold  W.  Wellington,  New  London 

1942  G.  Gardiner  Russell,  Hartford,  Chairman 

1942  Charles  Russman,  Middletown 

1943  Thomas  H.  Russell,  New  Haven 
1943  James  Douglas  Gold,  Bridgeport 


H.  Gildersleeve  Jarvis,  Hartford 
Louis  H.  Nahum,  New  Haven 
Ralph  B.  Thayer,  Somers 
Hugh  B.  Campbell,  Norwich 
Creighton  Barker,  New  Haven 
Stanley  B.  Weld,  Hartford 

Thomas  P.  Alurdock,  Meriden 
Francis  G.  Blake,  New  Haven 


THE  SECRETARY  S OFFICE 


485 


Committee  on  Public  Health 

Joseph  H.  Howard,  Bridgeport,  Chairman 

Donald  A.  Bristoll,  New  Britain 

Howard  G.  Stevens,  New  Milford 

Jessie  W.  Fisher,  Middletown 

Maurice  J.  Strauss,  New  Haven 

Howard  W.  Rrayton,  Hartford 

Albert  C.  Freeman,  Norwich 

Karl  T.  Phillips,  Putnam 

Luther  K.  Musselman,  New  Haven 

Joseph  I.  Linde,  New  Haven 

Howard  S.  Colwell,  New  Haven 

Oliver  L.  Stringfield,  Stamford 

J.  Harold  Root,  Waterhury 

Mario  L.  Palmieri,  Middletown 

Associate  Member:  Friend  L.  Mickle,  Hartford 

Committee  on  Tumor  Study 

Charles  L.  Larkin,  Waterbury,  Chairman 
Ralph  E.  Kendall,  Hartford 
Milton  C.  Winternitz,  New  Haven 
Thomas  J.  Danaher,  Torrington 
Louis  P.  Hastings,  Hartford 
Christopher  J.  McCormack,  Hartford 
Berkley  M.  Parmlee,  Bridgeport 
William  Mendelsohn,  New  Haven 
Edward  W.  Foster,  Meriden 
Christie  E.  McLeod,  Middletown 
Hugh  Ad.  Wilson,  New  Haven 
Douglas  J.  Roberts,  Hartford 
Kenneth  K.  Kinney,  Willimantic 
Carl  C.  Harvey,  Middletown 
State  Commissioner  of  Health 

Associate  Adember:  AVilliam  J.  Welling,  Hartford 

Committee  on  Drug  Addiction 

Clifford  D.  Moore,  Newtown , Chairman 
John  H.  Foster,  Waterbury 
Chester  Waterman,  Portland 
Alfred  Labensky,  New  London 
A.  Bliss  Dayton,  New  Haven 
C.  Charles  Burlingame,  Hartford 

Associate  Member:  Cyril  N.  H.  Long,  New  Haven 

Committee  on  Industrial  Health 

C.  Frederick  Yaeger,  Bridgeport,  Chairman 

Arthur  B.  Landry,  Hartford 

Eugene  F.  Meschter,  Stamford 

Robert  W.  Kaschub,  Groton 

Thomas  J.  Danaher,  Torrington 

Benedict  N.  Whipple,  Bristol 

Adartin  I.  Hall,  Bristol 

Cole  B.  Gibson,  Meriden 

Paul  W.  Vestal,  New  Haven 

Albert  S.  Gray,  Hartford 

Andrew  J.  Jackson,  Waterbury 

C.  John  Satti,  New  London 

Robert  P.  Knapp,  South  Manchester 

John  R.  Paul,  New  Haven 

William  H.  Ryder,  New  Haven 

John  N.  Gallivan,  East  Hartford 

James  H.  Biram,  Hartford 

Walter  N.  Nelson,  Cromwell 


Committee  on  Public  Relations 

C.  Charles  Burlingame,  Hartford,  Chairman 
Barnett  Greenhouse,  New  Haven 
R.  Flarold  Lockhart,  Bridgeport 
Elinor  F.  Downs,  Litchfield 
Adario  L.  Palmieri,  Middletown 
William  H.  Weidman,  Norwich 
Donald  Ad.  Beckwith,  Rockville 
William  Ad.  Shepard,  Putnam 
Associate  Adember:  Floward  W.  Haggard 

Delegates  to  State  Societies  for  Term  of  One  Year, 
July  i,  1943  to  June  30,  1944 

To  Maine 

Stanley  B.  Weld,  Hartford 
Orville  F.  Rogers,  New  Haven 
To  Adassachusetts 
G.  Gardiner  Russell,  Hartford 
Creighton  Barker,  New  Haven 
To  New  Hampshire 
Paul  R.  Felt,  Middletown 
Milton  C.  Winternitz,  New  Haven 
To  New  Jersey 
Robert  M.  Lewis,  New  Haven 
Oliver  L.  Stringfield,  Stanford 
To  New  York 

George  Ad.  Smith,  Pine  Orchard 
Adichael  J.  Lawlor,  Waterbury 
To  Rhode  Island 
George  H.  Gildersleeve,  Norwich 
Hugh  B.  Campbell,  Norwich 
To  Vermont 

George  A.  Gosselin,  Hartford 
Roy  L.  Leak,  Middletown 

To  Special  Societies 
To  Connecticut  Hospital  Association 

James  D.  Gold,  Bridgeport 
To  Connecticut  Pharmaceutical  Association 

Stanley  B.  Weld,  Hartford 
To  Connecticut  State  Dental  Association 

Roy  I..  Leak,  Middletown 

Committees  Appointed  by  the  Council 
1943-1944 

Committee  on  Co-operation  With  Yale  School  of 
AIedicine 

Chairman  of  the  Council,  Chairman 
President  of  the  State  Adedical  Examining  Board 
Chairman  of  the  Committee  on  Public  Policy  and  Legis- 
lation 

Charles  T.  Flynn,  New  Haven 
W.  Bradford  Walker,  Cornwell 

Committee  on  Permanent  Funds 

Charles  T.  LaAdoure,  Windham  Center 
Charles  H.  Turkington,  Litchfield 
Treasurer  of  the  Society 
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Conference  Committee  With  Connecticut  Pharmaceu- 
tical Association 

Stanley  B.  Weld,  Hartford , Chairman 
Walter  I.  Russell,  New  Haven 
John  H.  Foster,  Water  bury 
W.  J.  H.  Fischer,  Milford 

Advisory  Committee  to  Nurses  Examining  Board 

1942- 1944  Herbert  Thoms,  New  Haven 

1943- 1945  Harry  S.  Frank,  Middletown 

Committee  on  Prepaid  Medical  Service 
James  R.  Miller,  Hartford,  Chairman 
Oliver  L.  Stringfield,  Stamford 
Thomas  P.  Murdock,  Meriden 
J.  Harold  Root,  Waterbury 
Stanley  B.  Weld,  Hartford 
Herbert  Thoms,  New  Haven 

Liaison  Committee  to  State  First  Aid  Conference 
Robert  M.  Yergason,  Hartford,  Chairman 
Harold  W.  Wellington,  New  London 
Andrew  J.  Jackson,  Waterbury 

Resolutions  Passed  by  the  blouse  of 
Delegates  at  Its  Annual  Meeting, 

May  25,  1943 

1944  ANNUAL  MEETING 

The  House  voted  to  accept  the  invitation  of  the 
Fairfield  County  Medical  Association  to  hold  the 
152nd  Annual  Meeting  of  the  Society  in  Bridgeport 
in  1944  on  a date  to  be  selected  by  the  Council. 

DUES  FOR  ASSOCIATE  MEMBERS 

The  House  voted  to  amend  Chapter  II,  Section 
2,  of  the  By-Laws  to  provide  that  Associate  Mem- 
bers of  the  Society  will  not  be  expected  to  pay  any 
dues.  They  will  not  receive  the  Journal  of  the 
Society  unless  they  subscribe  to  it. 

PROFESSOR  EDWARD  CHRISTIAN  SCHNEIDER  ASSOCIATE 
MEMBER 

The  House  voted  to  elect  Edward  Christian 
Schneider,  Daniel  Ayers  Professor  of  Biology, 
Wesleyan  University,  Middletown,  an  Associate 
Member  of  the  Society. 

WASHINGTON  OFFICE  FOR  AMERICAN  MEDICAL 
ASSOCIATION 

The  House  discussed  at  length  the  proposal  to  be 
presented  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  at  its  annual  meeting  in 
June,  to  establish  a Washington  office  for  the  Ameri- 
can Medical  Association.  After  this  discussion  the 
House  voted:  “It  is  the  sentiment  of  the  House  of 
Delegates  of  The  Connecticut  State  Medical  Society 
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that  delegates  from  the  Society  to  the  American 
Medical  Association  meeting  in  Chicago  in  June 
1943,  support  in  principle  the  proposal  that  an  office 
for  the  American  Medical  Association  be  established 
in  Washington.” 

A BUILDING  FUND 

It  was  voted  that  the  Council  be  directed  to  ap- 
point, at  the  earliest  opportunity,  a Board  of  five 
that  shall  be  known  as  the  Trustees  of  the  Society’s 
Building  Fund.  Members  of  this  Board  shall  serve 
overlapping  terms  of  five  years  and  be  eligible  for 
renomination.  The  purpose  of  this  Committee  shall 
be  to  formulate  plans  and  means  whereby  the 
Society  may  ultimately  acquire,  by  construction  or 
purchase,  a building  suitable  for  its  use  as  official 
headquarters.  The  Board  will  be  required  to  submit 
a report  at  each  annual  meeting  of  the  House  of 
Delegates  and  at  such  other  times  as  may  be  re- 
quested by  the  Council. 

' women’s  auxiliary 

It  was  voted  that  the  Council  be  directed  to  ap- 
point before  July  1,  1943,  a committee  of  seven 
members  of  this  Society,  at  least  two  or  whom  shall 
be  women,  to  be  known  as  the  Committee  on  the 
Women’s  Auxiliary  and  the  purpose  of  this  Com- 
mittee will  be  to  inquire  into  the  desirability  of  the 
organization  of  a women’s  auxiliary  of  the  Society 
and  the  necessary  steps  to  be  taken  in  the  formation 
of  such  an  auxiliary  if  it  is  recommended  as  advis- 
able, and  the  Committee  be  directed  to  report  its 
opinions  and  recommendations  to  the  Council  be- 
fore December  1,  1943. 

THE  CARE  OF  THE  CHRONICALLY  SICK 

It  was  voted  that  the  House  of  Delegates  direct 
the  Council  to  prepare  a memorandum  for  trans- 
mittal to  the  Public  Welfare  Council  of  the  State  of 
Connecticut  expressing  the  Society’s  deep  interest 
in  the  forthcoming  study  of  provision  for  the  care 
of  the  chronically  sick  and  infirm  and  offering  the 
Society’s  cooperation  in  carrying  out  this  study. 

PREPAID  MEDICAL  SERVICE 

T he  House  voted  to  accept  the  report  of  the 
Council  on  prepaid  medical  service  and  to  adopt 
the  following  recommendations  contained  in  the 
report: 

1.  That  the  House  of  Delegates  request  the  Presi- 
dents of  each  County  Association  to  appoint,  before 
June  1,  1943,  a County  committee  on  prepaid  medi- 
cal service  to  consist  of  three  members. 
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2.  That  the  State  committee  on  prepaid  medical 
service  be  directed  to  call  these  County  committees 
together  not  later  than  July  15,  1943,  for  the  pur- 
pose of  a general  discussion  of  the  subject  of  pre- 
paid medical  service. 

3.  That  the  County  committees  on  prepaid  medi- 
cal service  shall  take  such  means  as  they  deem  effec- 
tive to  acquaint  their  fellow  members  with  the 
principles  and  philosophies  of  prepaid  medical  serv- 
ice and  to  discuss  such  a plan,  the  details  of  which 
are  contained  in  this  report,  and  shall  provide  for 
debate  and  consideration  of  the  subject  at  a regular 
or  special  meeting  of  their  County  Association  to  be 
held  not  later  than  November  1,  1943. 

4.  That  the  State  committee  shall  again  call  the 
County  committees  together  in  the  month  of 
November  1943  to  determine  whether  or  not  there 
is  adequate  interest  and  promise  of  support  of  a pre- 
paid medical  service  plan  to  justify  the  State  com- 
mittee to  proceed  with  the  development  of  the 
details  of  a plan  which  shall  be  submitted  to  the 
House  of  Delegates  as  soon  as  it  is  ready. 

Additional  Delegate  to  the  American 
Medical  Association 

The  By-Laws  of  the  American  Medical  Associa- 
tion provide  for  175  delegates  to  the  House  of 
Delegates.  Every  three  years  the  number  of  dele- 
gates is  reapportioned  among  the  State  and  terri- 
torial medical  societies  in  accordance  with  their 
membership.  This  year  was  one  in  which  the 
triennial  reapportionment  5vas  required  and  the 
membership  of  The  Connecticut  State  Medical 
Society  has  increased  to  the  point  where  the  Society 
is  now  entitled  to  three  official  delegates  instead  of 
two. 

In  the  1943  reapportionment,  which  was  done  by 
the  House  of  Delegates  at  its  June  meeting,  New 
York,  Ohio  and  Connecticut  were  each  given  an 
additional  delegate  while  South  Carolina,  North 
Carolina  and  Kentucky  each  lost  one.  This  is  the 


first  time  under  the  present  rules  for  membership  in 
the  House  that  Connecticut  has  been  entitled  to 
three  delegates. 


Invalid  Diets  and  Food  Rationing 

Of  interest  to  all  who  are  concerned  with  diets 
for  invalids  is  Ration  Order  13,  issued  by  the  Office 
of  Price  Administration  under  date  of  February  9, 
1943.  This  order  covers  all  canned,  dried,  and  frozen 
fruits  and  vegetables.  Article  II,  Section  2.5  of  the 
order  reads  as  follows: 

“Consumers  who  need  more  processed  foods  be- 
cause of  illness  may  apply  for  more  points,  (a)  Any 
consumer  whose  health  requires  that  he  have  more 
processed  foods  than  he  can  get  with  War  Ration 
Book  l wo,  may  apply  for  additional  points.  The 
application  must  be  made,  on  OPA  Form  R-315,  by 
the  consumer  himself  or  by  someone  acting  for  him, 
and  may  be  made  in  person  or  by  mail.  The  applica- 
tion can  be  made  only  to  the  board  for  the  place 
where  the  consumer  lives.  Fie  must  submit  with  his 
application  a written  statement  of  a licensed  or 
registered  physician  or  surgeon,  showing  why  he 
must  have  more  processed  foods,  the  amounts  and 
types  he  needs  during  the  next  two  months,  and 
why  he  cannot  use  unrationed  foods  instead. 

“(b)  If  the  board  finds  that  his  health  depends 
upon  his  getting  more  processed  foods,  and  that  he 
cannot  use  or  cannot  get  unrationed  foods,  it  shall 
issue  to  him  one  or  more  certificates  for  the  num- 
ber of  points  necessary  to  get  the  additional  pro- 
cessed foods  he  needs  during  the  next  two  months.” 

The  application  form  referred  to  above,  OPA 
Form  R-315,  is  apt  to  be  somewhat  confusing  to 
patients.  It  is  titled  “Sugar  Special  Purpose  Appli- 
cation” and  was  developed  primarily  to  meet  the 
need  for  home  canning.  It  is  being  used  temporarily, 
until  a more  adequate  form  can  be  gotten  out. 

It  is  anticipated  that  the  procedure  indicated  in 
Section  2.5  above  may  be  changed  somewhat  in  the 
future,  in  which  case  due  notice  will  be  provided. 


THOUSANDS  HAVE  SAID  — “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation,  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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THE  AMERICAN  MEDICAL  ASSOCIATION 
1943  Meeting  of  the  House  of  Delegates  at  Chicago 

James  R.  Miller,  m.d.,  Hartford  and  Thomas  P.  Murdock,  m.d.,  Meriden 


*t*he  American  Medical  Association  held  its  annual 
meeting  of  the  House  of  Delegates  in  Chicago 
on  June  7,  8 and  9.  The  Scientific  Session  was 
omitted  this  year.  Every  State  was  represented  by 
a full  delegation.  The  delegates  from  the  outlying 
constituencies,  except  Hawaii,  were  unable  to  at- 
tend. This  is  indeed  a record  performance  which 
was  equalled  only  by  the  accomplishments  of  the 
sessions. 

THE  NEW  OFFICERS 

Herman  L.  Kretschmer  of  Chicago,  Illinois,  a well 
known  urologist,  and  for  the  last  ten  years  Treas- 
urer of  the  American  Medical  Association,  was 
made  President-elect.  He  is  experienced  in  organi- 
zation affairs  and  his  election  will  add  to  the  many 
honors  which  his  scientific  achievements  have 
already  brought  him.  John  J.  Amesse,  pediatrician 
of  Denver,  Colorado,  was  elected  Vice-President 
and  Josiah  J.  Moore  of  Chicago,  Illinois,  was  elected 
Treasurer.  The  other  officers,  trustees  and  council 
members  remain  the  same. 

CONNECTICUT  GAINS  A DELEGATE 

Efforts  to  take  away  from  the  scientific  sections 
voting  power  of  their  delegates  was  decisively  de- 
feated. The  biennial  reapportionment  of  delegates 
gave  one  extra  delegate  to  Connecticut,  New  York 
and  Ohio,  while  Kentucky,  North  Carolina  and 
South  Carolina  lost  one  each.  Next  year  three  dele- 
gates will  represent  Connecticut  and  one  addition 
is  made  thereby  to  the  membership  of  our  Council. 

DISTINGUISHED  SERVICE  MEDAL  AWARD 

The  Distinguished  Service  Medal  was  awarded 
to  Elliot  P.  Joslin  of  Boston,  Massachusetts.  All 
Connecticut  physicians  will  applaud  this  choice  for 
who  among  us  has  not  sat  at  the  feet  of  this  great 
teacher,  to  the  benefit  of  his  own  patients  and  to  the 
enrichment  of  his  own  soul. 

OBSTETRIC  AND  PEDIATRIC  CARE  FOR  ENLISTED  MEN’S 
FAMILIES 

The  House  took  definite  action  concerning  the 
benefits  paid  to  wives  and  children  of  service  men 
for  obstetric  and  pediatric  care.  It  was  unanimously 
decided  to  call  on  the  Federal  Government  to  make 


these  payments  in  cash  directly  to  the  patient  and 
not  through  any  third  (governmental)  hands.  Many 
administrative  difficulties  are  solved  by  this  action 
and  another  excursion  into  the  practice  of  medicine 
on  the  part  of  the  State  is  checked.  Such  a procedure 
will  remove  all  trouble  arising  from  differences  of 
fee  schedules  which  are  customary  in  rural  as  op- 
posed to  urban  districts,  with  general  practitioners 
as  opposed  to  specialists  and  in  low'  income  areas  as 
opposed  to  communities  which  are  in  the  midst  of 
war  industries.  It  is  a pity  that  organized  medicine 
could  not  have  spoken  in  this  manner  on  a national 
level  before  the  Federal  program  developed  to  the 
extent  to  which  it  has  all  over  the  land.  It  will  be 
difficult  to  undo  some  of  the  damage  which  already 
has  been  done.  Insistence  by  physicians  that  the 
patient  be  paid  these  benefits  directly  in  cash  may 
well  set  the  pattern  for  other  projects  in  the  field 
of  subsidized  medical  care. 

FISCAL  RELATIONSHIP  OF  SPECIALISTS  TO  HOSPITALS 

The  Board  of  Trustees  reported  as  instructed  in 
1942  on  a study  of  the  fiscal  relationship  of  Patholo- 
gists, Radiologists,  Anesthetists  and  others  to  hos- 
pitals and  their  patients.  Much  factual  data  was 
placed  in  the  hands  of  each  delegate  and,  while  the 
House  reaffirmed  its  time  honored  stand  that  no 
third  party  should  be  interposed  between  physician 
and  patient,  it  decided  that  local  conditions  vary  so 
widely  as  to  make  it  impossible  to  draw  up  a de- 
tailed code  for  the  whole  country.  This  decision 
follows  in  the  main  the  formula  which  was  adopted 
in  connection  with  the  definition  of  Contract  Prac- 
tice where  it  says:  “Each  contract  should  be  con- 
sidered on  its  own  merits  and  in  the  light  of  sur- 
rounding conditions.  Judgment  should  not  be  ob- 
scured by  immediate,  temporary  or  local  results. 
The  decision  as  to  its  ethical  or  unethical  nature 
must  be  based  on  the  ultimate  effect  for  good  or 
ill  on  the  people  as  a whole.”  (Chapter  V,  Section 
3,  “Principles  of  Medical  Ethics.”) 

A NEW  COUNCIL  ON  MEDICAL  SERVICE  AND  PUBLIC 
RELATIONS 

The  1943  meeting  will  be  long  remembered  for 
the  way  in  which  it  answered  the  call  for  more 
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energetic  and  positive  action  in  the  field  of  medical 
service  plans  and  of  medical  legislation.  It  became 
evident  in  the  session  of  the  House  that  the  resolu- 
tion to  develop  an  active  office  in  Washington  was 
supported  in  principle  by  many  State  delegations. 
Another  resolution,  introduced  by  the  Kansas  State 
Medical  Society,  proposes  the  creation  of  a Council 
on  Medical  Economics.  Two  very  able  reference 
committees  headed,  respectively,  by  Dr.  McGold- 
rick  of  New  York  and  Dr.  Vest  of  West  Virginia, 
assisted  the  Board  of  Trustees  in  a final  amalgama- 
tion of  these  projects  which  was  finally  adopted, 
together  with  changes  in  the  By-Laws  which  will 
implement  the  new  plan.  There  has  thus  been  created 
a new  Council  on  iMedical  Service  and  Public  Rela- 
tions of  six  members,  two  of  which  are  elected  each 
year,  except  that  the  first  year  the  Board  of  Trustees 
appoints  the  members.  The  Chairman  of  this  Coun- 
cil is  chosen  from  among  the  elected  members  and 
there  are  also  on  the  Council  the  President,  the 
immediate  past  President,  and  a member  of  the 
Board  of  Trustees.  Roger  I.  Lee  of  Boston  was 
named  for  this  latter  position.  The  six  Council  mem- 
bers appointed  for  one  year  by  the  Board  of 
Trustees  are  as  follows:  Louis  H.  Bauer,  Hempstead, 
New  York;  John  H.  Fitzgibbon,  Portland,  Oregon; 
Alfred  W.  Adson,  Rochester,  Minnesota;  James  R. 
McVay,  Kansas  City,  Missouri;  A.  J.  McCormick, 
Toledo,  Ohio;  and  W.  S.  Leathers,  Nashville, 
Tennessee. 

The  Council  will  study  medical  plans  of  all  sorts, 
will  suggest  policies  and  report  these  to  the  State 
and  County  Medical  Societies  for  their  considera- 
tion and  action.  The  facilities  of  the  Legislative 
Bureau  and  of  the  Bureau  of  Medical  Economics  are 
made  available  to  the  Council. 

In  the  opinion  of  your  Delegates,  the  House  felt 
very  satisfied  with  this  forward  looking  step,  one 
which  has  great  promise  for  the  future  of  medical 
care  in  this  country.  If  there  continues  to  be  at- 
tracted to  the  membership  of  this  Council  the  same 
high  type  of  medical  statesmen  who,  in  the  past, 
have  been  elected  to  other  Councils  of  the  Associa- 


tion, men  of  wisdom,  skill  and  courage,  then  indeed 
can  we  look  with  confidence  to  the  future  and  work 
out  of  the  defeatist  state  of  mind  which  has  caused 
so  many  good  physicians  to  turn  their  faces  to  the 
wall  rather  than  to  contemplate  what  they  consider 
to  be  inevitably  a regimented  future. 

COMMITTEE  ON  POSTWAR  MEDICAL  SERVICE 

The  House  of  Delegates  appointed  an  eight-man 
Committee  on  postwar  medical  service  to  study 
postwar  problems,  particularly  the  care  of  civilian 
populations  of  countries  that  may  be  occupied  by 
the  armed  forces  of  the  United  States. 

FEAR  OF  TAXATION 

Your  Delegates  noted  with  sadness  the  fear  with 
which  the  officials  of  our  great  Association  viewed 
their  relations  with  the  taxing  authorities,  both 
Federal  and  State.  Under  the  Income  Tax  Regula- 
tions, the  American  Medical  Association  which 
claims  exemption  as  a scientific  body  cannot  spend 
any  appreciable  amount  of  its  funds  to  influence 
legislation  without  losing  its  exemption.  The  New 
York  Medical  Society  meets  this  situation  by  label- 
ling itself  for  purposes  of  taxation  as  a “Member- 
ship Corporation.”  Our  own  State  Society  is  regis- 
tered as  a “Business  League.”  While  it  might  cause 
the  American  Medical  Association  to  “lose  face”  in 
its  own  estimation,  we  feel  sure  that  the  public 
would  not  care  a fig  what  we  called  ourselves  and, 
unless  such  a change  would  involve  further  tax 
difficulties  which  do  not  appear  on  the  surface,  it 
would  seem  that  the  A.  M.  A.  might  well  hold  its 
nose  and  make  the  plunge.  Surely  we  do  wish  to 
influence  legislation  and  the  influence  of  the  pro- 
fession is  sorely  needed  in  framing  health  laws. 
Physicians  all  over  the  country  are  unhappy  when 
they  see  labor  unions  and  farm  cooperatives  func- 
tioning in  Washington  with  the  freedom  which  is 
apparently  denied  to  our  great  profession  and  they 
rightly  desire  that  some  way  be  found  to  make  the 
profession’s  voice  heard  through  its  own  representa- 
tives without  cringing  in  fear  of  reprisal  taxation. 


Further  Highlights  from  1943  A.  M.  A.  Meeting 

Stanley  B.  Weld,  Hartford 


medical  service  plans  groups  formed  in  thirty-five  States  for  prepaid 

At  the  meeting  of  the  Medical  Service  Plans  medical  service,  seventy-seven  provided  hospital 
Council  of  America  it  was  reported  that  of  129  care  and  fifty-two  covered  surgical,  obstetrical  and 
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accident  service.  The  enrollment  in  the  hospitaliza- 
tion groups  is  12,000,000  and  in  the  other  groups 
i ,000,000. 

THE  BUREAU  OF  MEDICAL  ECONOMICS  ON  MEDICAL 
SERVICE  PLANS 

The  demand  for  prepaid  medical  care,  with  qual- 
ity guaranteed  by  the  medical  profession,  is  increased 
when  offered  on  a prepayment  basis. 

Public  reaction  shown  as  sales  resistance  has  an 
important  bearing  on  the  success  of  various  kinds 
of  medical  service. 

Actuaries,  physicians  or  consumers  cannot  deter- 
mine accurately  the  full  effect  of  various  contract 
provisions  on  the  minds  of  possible  purchasers  of 
prepaid  medical  care. 

Some  subscribers  to  prepayment  plans  will  always 
try  to  get  something  back  for  the  dues  or  rates 
charged. 

Some  physicians  when  assured  of  pavment  for 
services  will  engage  in  surgery  that  may  be  of  little 
value  to  the  patients  treated. 

Closely  allied  to  the  problem  of  expansion  of  the 
plans  is  that  of  the  income  level  of  the  subscribers. 

The  question  of  income  limits  has  a bearing  on 
the  relative  desirability  of  “indemnity”  or  “service” 
benefits.  The  public  has  not  been  educated  to  recog- 
nize the  value  and  the  cost  of  complete  service, 
medical  and  surgical. 

Professional  supervision  of  all  the  standards  of 
medical  service  must  be  made  one  of  the  dominant 
features  of  prepayment  services  as  it  always  has 
been  of  private  practice. 

The  Reference  Committee  to  which  was  referred 
the  report  of  the  Bureau  of  Medical  Economics 
warned  against  the  “freezing”  of  medical  fees  at  a 
point  below  that  which  is  consistent  with  good 
medical  care.  It  also  warned  that  medical  society 
plans  must  not  be  considered  or  accepted  as  a sub- 
stitute for  the  regular  practice  of  medicine  as 
applied  to  the  majority  of  people.  Such  plans  should 
be  used  only  so  long  and  in  such  a manner  as  they 
serve  efficiently  to  make  more  easily  available  to  low 
income  groups  a high  quality  of  medical  care. 

NEXT  A.  M.  A.  DIRECTORY 

The  preparation  and  publication  of  the  17th  edi- 
tion of  the  A.  M.  A.  Directory  was  greatly  delayed 
because  thousands  of  physicians  were  assigned  to 
duty  with  the  military  forces  after  the  preliminary 
work  was  far  advanced.  Due  to  the  difficulties  of 
publication  produced  by  the  present  war  the  1944 


edition  of  the  Directory  probably  will  be  consider- 
ably delayed. 

PRIVILEGED  STATUS  OF  PHYSICIAN-PATIENT 
RELATIONSHIPS 

1 he  Bureau  of  Legal  Medicine  and  Legislation 
prevailed  upon  the  American  Law  Institute  to 
write  into  its  Model  Code  of  Evidence  a section 
dealing  with  the  physician-patient  relationship.  Any 
reference  to  this  relationship  had  been  omitted  in 
the  earlier  drafts  of  the  code  which  were  prepared 
in  1942  for  submission  to  the  several  states  for  enact- 
ment. 1 he  Bureau  clarifies  this  relationship  as 
follows: 

“Among  other  things,  the  privilege  may  be 
asserted  by  or  on  behalf  of  the  patient  only  in  a civil 
action  or  in  the  prosecution  for  a misdemeanor.  The 
communication  involved  must  have  been  confiden- 
tial and  reasonably  believed  by  the  patient  or  the 
physician  to  be  necessary  or  helpful  to  enable  the 
physician  to  make  a diagnosis  of  the  patient’s  con- 
dition or  to  prescribe  or  render  treatment.  No 
privilege  will  exist  if  the  services  of  the  physician 
were  sought  or  obtained  to  aid  any  one  to  commit 
or  to  plan  to  commit  a crime  or  a tort,  or  to  escape 
detention  or  apprehension  after  the  commission  of 
a crime  or  a tort.  There  will  be  no  privilege  as  to 
any  relevant  communication  (a)  on  an  issue  of  the 
patient’s  condition  in  an  action  to  commit  him  or 
otherwise  place  him  under  the  control  of  another 
because  of  an  alleged  mental  incompetence,  or  in  an 
action  in  which  the  patient  seeks  to  establish  his 
competence,  or  in  an  action  to  recover  damages  on 
account  of  conduct  of  the  patient  which  constitutes 
a criminal  offense  other  than  a misdemeanor;  or  (b) 
on  an  issue  as  to  the  validity  of  a domument  as  a w ill 
of  the  patient;  or  (c)  on  an  issue  between  parties 
claiming  succession  from  a deceased  patient.  There 
will  be  no  privilege  in  an  action  in  w hich  the  con- 
dition of  the  patient  is  an  element  or  factor  of  the 
claim  or  defense  of  the  patient.  The  privilege  does 
not  apply  with  respect  to  information  wdiich  the 
physician  or  the  patient  is  required  to  report  to  a 
public  official  or  information  required  to  be  re- 
corded in  a public  office,  unless  the  statute  requiring 
the  report  or  record  specifically  provides  that  the 
information  shall  not  be  disclosed. 

“The  privilege  will  be  terminated  if  the  patient, 
his  guardian  or  personal  representative  has  caused 
the  physician,  his  agent  or  servant  to  testify  in  any 
action  to  any  matter  of  which  the  physician,  his 
agent  or  servant  gained  knowledge  through  the 
communication. 
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“The  code  defines  a ‘confidential  communication 
between  physician  and  patient’  to  mean— 

“ ‘Such  information  transmitted  between  physi- 
cian and  patient,  including  information  obtained  by 
an  examination  of  the  patient,  as  is  transmitted  in 
confidence  and  by  a means  which,  so  far  as  the 
patient  is  aware,  discloses  the  information  to  no 
third  persons  others  than  those  reasonably  necessary 
for  the  transmission  of  the  information  or  the 
accomplishment  of  the  purpose  for  which  it  is 
transmitted’.” 

COOPERATIVE  MEDICAL  ADVERTISING  BUREAU 

Many  of  the  State  Medical  Journals  have  re- 
quested more  active  representation  on  the  Bureau. 
The  Trustees  in  response  to  this  request  have  agreed 
to  enlarge  the  present  Advisory  Committee  of  the 
Bureau  to  include  two  more  representatives  from 
among  the  editors  of  state  journals.  At  present  this 
committee  consists  of  Dr.  Qlin  West,  secretary  of 
the  A.  M.  A.,  Will  Braun,  business  manager  of  the 
Bureau,  and  Dr.  Walter  E.  Vest,  editor  of  the  West 
Virginia  Medical  Journal. 

DUES  OF  PHYSICIANS  IN  SERVICE 

A resolution  introduced  by  James  C.  Sargent  of 
Wisconsin  calling  for  the  formulation  of  some  plan 
whereby  State  Medical  Societies  might  arrange  for 
the  collection  of  minimum  dues  from  members  in 
the  armed  forces  was  defeated. 

DEATH  RATE  FOR  WOUNDED  IN  AFRICA 

Major  General  Norman  T.  Kirk,  appointed  sur- 
geon general  of  the  Army  on  June  i and  just  re- 
turned from  Africa,  reported  the  death  rate  in  the 
evacuation  hospitals  there  in  the  recent  campaign  to 
be  between  2 /2  and  3%  per  cent  of  the  battle 
wounded.  This  is  to  be  compared  with  a death  rate 
of  15  to  18  per  cent  in  World  War  I evacuation 
hospitals. 


NEW  SOCIAL  SECURITY  LEGISLATION 

Charles  E.  Merriam,  professor  of  political  science 
at  the  University  of  Chicago  and  member  of  Na- 
tional Resources  Planning  Board,  predicted  that  all 
employment  for  all  employables  probably  will  be 
underwritten  by  social  security  legislation  in  the 
not  too  distant  future.  He  said  that  legislation  will 
encompass  equal  access  to  security  and  education 
for  all  and  equal  access  to  health,  nutrition  and 
wholesome  housing  conditions  for  all.  No  sugges- 
tion was  made  by  Professor  Merriam  that  members 
of  the  medical  profession  would  be  given  any 
opportunity  to  assist  in  formulating  new  health 
legislation.  He  visualizes  increased  social  security 
legislation  and  at  the  same  time  increased  initiative, 
enterprise  and  achievement. 

PROCUREMENT  AND  ASSIGNMENT  SERVICE 

9,300  physicians  were  reported  commissioned  in 
the  Navy  and  37,031  in  the  Army.  1,123  physicians 
had  been  relocated  through  April  30  in  areas  lacking 
in  civilian  physicians.  There  are  186  communities 
reported  in  need  of  a total  of  252  physicians.  Of 
these  67  physicians  are  needed  in  critical  areas. 

Connecticut’s  representation  on  reference 

COMMITTEES 

In  appointing  Reference  Committees  for  the 
House  of  Delegates  at  the  1943  session,  Speaker 
H.  H.  Shoulders  honored  two  Connecticut  physi- 
cians. Commissioner  of  Health  Stanley  H.  Osborn 
of  Hartford  was  appointed  chairman  of  the  Refer- 
ence Committee  on  War  Participation  and  Thomas 
P.  Murdock  of  Meriden  was  appointed  a member  of 
the  Reference  Committee  on  Executive  Session. 

SELECTION  OF  LOCATION  FOR  FUTURE  ANNUAL 
MEETINGS 

War  permitting,  New  York  City  was  selected  for 
the  1944  session,  St.  Louis  for  1945,  and  San  Fran- 
cisco for  1946. 


LISTEN  TO  A FOETAL  HEARTBE  AT  — through  a new 

“twin-channel”  Davol  Stethoscope  Tube.  This  modern  tube  will  improve 
your  present  stethoscope.  Latex  for  long  life,  heavy  wall  for  durability,  and 
to  exclude  extraneous  sounds,  with  length  and  weight  just  right  to  make  it 
easy  to  carry  and  easy  to  use.  One  tube;  twin  channels.  No  obligation — 
want  to  try  one?  Ask  Professional  Equipment  Company,  36  Howe  Street, 
New  Haven  Connecticut. 


(See  PAGE  2) 
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REPORT  OF  JOINT  COMMITTEE  OF  THE  CONNECTICUT  HOSPITAL 
ASSOCIATION  AND  THE  SUPPLY  AND  DISTRIBUTION 
SUB  COMMITTEE  OF  THE  C.S.N.A.N.C.F.W.S. 

(As  submitted  at  the  Connecticut  State  Hospital  Association  Meeting) 

Laura  M.  Grant 


A t the  regular  meeting  of  the  C.S.N.A.  Council 
for  War  Service  on  July  2,  1942  there  was 
considerable  discussion  of  the  growing  shortage  of 
nurses  and  the  fact  that  hospital  administrators  were 
finding  it  increasingly  difficult  to  supply  hospital 
nursing  requirements.  To  provide  for  greater  con- 
centration of  effort  in  studying  the  nursing  needs 
of  the  state  a Sub-Committee  on  Supply  and  Dis- 
tribution of  Nurses  was  formed  which  had  its  first 
meeting  on  August  31,  1942. 

Like  its  parent  committee  the  War  Council,  its 
discussions  almost  immediately  focused  on  the  ex- 
panding need  for  nursing  personnel  in  the  hospital 
field  and  the  means  of  providing  the  necessary  relief 
for  the  hospitals  in  view  of  the  quota  for  nurses  for 
the  military,  which  had  been  assigned  to  the  state 
and  which  we  have  not  yet  met,  of  competition 
with  industrial  nursing  which  has  grown  over  night 
into  full  maturity,  with  the  federal  nursing  services, 
particularly  the  Veterans’  Service  which  is  seeking 
priority  for  nurses  on  the  basis  of  the  probability  of 
having  to  care  for  casualties  from  the  foreign  serv- 
ice, with  public  health  nursing  whose  need  for 
nurses  has  increased  out  of  all  proportion  to  the 
supply,  and  with  the  private  duty  field,  the  one  big 
and  almost  untouched  pool  of  supply. 

An  inventory  of  nurses  according  to  number,  ex- 
perience and  availability,  which  seemed  to  be  a 
preliminary  requirement  for  any  study,  already  had 
been  authorized  by  the  USPLIS  and  has  since  been 
completed. 

A second  requirement,  a survey  of  the  hospitals’ 
present  supply  and  requirements  was  undertaken 
the  first  part  of  the  year,  in  conjunction  with  a sur- 
vey of  needs  in  other  nursing  fields,  which  showed 

Connecticut  State  Nurses'  Association  Nursing  Council  for 


that  of  a total  of  44  hospitals  which  reported:  namely, 
17  hospitals  with  schools  of  nursing;  17  hospitals 
without  schools  of  nursing;  3 mental  hospitals;  4 
tuberculosis  hospitals;  3 other  state  hospitals;  with 
an  average  daily  census  of  14,969  patients,  1,947 
graduate  nurses,  1,506  trained  attendants,  there  were 
405  graduate  nurse  vacancies  and  760  trained  attend- 
ant vacancies. 

With  a steady,  although  below  quota,  trickle  of 
nurses  into  the  military  forces,  68%  of  which  have 
come  from  the  institutional  field,  an  undetermined 
but  roughly  estimated  increase  of  about  50%  in  the 
industrial  field,  no  graduating  classes  since  January 
1 and  with  the  inflow  from  other  states  probably 
balanced  by  the  outflow,  it  may  be  assumed  from 
comment  of  hospital  and  nursing  service  adminis- 
trators that  the  vacancies  have  increased  rather  than 
decreased.  Furthermore,  unless  some,  to  date,  un- 
known means  of  alleviating  the  situation  is  found 
we  may  well  expect  it  to  become  worse  before  the 
war  is  over  despite  the  fact  that  hospitals  every- 
where have  done  almost  the  impossible  in  conserving 
the  nurses’  time  through  simplification  of  nursing 
procedures  and  hospital  routines,  assignment  of 
non  professional  activities  to  other  workers,  use  of 
the  Red  Cross  Aides,  increasing  the  enrollment  in 
schools  of  nursing,  recruitment  of  inactive  nurses 
on  a full  or  part  time  basis,  and  providing  the  pub- 
lic with  pertinent  information  on  the  nursing  situa- 
tion and  soliciting  their  cooperation  in  reducing 
luxury  nursing.  Obviously  this  has  not  been  enough 
in  that  the  need  has  not  been  met. 

Because  the  problem  is  of  equally  vital  concern  to 
the  hospital  administrators  it  seemed  logical  to  the 
members  of  the  Supply  and  Distribution  Committee 
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that  any  solution  should  be  the  result  of  the  joint 
thinking  of  both  hospital  administrators  and  nurses. 
With  this  thought  in  mind  the  Sub-committee  ap- 
proached the  president  of  your  association  and  I 
should  like  to  take  this  opportunity  to  express,  on 
behalf  of  the  membership  of  our  association  and 
our  committee,  our  appreciation  of  the  whole- 
hearted response  to  our  request  for  collaboration, 
of  the  opportunity  given  us  to  work  with  the  hos- 
pital administrators  and  of  the  subsequent  active 
participation  of  the  members  of  the  C.S.H.A.  in  the 
activities  of  the  joint  committee. 

Unfortunately,  even  though  the  committee  has 
worked  diligently,  it  is  not  prepared  at  this  time  to 
submit  more  than  a summary  of  its  deliberations,  as 
a progress  report.  However,  the  members  of  the 
Joint  Committee  hope  that  you  will  give  the  com- 
mittee the  benefit  of  your  thinking,  indicate  the 
direction  you  think  their  future  work  should  take 
as  well  as  discuss  very  freely  the  general  recom- 
mendations which  we  are  submitting  for  your  con- 
sideration: namely. 

In  order  to  help  assure  more  adequate  nursing 
personnel  to  care  for  the  sick  in  the  civilian  hos- 
pitals, specific  policies  on  nursing  and  auxiliary 
nursing  personnel  practice  be  formulated  and  incor- 
porated into  a manual  to  be  used  as  a reference 
guide  in  hospitals  of  the  state  and  that  the  two  fol- 
lowing objectives  be  given  primary  consideration 
in  formulating  them. 

1.  Working  conditions  and  economic  factors  in 
hospitals  should  be  such  as  will  tend  to  reduce  if  not 
wholly  eliminate  competition  between  them  for 
graduate  nurses. 

2.  Working  conditions  and  economic  factors 
should  be  such  as  will  tend  to  make  it  possible  for 
hospitals  to  compete  favorably  with  other  nursing 
fields  such  as  public  health  nursing,  industrial  nur- 
sing, private  duty  nursing  and  government  civil 
service  nursing  such  as  the  Veterans’  Service. 

1 hat  in  order  to  obtain  these  two  objectives 
consideration  be  given  to  accepting  the  following 
principles  as  basic  to  desirable  personnel  practice: 

a.  Strong  leadership  and  an  organization  based 


on  sound  and  recognized  organization  principles  is 
essential. 

b.  The  standard  of  nursing  service  accepted  in  an 
institution  represents  both  the  quality  and  quantity 
which  it  provides. 

c.  Careful  selection  is  fundamental  in  securing 
desirable  personnel  and  therefore  good  service  even 
in  times  like  this. 

d.  Definite  terms  of  appointment,  definition  of 
duties  and  delegation  of  function  are  prerequisite 
to  quality  and  quantity  nursing. 

e.  Cash  salaries  without  perquisites,  except  laun- 
dry of  uniforms,  are  desirable.  When  perquisites 
are  given  in  lieu  of  cash  a definite  cash  value  should 
be  placed  on  each  perquisite. 

f.  A definite  salary  scale  with  a minimum  and 
maximum  rate  for  each  position  is  an  important  fac- 
tor in  good  personnel  practice.  In  setting  up  such  a 
scale  the  position  of  the  general  staff  nurse  without 
experience  should  be  considered  as  the  base  or  mini- 
mum of  the  salary  scale;  salaries  for  positions  on 
each  successively  higher  level  should  be  determined 
by  the  qualifications  required  by  the  position  and 
the  responsibilities  to  be  carried. 

g.  Recognition  that  both  health  and  safety  of  per- 
sonnel and  patients  dictate  a maximum  of  6 days— 
48  hours’  work  per  week  with  a maximum  span  of 
working  hours  per  day  not  to  exceed  1 2 when  essen- 
tial but  recognizing  that  an  8 hour  span  is  preferable. 

h.  Recognized  holiday  time,  adequate  vacation 
time  and  sick  allowance  with  pay  and  participation 
in  any  social  security  plans  that  are  now  or  later 
may  become  available. 

The  committee  recognizes  fully  that  probably  no 
hospital  in  the  state  with  the  best  will  in  the  world 
could  put  all  the  policies  that  might  be  desirable  and 
recommended  into  effect  immediately,  but  it  does 
believe  that  common  thinking  and  common  practice 
in  hospital  personnel  practice  may  ameliorate  some 
of  the  most  pressing  situations  caused  by  competi- 
tion with  other  fields  of  nursing,  particularly  where 
such  competition  is  unfavorable  from  the  hospital 
standpoint  because  of  differences  in  personnel  prac- 
tice and  economic  rewards. 


PROFESSIONAL  HEADACHES:  Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergencv  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 


(See  PAGE  2) 
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MEDICINE  AND  THE  WAR 


OCD  Advises  Gas  Cleansing  Stations  at 
Hospitals 

Hospitals  should  make  complete  plans  for  the 
immediate  establishment,  when  needed,  of  “gas 
cleansing  stations”  for  the  care  of  injured  persons 
who  have  been  exposed  to  war  gases,  the  Medical 
Division  of  the  Office  of  Civilian  Defense  advises 
in  Operations  Letter  No.  124  (Supplement  No.  4 to 
Operations  Letter  No.  42).  Large  communities 
should  establish  at  least  one  gas  cleansing  station 
without  delay  for  training  purposes. 

The  OCD  recommends  that  the  term  “gas  clean- 
sing” be  used  to  describe  the  procedure  of  removing 
vesicant  liquids  from  persons  and  that  the  term 
“decontamination”  be  reserved  for  areas  and  objects. 

The  primary  purpose  of  gas  cleansing  stations  is 
the  protection  of  hospitals  and  casualty  stations  and 
their  staffs  and  patients  from  contamination  by 
injured  persons  who  have  been  exposed  to  vesicant 
agents,  the  Operations  Letter  points  out.  Con- 
taminated persons  who  are  not  disabled  are  expected 
to  cleanse  themselves  in  the  nearest  private  home  or 
in  other  local  facilities. 

Existing  facilities  in  casualty  receiving  hospitals 
must  be  converted  into  gas  cleansing  stations,  it  is 
pointed  out,  since  under  present  conditions  of 
scarcity  of  materials  and  manpower,  construction 
of  new  facilities  is  generally  not  justified.  Hospital 
facilities  that  should  prove  suitable  are  suggested  as 
follows:  hydrotherapy  rooms,  nurses’  or  internes’ 
locker  and  shower  rooms,  part  of  the  outpatient 
department,  garages  or  other  separate  structures.  In 
the  event  these  are  not  available,  facilities  to  care 
for  persons  who  are  both  injured  and  contaminated 
must  be  arranged  in  schools,  gymnasiums,  swim- 
ming pools,  shower  rooms,  club  houses  and  com- 
munity centers. 

Cleansing  stations  should  be  equipped  to  take  care 
of  one  third  to  one  half  of  the  hourly  casualty 
receiving  capacity  of  the  hospital  to  be  served,  the 
OCD  recommends.  The  professional  staff  will  con- 
sist of  Mobile  Medical  Teams  assigned  when  the 
station  is  activated,  supplemented  by  additional 
attendants  from  the  Emergency  Medical  Service.  In 


addition  to  cleansing  and  emergency  treatment,  the 
staff  of  the  gas  cleansing  station  will  assist  in  un- 
dressing the  injured,  moving  stretchers,  caring  for 
clothing  and  valuables,  maintaining  supplies  and 
dressing  wounds. 

It  is  recommended  that  cleansing  stations  be  estab- 
lished at  or  near  hospitals  and  casualty  stations 
which  they  are  to  serve.  Every  hospital  that  may  be 
required  to  handle  an  appreciable  number  of  casual- 
ties should  have  access  to  such  cleansing  station 
facilities. 

The  local  Chief  of  Emergency  Medical  Service  is 
responsible  for  the  development  of  these  stations, 
with  the  advice  of  the  Senior  Gas  Officer  of  the 
community. 

Medical  Replacement  Training  Center  at 
Camp  Barkeley,  Texas 

One  of  the  most  rapidly  growing  officer  corps  in 
the  army  at  the  present  time  is  the  Medical  Admin- 
istrative Corps,  a non  medical  group  which  is  com- 
bining its  knowledge  of  supply,  evacuation,  per- 
sonnel, and  training  methods  of  the  army  to  work 
with  the  professional  men  in  making  the  army 
Medical  Department  the  worker  of  miracles  that 
it  is. 

Non  commissioned  officers  from  all  branches  of 
the  service  train  at  the  Medical  Administrative 
Officer  Candidate  School  at  Camp  Barkeley,  Texas, 
having  been  carefully  chosen  by  selecting  boards. 
A large  number  of  the  candidates  come  from  the 
Medical  Department’s  enlisted  men,  and  often  have 
highly  specialized  civilian  training  in  such  fields  as 
pharmacy,  drug  sales,  embalming,  and  mortuary, 
chemistry,  hospital  administration,  and  premedical 
training. 

These  picked  men  are  given  a tough,  intensive 
course  at  the  Camp  Barkeley  school,  the  only  Medi- 
cal Administrative  school  since  Carlisle  Barracks, 
Pa.,  was  taken  over  completely  by  the  medical  field 
service  school  in  March.  Courses  in  logistics,  tactics, 
sanitation,  administration,  chemical  warfare,  and 
allied  subjects  enable  the  new  second  lieutenants  to 
qualify  for  practically  any  job  in  the  Medical  De- 
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partment  which  does  not  require  professional  skill, 
positions  which  Medical  Corps  men  have  often  been 
forced  to  undertake  instead  of  medical  and  surgical 
work. 

The  school  at  Camp  Barkeley  is  now  working 
overtime  to  turn  out  new  second  lieutenants,  gradu- 
ating a new  class  of  from  200-400  officers  every  two 
weeks.  There  have  been  over  6,000  graduates  of  the 
school  in  the  year  of  its  operation,  Class  XVI  being 
graduated  on  Mav  26. 

Commandant  of  the  school  is  Brig.  Gen.  Roy  C. 
Heflebower,  who  is  also  commandant  of  the  Camp 
Barkeley  Afedical  Replacement  Training  Center. 
Col.  George  E.  Armstrong,  Medical  Corps,  has  been 
assistant  commandant  of  the  school  since  its 
founding. 

Rules  for  Affiliated  Hospital  Units  of  the 
Office  of  Civilian  Defense 

One  hundred  ninety-one  hospitals  and  medical 
schools  have  been  invited  by  the  Surgeon  General 
of  the  U.  S.  Public  Health  Service  to  organize 
affiliated  hospital  units  of  the  Emergency  Medical 
Service  of  the  U.  S.  Office  of  Civilian  Defense.  The 
invitation  was  extended  to  so  large  a number  of 
civilian  hospitals  because  each  unit  will  be  called 
upon  for  service  only  in  a war  emergency  affecting 
its  own  region.  Units  will  be  activated  only  in  event 
of  a grave  military  disaster  affecting  the  civilian 
population  or  military  personnel  in  the  area  in  which 
the  parent  hospital  is  located.  Activation  of  a unit 
will  take  place  only  upon  recommendation  of  the 
State  Chief  of  Emergency  Medical  Sendee  and  the 
Office  of  Civilian  Defense  Regional  Medical  Officer, 
subject  to  certain  limitations  imposed  by  the  Surgeon 
General  and  the  Chief  Afedical  Officer  of  the  Office 
of  Civilian  Defense  and  by  agreements  with  the 
invited  hospitals. 

Because  these  limitations  mav  not  as  vet  be  under- 
stood by  all  physicians  and  hospitals  which  have 
been  invited  to  participate  in  the  Emergency  Aiedi- 
cal  Service,  the  rules  governing  activation  of 
affiliated  units  are  set  down  as  follows: 

1.  Members  of  the  staffs  of  affiliated  units  are 
commissioned  in  the  inactive  reserve  of  the  U.  S. 
Public  Health  Service,  generally  with  the  rank  of 
Passed  Assistant  Surgeon,  Surgeon,  or  Senior  Sur- 
geon (.equivalent,  respectively,  to  Army  ranks  of 
Captain,  Ala j or,  or  Lieutenant  Colonel).  They  will 
remain  on  inactive  status  for  the  duration  of  the 


war  unless  urgent  need  for  their  services  should 
arise  in  their  region  because  of  an  air  raid  or  other 
grave  wartime  disaster.  When  activated  under  such 
circumstances,  these  officers  M ill  receive  the  pay  and 
allowances  of  officers  of  equivalent  grades  in  the 
armed  forces. 

2.  lire  two  specific  purposes  for  which  a unit 
may  be  activated  are: 

(a)  For  duty  in  an  Emergency  Base  Hospital  to 
which  civilian  casualties  and  other  hospitalized 
patients  must  be  transferred  because  a community  is 
under  enemy  attack  and  one  or  more  of  its  hospitals 
must  be  evacuated. 

(b)  For  temporary  duty  to  assist  the  armed  forces 
at  the  time  of  an  extraordinary  military  emergency 
which  may  temporarily  overtax  local  military  hos- 
pital facilities.  Such  temporary  assistance  will  be 
provided  in  or  near  the  locality  in  which  an  affiliated 
unit  has  been  organized.  The  period  of  emergency 
assistance  is  expected  to  be  of  short  duration  and 
will  last  only  until  the  Surgeon  General  of  the  Army 
can  send  in  additional  medical  officers  or  until  he 
can  distribute  the  excessive  load  of  sick  and  wounded 
to  military  hospitals  in  other  parts  of  the  country. 
z\ffiliated  units  are  organized  primarily  for  civilian 
protection  and  are  not  to  be  used  to  staff  military 
hospitals  as  they  expand  to  meet  increasing  medical 
requirements  of  the  Army. 

3.  Since  affiliated  units  are  organized  by  the  Aledi- 
cal  Division  of  the  Office  of  Civilian  Defense  as  part 
of  the  Emergency  Afedical  Service  of  their  States, 
they  will  be  expected  to  provide  aid  only  in  their 
own  or  neighboring  States.  Their  members  M ill  not 
be  detached  for  duty  in  other  parts  of  the  country 
nor,  in  accordance  with  the  terms  of  their  recruit- 
ment, Mill  they  be  activated  for  any  other  duty  ex- 
cept those  listed  in  paragraph  2 of  this  statement. 

4.  A unit  organized  from  the  staff  of  a teaching 
hospital  of  a medical  school  will  not  be  called  unless 
the  hospital  itself  must  be  evacuated  or  unless  there 
is  no  unit  from  a non  teaching  hospital  to  meet  the 
emergency  need. 

5.  The  period  of  obligation  for  service  will  cease 
at  the  termination  of  the  present  national  emergency; 
the  Surgeon  General  will  accept  resignations  of 
members  of  Units  6 months  after  cessation  of  hos- 
tilities. 

6.  A commission  in  the  inactive  reserve  of  the 
U.  S.  Public  Health  Service  does  not  prevent  a mem- 
ber of  an  affiliated  unit  from  entering  the  armed 
forces;  resignation  will  be  accepted  for  this  purpose. 
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7.  Members  of  affiliated  units  may  wear  the 
authorized  lapel  buttons  which  indicate  that  they 
have  enlisted  for  emergency  service.  They  are  not 
to  wear  the  uniform  until  called  to  active  service 
and  need  not  purchase  a uniform  unless  the  possibil- 
ity" of  active  service  is  imminent.  Uniforms  will  not 
be  required  for  brief  periods  of  active  service. 


Because  it  is  essential  for  civilian  protection,  the 
organization  of  affiliated  units  has  received  approval 
of  the  Board  of  Trustees  of  the  American  Medical 
Association.  For  the  same  reason,  the  Directing 
Board  of  the  Procurement  and  Assignment  Service 
has  authorized  “essential”  physicians  to  accept  posi- 
tions in  affiliated  units. 


FROM  THE  ARMED  FORCES 
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Ft.  (j.  g.)  Earle  Webster 
Medical  Detachment 
5th  Defense  Bn.  Reinforced 
c/o  Fleet  Post  Office 
San  Francisco,  Cal. 

Dear  “Doc”: 

Your  V-Mail  affair  landed  here  intact  yesterday. 
Being  as  how  it  was  dated  January  19,  it  is  very 
good  for  me.  It  was  the  first  one  Fve  seen  under 
two  months  old,  all  of  which  is  very  nice  and  thank 
you  very  much.  You  are  certainly  right  about  for- 
getting grammar  one  learned  in  school,  when  em- 
barking on  an  expedition  aimed  at  filling  up  one  of 
these  pages,  but  I cannot  help  feeling  that  the 
elimination  of  the  paragraph  tends  to  aid  the  wan- 
derings of  the  train  of  thought,  which  can  skip  here 
and  there  without  being  particularly  confined  by 
mechanical  and  spatial  arrangement.  To  date,  how- 
ever, I have  been  unable  to  decide  whether  the  type- 
writer does  a better  job  in  the  photographic  repro- 
duction when  it  writes  capitals  or  small  letters,  but 
this  little  variation  may  help  you  to  decide  that 
point— that  is  if  the  typographical  errors  are  not  too 
numerous  to  render  the  whole  damned  thing  unin- 
telligible. Your  little  saga  re  the  Nurse’s  Aid  (or  is 
it  Aide)  sounds  good.  What  else  is  done  besides 
giving  baths  these  days?  If  that  is  all  they  can  find 
to  do,  I w ill  write  a letter  to  the  Bureau  of  Medicine 
and  Surgery  in  order  to  have  them  send  us  down  a 
squad  or  two  or  Nurses’  Aides  for  use  in  our  hos- 
pital to  keep  the  patients  amused  and  the  doctors  in 
good  shape.  Fet  me  know  if  you  can  raise  a few 
volunteers  for  this  type  of  duty— preferably  white 
without  other  qualifications. 

Must  tell  you  about  my  research  project— a new 
diagnostic  test,  usually  called  the  iodine  test.  May 
have  mentioned  it  before  but  bring  it  up  again  be- 
cause eventually  I may  find  a positive.  The  technique 


is  very  simple,  one  takes  some  7%  tincture  of  iodine 
on  a swab  and  paints  a streak  on  the  flexor  surface 
of  the  forearm  of  any  gal  one  can  find  in  these  parts. 
If  you  can  see  the  iodine,  that  means  she’s  white  and 
the  bugle  sounds  clear  for  action.  If  the  iodine  is 
indistinct,  you  look  for  another  subject.  So  far  we 
have  had  all  negatives,  but  another  few  months  and 
I feel  sure  of  ultimate  success.  Since  this  experi- 
mental work  is  not  complete  I hope  you  w ill  keep 
it  quiet.  Better  carry  a bottle  of  iodine  along  with 
your  snake  bite  medicine— I find  both  essential. 

Was  right  pleased  to  get  your  letter  dated  Jan. 
16— there  was  one  also  dated  12-2  which  evidentally 
got  hung  up  somewhere.  V-AIail  does  fairlv  well 
but  at  present  not  much  better  than  air  mail  to  this 
particular  station.  Enjoyed  all  the  dirt  about  the 
people  in  and  about  town,  but  the  hospital  must  be 
almost  deserted  and  wdio  the  hell  does  the  work 
besides  you  and  a few  others?  Can’t  write  you  any 
interesting  bits  about  the  war  for  obvious  reasons, 
although  personally  I have  no  doubt  as  to  the  ulti- 
mate outcome.  Meanwhile  I’m  fit  and  not  having 
too  bad  a time  of  things,  leading  the  healthy  life 
with  plenty  of  Vitamin  D. 

Some  time  ago  vou  said  that  the  Marines  did  a 
lot  of  walking.  You  certainly  had  the  straight  dope! 
And  to  make  it  much  more  interesting  the  walking 
is  mostly  tip  and  down.  Although  I must  confess 
that  one  always  seems  to  go  up  a good  deal  farther 
than  one  comes  down,  that  is  when  one  is  on  foot. 
It  is  also  great  fun  when  you  have  a pack  full  of 
junk  on  vour  back,  plus  a pistol,  some  ammunition 
and  a canteen  full  of  water.  You  have  to  fill  it  with 
wafer  because  beer  spoils  too  fast  out  of  the  can, 
and  it  is  also  an  inconvenient  way  of  packing  Rve 
and  Ginger  (if  you  have  anv  Rve  and  Ginger, 
which  I have  not).  After  three  weeks  of  this,  I 
learned  all  about  hardtack  and  related  subjects.  This 
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is  good  duty  because  it  involves  some  practice  of 
medicine,  which  is  always  interesting,  and  because 
the  surroundings,  both  with  respect  to  personnel 
and  physical  environment,  are  eminently  satisfac- 
tory. Last  month  I got  to  do  a little  surgery  and  was 
able  to  wash  my  hands  several  times  and  find  out 
how  much  had  been  forgotten  in  the  shuffle.  This 
month  I am  doing  a little  sanitation,  finding  all  about 
the  domestic  life  of  the  mosquito  and  the  fly,  and 
struggling  with  the  ins  and  outs  of  food  handling, 
garbage  disposal,  and  similar  subjects.  Compara- 
tively speaking,  we  now  live  in  luxury.  There  are 
native  women  to  do  the  laundry,  which  is  accom- 
plished by  beating  hell  out  of  it  with  a wooden  club 
and  then,  if  there  are  any  buttons  left,  you  can  wear 
it,  because  it  is  a little  cleaner  than  it  was  before  it 
was  sent,  except  there  are  spots  on  it  which  weren’t 
there  before.  Good  thing  it  is  khaki  so  the  spots 
don’t  show  too  much. 

If  you  like  this  kind  of  thing  and  want  more  send 
a reply,  stat,  and  please  take  note  of  change  of 
address  which  appears  above. 

Web 


Armed  Forces  Donation  to  National 
Foundation  for  Infantile  Paralysis 

America’s  Fighting  Men,  in  posts  throughout  the 
world,  contributed  well  over  $100,000  to  the  1943 
Fund  of  the  National  Foundation  for  Infantile 
Paralysis,  exclusive  of  their  participation  in  the 
March  of  Dimes. 

Indicating  the  wide  interest  of  the  armed  services 
in  our  fight  against  disease  at  home,  returns  have 
been  received  already  from  more  than  160  units. 

Pearl  Harbor  contributed  $557.40;  soldiers  at  a 
remote  Aleutian  outpost  gave  $443.50.  From  points 
throughout  the  vast  theatre  of  the  war  came  tangible 
determination  that  the  home  front  battle,  too,  be 
pressed  with  unflagging  vigor.  Every  branch  of  the 
service  was  represented,  including  men  on  sub 
chasers,  the  Coast  Guard  patrol,  armed  guards  on 
merchant  ships,  and  service  hospitals. 

Funds  were  raised  on  an  island  in  the  South 
Pacific.  Miss  Helen  Hall,  an  American  Red  Cross 


worker,  who  sent  in  the  money,  explained  that  a 
dance  had  been  given  in  honor  of  the  President’s 
birthday.  “A  young  corporal  suggested  that  they 
take  up  a collection  and  send  it  back  home  to  the 
President,”  she  wrote.  “He  made  the  announcement 
himself,  and  went  around  with  a pail  into  which  the 
shillings  fell— they  called  it  a ‘March  of  Shillings’.” 

With  returns  still  incomplete,  Navy  establish- 
ments are  heading  the  list,  holding  the  first  five 
places. 

Substitutions  Necessitated  by  Drug 
Shortages 

Isopropyl  alcohol  is  replacing  ethyl  alcohol  for 
disinfection  of  skin  before  operations,  of  needles  and 
surgical  instruments,  and  in  stains  and  reagents. 
1'here  are  two  new  official  elixirs  which  do  not  con- 
tain quinine,  Elixir  of  Iron  and  Strychnine  Phos- 
phate, N.F.  Cudbear  is  now  being  replaced  by 
amaranth  for  coloring  due  to  inability  of  procure- 
ment. 1 he  scarcity  of  cod  liver  oil  is  being  over- 
come by  the  use  of  Oieo  Vitamins  A and  D.  Quinine 
is  being  replaced  by  atabrine  and  berberine  sulfate. 
Plasmochin  is  used  in  conjunction  with  atabrine. 
Oil  of  peach  kernel  has  been  found  to  be  an  excel- 
lent substitution  product  for  oil  of  sweet  almond. 
Glycerine  is  being  replaced  with  sorbitol  (a  sugar 
product),  nulomoline,  methyl  cellulose,  algin  solu- 
tions and  glucose.  Agar  is  being  replaced  in  non 
official  preparations  by  pectin  and  the  alginates. 

White  Cross  Grows 

During  1942,  the  White  Cross  hospitalized  7.589 
more  persons  than  in  1941,  resulting  in  a saving  of 
some  300,000  additional  man  hours  of  labor,  bring- 
ing the  total  saved  to  well  over  1,000,000  hours.  To 
date  during  1943,  the  Plan  has  hospitalized  some 
400  persons  per  month  more  than  during  the  same 
period  in  1942. 

“During  January  and  February,  a White  Cross 
member  was  admitted  to  some  Connecticut  hospital 
every  20  minutes— 75  every  day— with  some  670 
members  receiving  hospital  care  through  the  Plan 
during  each  24  hour  period,”  William  Robson,  act- 
ing general  manager,  reported. 
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THE  PSYCHOLOGICAL  EFFECT  on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 

(Sec  PAGE  2) 
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COiMMITTEE  ON  INDUSTRIAL  HEALTH 
Arthur  B.  Landry,  m.d.,  Chairman,  Hartford 


James  H.  Biram,  Hartford 
Harold  J.  Curran,  Waterbury 
Thomas  J.  Danaher,  Torrington 
John  N.  Gallivan,  East  Hartford 
Cole  B.  Gibson,  Meriden 
Albert  S.  Gray,  Hartford 


Martin  I.  Hall,  Bristol 
Robert  P.  Knapp,  South  Manchester 
Joseph  A.  LaPalme,  Putnam 
Eugene  F.  Meschter,  Stamford 
Elliott  H.  Metcalf,  Rockville 
John  R.  Paul,  New  Haven 
William  H.  Rader,  New  Haven 


C.  John  Satti,  New  London 
Richard  O’B.  Shea,  Bridgeport 
Paul  W.  Vestal,  New  Haven 
Benedict  N.  Whipple,  Bristol 
C.  Frederick  Yeager,  Bridgeport 
William  E.  Wrang,  Middletown 


Industrial  Survey — Greenwich 

During  the  month  of  April,  according  to  the 
Bulletin  of  the  Connecticut  Tuberculosis  Associa- 
tion an  x-ray  survey  of  practically  all  industrial 
workers  in  Greenwich  was  completed.  Arrange- 
ments for  this  survey  were  made  by  the  local  health 
officer.  Dr.  Thomas  J.  Bergin,  in  cooperation  with 
the  Department  of  Tuberculosis  Control  of  the 
State  Tuberculosis  Commission  and  the  Bureau  of 
Industrial  Hygiene  of  the  State  Department  of 
Health.  Through  his  efforts  excellent  cooperation 
of  the  industrial  leaders  and  all  concerned  was 
secured. 

The  x-rays  were  taken  by  the  mobile  x-ray  unit 
of  the  Department  of  Tuberculosis  Control  of  the 
State  Tuberculosis  Commission.  This  unit  consists 
of  a trailer  which  is  fully  equipped  with  dressing 
rooms  and  x-ray  apparatus.  This  apparatus  may  be 
used  in  the  trailer  or  may  be  removed  and  set  up  in 
any  building.  In  doing  the  survey  in  Greenwich  for 
some  firms  the  x-rays  were  taken  in  the  trailer  and 
for  others,  as  the  circumstances  demanded,  the 
apparatus  was  removed  and  the  films  taken  within 
the  plant  building.  X-rays  can  be  taken  by  this  unit 
at  the  rate  of  two  every  five  minutes  so  that  the 
working  time  lost  by  any  individual  is  very  short. 

A total  of  2,371  individuals  were  x-rayed  in  nine 
industrial  groups  in  Greenwich.  The  findings  in 
these  groups  were  as  follows: 

62  persons  or  2.6%  showed  evidence  of  primary 
tuberculosis 

65  persons  or  2.7%  showed  evidence  of  reinfec- 
tion tuberculosis 

Of  these  65  reinfection  tuberculosis  cases  40  or 
61.5%  were  minimal,  10  or  15.4%  were  far 
advanced,  14  or  21.5%  were  moderately  ad- 
vanced, and  1 or  1.5%  were  unclassified. 


I his  case  find  of  2.7%  is  what  might  be  expected 
in  similar  industrial  groups  and  very  definitely  indi- 
cates the  benefits  to  be  derived  by  the  individual, 
his  family  and  fellow-workers,  industry  and  the 
community  at  large  from  such  industrial  x-ray 
surveys. 

The  town  of  Greenwich  and  those  who  partici- 
pated in  this  program  are  to  be  congratulated  on 
foresighted  progressiveness  in  taking  this  important 
step  toward  safeguarding  the  home  front  from 
tuberculosis. 


Alcohol  and  Public  Opinion 

The  public  must  understand  its  kinship  with 
the  problem  drinker  before  it  will  be  possible  for 
many  to  accept  his  difficulties  as  their  own,  just  as 
the  therapist  must  elicit  a feeling  of  identification, 
called  transference,  from  his  patient,  before  the 
individual  suffering  from  compulsive  drinking  can 
be  helped.  To  bring  about  this  change  in  popular 
attitude  will  require  continual  reiteration  of  basic 
concepts  within  and  without  the  professions  over  a 
considerable  period  of  time.  As  men  working  with 
the  Research  Council  on  Problems  of  Alcohol 
gather  more  knowledge  and  experience,  and  organ- 
ize, compare  and  distinguish  their  observations, 
much  of  the  result  can  be  interpreted  in  terms  of 
these  four  kinetic  ideas. 

1 . That  the  problem  drinker  is  a sick  man,  excep- 
tionally reactive  to  alcohol. 

2.  That  he  can  be  helped. 

3.  That  he  is  worth  helping. 

4.  That  the  problem  is  therefore  a responsibility 
of  the  healing  professions,  as  well  as  of  the  estab- 
lished health  authorities  and  the  public  generally. 

Quarterly  Journal  of  Studies  on  Alcohol , Vol.  Ill, 
No.  3,  December  1942. 
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CANCER  OF  THE  PROSTATE  IN  CONNECTICUT 

Matthew  H.  Griswold,  m.d.,  Hartford 


The  Author.  Chief,  Division  of  Cancer  Research, 
Connecticut  State  Department  of  Health 


The  first  appraisal  of  the  total  number  of  cases 
hospitalized  for  cancer  in  Connecticut’s  twenty- 
one  tumor  clinics  since  January,  1935,  reveals  such 
a large  consecutive  series  of  cancers  of  the  prostate, 
that  it  was  thought  that  here  was  an  opportunity  to 
make  an  exhaustive  analysis  from  a clinical  and 
statistical  point  of  view.  According  to  Ewing,  until 
recently  cancer  of  the  prostate  was  held  to  be  a rare 
disease  constituting  less  than  one  per  cent  of  the 
total  carcinomas  in  men.  Refinements  in  diagnosis 
and  more  searching  physical  examinations  of  appar- 
ently simple  hypertrophy  have  brought  to  recogni- 
tion an  increasing  number  of  these  carcinomas. 

In  Connecticut  since  1935  there  have  been  hos- 
pitalized in  the  twenty-one  affiliated  hospitals  a total 
of  896  cases  of  carcinoma  of  the  prostate.  Of  this 
number  96  per  cent  were  definitely  diagnosed  as 
carcinoma,  64  per  cent  by  microscopic  proof  and 
32  per  cent  by  definite  clinical  or  operative  findings. 
The  median  age  of  these  patients  is  seventy,  although 
there  was  one  case  at  age  thirty-two  and  one  at 
ninety-two.  Considering  this  median  age  it  would 
be  expected  that  mortality  from  some  cause  would 
be  high  in  this  group.  Analysis  is  going  on  to  deter- 
mine if  possible  how  many  of  these  individuals  who 
received  treatment  and  who  have  died  of  other 
causes  were  free  from  their  cancer  so  that  a better 
picture  of  the  prognosis  as  far  as  prostatic  cancer  is 
concerned  may  be  reached. 

That  medical  care  is  at  a high  level  in  this  state  is 
indicated  by  the  fact  that  a definite  diagnosis  was 
made  in  96  per  cent  of  these  896  cases  of  cancer  of 
the  prostate. 

As  would  be  expected,  the  mortality  was  high  for 
the  group  as  a whole.  As  of  February,  1943,  64  per 
cent  were  dead  and  24  per  cent  were  living.  The 
untraced  group  of  1 2 per  cent  has  been  searched  for 
in  the  Bureau  of  Vital  Statistics  so  it  may  be  assumed 
that  many  of  them  are  still  living. 

Presented  at  Association  Meeting  in  Hartford , April  2,  1943 


In  comparing  the  hospitalized  cases  with  the 
mortality  figures,  a parallel  is  found  with  the  deaths 
running  slightly  higher  than  the  hospitalized  cases 
until  1941  when  the  cases  hospitalized  exceeded 
those  that  died.  Does  this  mean  that  men  are  more 
aware  of  the  possibility  of  relief  through  adequate 
treatment  and,  therefore,  are  seeking  it  in  larger 
numbers? 

Ihe  records  which  have  been  transcribed  for  this 
study  are  complete  in  the  majority  of  cases.  From 
the  information  contained  in  them  it  will  be  possible 
to  obtain  the  general  background  of  all  cases  of 
cancer  and  to  compare  them  with  cases  of  cancer  of 
the  prostate.  These  findings  will  include  nationality, 
marital  status,  genito-urinary  infection,  in  many 
cases  heredity  as  to  cancer  of  this  and  other  sites, 
the  duration  of  at  least  the  time  from  symptoms  to 
treatment,  the  more  detailed  questions  of  the 
reasons  for  delay,  and  all  routine  laboratory  exam- 
inations which  may  be  revealing  when  massed  for 
the  whole  group.  I he  state  of  disease  on  admission, 
the  occupation  of  the  individual,  and  the  immediate 
cause  of  death  will  also  be  recorded.  For  cancer  of 
the  prostate  in  particular  these  records  are  being 
exhaustively  coded  to  cover  all  so-called  etiological 
factors,  the  physical  findings  including  the  size  of 
the  prostate  and  the  local  extent  of  the  disease,  the 
cystoscopic  and  pyelographic  findings,  x-ray  exam- 
inations for  metastases,  and  so  forth.  The  methods 
of  treatment  and  their  results  will  be  coded  in 
detail  and  the  autopsy  findings  entered  on  the 
record,  when  they  are  available. 

This  brief  review  is  presented  in  the  anticipation 
of  stimulating  requests  for  specific  facts  that  may 
have  occurred  to  Connecticut  physicians  and  which 
they  might  wish  to  have  examined  further  in  this 
study.  The  same  applies  to  cancer  of  other  sites.  We 
have  found  the  average  hospital  record  in  Connecti- 
cut to  be  very  good  indeed.  We  have  found  the 
medical  profession  willing  to  go  out  of  its  way  to 
assist  us  whenever  possible  and  those  in  administra- 
tive charge  of  the  various  hospitals  concerned  have 
been  more  than  gracious  to  us. 
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The  1943  General  Assembly 

The  1943  General  Assembly  finally  adjourned  on 
Wednesday,  May  19,  after  a session  shorter  than 
usual  and  one  that  has  been  widely  criticized  as 
being  non  productive.  War  measures  and  political 
patronage  occupied  the  larger  part  of  the  legislators 
time. 

There  were  not  many  bills  introduced  that  had 
to  do  with  health  and  welfare.  Of  chief  interest  was 
S.  B.  486  which  would  have  extended  privileges  of 
practice  granted  to  osteopaths.  This  is  the  biennial 
attempt  on  the  part  of  Connecticut  osteopaths  to 
find  an  entry  into  medical  practice  by  legislation. 
As  in  the  past,  the  measure  was  introduced  and 
actively  supported  by  Senator  Baldwin  of  the  25th 
District,  Westport,  and  as  is  customary  the  osteo- 
pathic standard  was  borne  aloft  by  a rhetorical 
attorney,  this  year  Mr.  Creedon  of  Hartford.  The 
measure  appeared  to  have  the  support  of  Miss  Vir- 
ginia Blood,  Darien,  the  House  Chairman  of  the 
Committee  on  Public  Health  and  Safety..  Miss 
Blood’s  committee  brought  in  a favorable  report  on 
the  bill  and  it  was  passed  by  the  Senate.  When  it 
came  to  the  House  on  May  12,  however,  it  was 
vigorously  opposed  by  Mr.  Janson  of  Westport, 
Adr.  Koskoff  of  Plainville  and  a number  of  others. 
Finally  Adr.  Counsel!  of  Stonington  moved  that 
the  measure  be  tabled  which  motion  prevailed 
with  an  overwhelming  majority.  On  Aday  18,  the 
day  before  the  House  was  scheduled  to  adjourn  an 
effort  was  made  to  revive  action  on  the  subject  in 
the  Senate  by  the  consideration  of  a substitute  bill 
but  nothing  came  of  it. 

S.  B.  484  removed  the  administration  of  the  drug 
and  cosmetic  portion  of  the  Food  and  Drug  Act 
from  the  Dairy  and  Food  Commissioner  and  placed 
it  under  the  Pharmacy  Commission.  This  Act  limits 
the  sale  of  barbiturates  and  certain  other  drugs  to 
physicians’  prescriptions  which  are  non  refillable 
and  also  restricts  the  dispensing  of  these  drugs  bv 
physicians  to  emergencies.  It  is  believed  that  this 


will  go  far  toward  reducing  the  unwarranted  and 
habitual  use  of  certain  dangerous  drugs,  particularly 
barbiturates. 

I he  bill  introduced  by  the  Society’s  Committee 
on  Public  Health  which  would  permit  licensed 
physicians  in  other  States  to  collect  blood  specimens 
for  premarital  Wasserman  tests  was  passed. 

1 he  Adedical  Practice  Act  was  amended  to  require 
a degree  of  Doctor  of  Medicine  from  all  candidates. 
Previously  the  law  had  stated  that  candidates  must 
be  “graduates  of  approved  medical  schools.”  The 
requirement  of  a doctor’s  degree  in  medicine  is 
common  phraseologv  in  most  State  laws. 

Provision  was  made  to  allow  unlicensed  physicians 
to  serve  as  house  officers  in  State  aided  hospitals  in 
Connecticut  when  approved  by  the  Connecticut 
Adedical  Examining  Board.  This  is  a war  time  meas- 
ure and  will  cease  to  be  operative  when  the  war 
emergency  is  over. 

Osteopathy  in  Washington 

While  efforts  were  being  made  to  extend  the 
practice  of  osteopathy  in  Connecticut  the  osteo- 
pathic lobby  was  also  at  work  in  the  nation’s  capitol. 
The  second  Supplementary  Appropriations  Act  that 
became  a law  in  October  1942  expressly  permitted 
the  appropriations  therein  made  for  the  Navy  De- 
partment to  be  used  for  “the  pay  of  commissioned 
medical  officers  who  are  graduates  of  reputable 
schools  of  osteopathy”  but  no  osteopaths  have  been 
commissioned  in  the  Navy. 

In  May  of  this  year  the  Surgeon  General  of  the 
Navy  appeared  before  a subcommittee  of  the  House 
Committee  on  Appropriations  in  support  of  appro- 
priations that  had  been  requested  for  the  Navy 
Department  for  the  fiscal  year  1944.  During  the 
course  of  the  testimony  of  the  Surgeon  General  the 
following  exchange  of  comment  occurred. 

“Air.  Johnson  (Indiana).  I have  received  a num- 
ber of  telegrams  wanting  to  know  why  the  Navy 
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has  not  commissioned  osteopaths  in  accordance  with 
the  act  of  Congress,  Public,  763. 

“Admiral  Mclntire.  That  act  simply  said,  Mr. 
Johnson,  that  the  money  could  be  used. 

“Mr.  Sheppard  (California).  In  other  words  the 
act  is  permissive  and  not  mandatory. 

“Admiral  Mclntire.  I am  sure  that  our  osteopaths 
cannot  give  the  entire  service  that  we  feel  is  neces- 
sary. We  cannot  commission  them  in  the  Medical 
Corps. 

“Mr.  Thomas  (Texas).  Are  they  commissioned 
in  the  Army?  Didn’t  you  make  a proposition  to  the 
osteopaths  whereby  you  would  use  some  of  the 
voting  graduates  in  the  Navy  on  a trial  basis,  say  for 
60  or  90  days? 

“Admiral  Mclntire.  That  still  is  not  acceptable  to 
them— they  feel  that  it  is  discriminatory.  We  have 
had  a very  frank  discussion  and  it  is  a disturbing 
thing.  It  is  something  that  can  be  worked  out  but 
1 do  believe  the  osteopathic  school  should  come  up 
to  these  requirements. 

“Air.  Plumley  (Vermont).  I think  something 
ought  to  be  done  and  done  right  away  because  of 
the  individuals  and  also  because  of  the  public.  The 
public  is  being  aroused  with  a fear  that  all  of  their 
doctors  are  going  to  be  taken.  Then  if  the  doctors 
are  to  be  taken  they  want  to  know  if  the  osteopaths 
are  going  to  be  deferred,  and  they  do  not  know 
whether  or  not  this  will  be  the  case.  The  chiroprac- 
tors, that  can  be  of  some  use  in  communities,  want 
to  know  what  is  going  to  happen  to  them.  The 
public  does  not  know.  Every  Member  of  Congress 
is  receiving  many  telegrams  on  this— with  respect  to 
this  matter.  Somebody  ought  to  do  something.  I do 
not  know  whether  it  is  Mr.  McNutt  or  Mr.  Hershey. 

* * * * 

“Mr.  Johnson.  As  I understand  the  situation,  you 
now  have,  by  law,  permission  to  commission  osteo- 
paths if  you  want  to. 

“Admiral  Mclntire.  We  could  pay  them. 

“Mr.  Johnson.  Could  you  commission  them? 


“Admiral  Mclntire.  No;  by  Navy  regulations  we 
cannot  commission  any  man— 

“Air.  Thomas.  Navy  regulations  are  one  thing  and 
the  law  is  another  thing. 

“Mr.  Johnson.  Is  it  the  Navy  Department  regula- 
tions that  prevent  you  from  commissioning  them? 

“Admiral  Alclntire.  We  have  standards  which  we 
believe  are  necessary  for  the  care  of  naval  personnel. 

“Mr.  Johnson.  Is  it  your  viewpoint  that  the  osteo- 
paths do  not  meet  the  standards  you  speak  of? 

“Admiral  Mclntire.  That  is  correct.  They  can- 
not qualify. 

“Mr.  Johnson.  Do  you  contemplate  taking  any 
action  toward  commissioning  osteopaths? 

“Admiral  Mclntire.  Not  at  this  time.  Not  under 
the  present  standards  because  we  believe  that  they 
do  not  meet  the  requirements  of  medical  officers  in 
time  of  war.” 


Nasal  Mutilation 

Nasal  mutilation  is  a common  act  of  revenge  in 
many  parts  of  British  India  since  time  immemorial, 
according  to  Henry  T.  Tauber-Hradasky  in  The 
Journal  of  the  International  College  of  Surgeons. 
Plastic  repair  was  practised  thousands  of  years  ago 
and  up  to  the  present  time  in  a rather  primitive  way, 
without  lining  and  with  poor  esthetic  results,  con- 
trary to  over  estimated  reports  of  many  text  books 
on  plastic  surgery.  Dr.  Tauber-Hradasky ’s  own 
method  of  rhinoplasty  during  his  stay  in  India  con- 
sisted of  two  stages,  adjusted  to  the  prevailing 
peculiarities  of  the  mutilation,  to  the  mentality  of 
the  Indian  patient  and  to  many  other  extrinsic  fac- 
tors. The  first  stage  consisted  of  raising  one  fore- 
head flap  and  attaching  it  in  such  a way  as  to  pro- 
vide both  a lining  and  a support  for  the  soft  parts 
of  the  nose.  In  the  second  stage,  another  forehead 
flap  was  used  to  provide  the  outer  cover  and  render 
the  final  shape  of  the  nose. 
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AFTER  HITLER’S  FUNERAL  - — - you  medical  draftees  and  vol- 
unteers vill  want  a new,  modern  office.  Why  not  let  us  issue  you  a credit 
to  apply  on  your  post-war  medical  equipment  and  furniture?  When  Uncle 
Sam  calls,  ask  us  for  the  details  of  our  liberal  credit-balance  plan,  or  for  our 
cash  proposition.  Turn  over  to  us  the  headache  of  disposing  of  your  present 
equipment!  Professional  Equipment  Co.,  36  Howe  Street,  New,  Haven,  Conn. 

(See  PAGE  2) 
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THE  NURSE-SECRETARY 

Ruth  V.  Bennett,  New  York , N . Y. 


'T'he  married,  middle  aged  nurse  with  secretarial 
training  faces  an  unusual  opportunity  for  serv- 
ice in  war  time.  Younger  nurses  are  in  demand  for 
military  and  civilian  hospitals,  industrial  projects, 
and  private  nursing.  Yet  physicians  in  private  prac- 
tice are  busier  than  ever  before.  They  not  only  con- 
tribute extra  time  to  hospital  service,  but  care  for 
many  of  their  colleagues’  patients  and  carry  their 
own  large  practices  as  well.  They  surely  need  able 
nurse-secretaries  to  aid  in  efficient  service  in  their 
office  practices. 

A mature,  married  woman,  who  chooses  the 
vocation  of  nurse-secretary,  will  be  invaluable  to 
her  employer  and  to  the  civilian  public.  Such  a nurse 
has  the  advantage  of  having  been  “trained”  under 
a husband,  she  has  been  accustomed  to  meeting  the 
developmental  problems  of  her  children,  and  she 
has  gained  executive  ability  in  managing  her  home. 

Recently  a laboratory  was  organized  for  an  avia- 
tion company.  Search  was  pursued  for  a mature 
nurse-secretary.  None  could  be  found.  Such  nurses 
as  were  well  qualified  for  the  work  were  already 
employed.  Other  nurses  interviewed  had  no  secre- 
tarial training.  The  final  result  was  to  engage  a nurse 
as  well  as  a secretary,  with  a consequently  lower 
salary  to  each. 

What  about  the  salary?  It  has  been  observed  that 
the  gross  income  of  a top  ranking  specialist  or 
surgeon  in  the  larger  cities  is  approximately  $60,000 
yearly.  More  accurately,  one  might  say  a net  in- 
come of  $20,000  per  annum.  Such  a doctor  may 
offer  a salary  of  $40  to  $50  weekly  to  a competent 
nurse-secretary;  this  amounts  roughly  to  10  per  cent 
of  his  net  income.  Her  uniforms  are  usually  fur- 
nished and  laundered  at  her  employer’s  expense; 
sometimes,  not.  She  will  generally  be  free  on  Sun- 
days and  holidays.  Vacations  of  three  weeks  are 
almost  the  rule.  Her  hours  may  be  longer  than  in  a 
business  office.  She  may  be  in  what  is  popularly 
termed  a “one-girl”  office  where  she  is  the  sole 
employee.  In  other  offices  her  coworkers  may  be  a 
technician  and  an  extra  typist. 

Before  deciding  on  a position,  she  should  select 


the  type  of  practice  which  interests  her  most.  If  she 
does  not  like  middle  aged  or  older  people,  she  should 
not  work  for  a heart  specialist.  If  she  is  bored  by 
women  she  should  not  work  for  a gland  specialist 
or  a gynecologist.  If  children  irritate  her,  she  should 
not  work  for  a child  specialist.  Finally,  if  she  is  not 
enthusiastic  over  meeting  people,  she  should  never 
choose  the  vocation  of  nurse-secretary. 

What  type  of  person  will  her  doctor-employer 
be?  To  attain  success,  which  is  necessary  if  he  em- 
ploys a nurse-secretary,  he  is  usually  a man  of  con- 
siderable mental  and  moral  stature.  Ideally,  it  has 
been  observed  that  such  a physician  must  possess 
“industry,  intelligence,  initiative,  intensity,  imper- 
turbability, individuality  and  inspiration.”  His  nurse  ! 
should  attempt  to  develop  these  same  qualities  for  i 
she  will  not  only  become  the  reflection  of  a fine 
image,  but  will  be  able  to  do  cooperative  teamwork. 

What  are  the  difficulties  encountered  in  such  a 
position?  Why  are  some  nurse-secretaries  hired,  but 
promptly  fired?  Four  instances  may  be  cited  as 
having  occurred  in  large  offices:  The  first  talked 
too  much  to  patients.  The  second  nurse  tried  to 
direct  her  employer  vocally.  The  third  did  not  carry 
out  orders  on  time.  And  the  last  functioned  with 
regard  to  patients  too  much  in  terms  of  dollars  and 
cents. 

A recent  newspaper  advertisement  for  a secretary 
embodied  in  general  what  qualities  are  necessary  for 
success  in  a nurse-secretary: 

She  must  have  capacity  to  organize  own  work  and 
to  cope  with  larger  aspects  without  losing  sight  of 
detail. 

What  is  the  future  in  such  a vocation?  Probably 
that  of  any  other  work— exactly  what  a nurse  makes 
it.  It  is  a wise  nurse  who  realizes  that  unless  she 
maintains  her  associations  with  others  of  her  pro- 
fession, through  the  professional  organizations  and 
otherwise,  she  may  allow  herself  to  become  sub- 
merged in  her  office  and  out  of  touch  with  interests 
and  opportunities  elsewhere.  Should  her  employer 
die  suddenly,  she  is  faced  with  the  prospect  of 
beginning  again  and  if  she  has  been  withdrawn  from 
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professional  circulation  she  may  face  a difficult 
time. 

Her  duties  are  diverse,  and  therefore  interesting. 
The  telephone  may  be  considered  an  important 
feature  of  a physician’s  communication  with  the 
public,  and  his  office  nurse  must  be  his  able  repre- 
sentative. Much  practice  can  be  lost  or  held  over  the 
telephone.  A patient  gains  his  first  impression  of  a 
doctor’s  office  from  the  voice  which  answers  the 
telephone.  For  instance,  a patient  remarks  of  a 
nurse-secretary  who  has  given  her  accurate  informa- 
tion in  a few  courteous  words  over  the  telephone, 
“She  had  such  a competent  voice.”  There  must  be 
a “lift,”  a smile,  in  a nurse’s  voice  which  encourages 
an  ill  person  to  talk  of  his  needs  to  the  stranger  on 
the  ’phone. 

A headlong  patient  will  suddenly  telephone— all 
in  one  breath— “What  are  Dr.  Ware’s  hours  and 
what  is  his  fee?”  A nurse  must  now  judge  imme- 
diately how  much  or  little  questioning  to  do.  Tact- 
fully, she  will  first  obtain  the  patient’s  name.  It  is 
then  wise  for  her  to  be  specific  about  the  fee,  which 
she  has  had  indicated  to  her  by  her  employer.  She 
may  simply  give  the  fee  for  an  office  visit,  adding  a 
suggestion  for  the  patient  to  come  in  personally  and 
discuss  her  needs  with  the  doctor.  A definite  ap- 
pointment will  usually  follow.  She  may  already  have 
obtained  information  as  to  who  referred  the  patient, 
address,  and  so  forth. 

So  important  is  a pleasant  voice  over  the  telephone 
that  a nurse  might  well  have  a record  made  of  her 
voice  to  be  certain  that  she  sounds  neither  like  a 
staccato  robot  nor  an  inveigling  and  ingratiating 
puller-in.  She  might  even  call  other  doctors’  offices 
and  listen  to  the  nurse’s  telephone  manner  to  a 
supposedly  potential  patient.  Always  behind  the 
telephone  a nurse  must  possess  real  interest  and 
sympathy  for  the  needs  of  every  patient  who  seeks 
advice  from  her  employer. 

Another  important  phase  of  a nurse’s  work  in  such 
a position  is  the  collection  of  accounts.  Technics 
vary  in  different  offices.  She  should  be  guided  by  her 
employer’s  ideas  about  kinds  of  approach  which  he 
wishes  made  to  the  subject  of  fees.  The  fewer 
accounts  which  a nurse  allows  to  pass  to  a collector, 
the  more  successful  will  she  be.  A conscientious 
physician  does  not  like  his  patients’  accounts  to  go 
to  a collector.  Yet  no  more  difficult  collection  prob- 
lem exists  than  that  in  a physician’s  office.  At  the 
end  of  each  year,  any  doctor  could  exhibit  a long 


list  of  names  of  patients  who  have  paid  little  or 
nothing  for  services  rendered. 

The  following  suggestions  have  been  culled  from 
methods  in  use  in  various  offices.  The  ideal  habit  to 
encourage  in  patients  is  to  pay  cash,  but  it  is  not 
always  possible.  If  a nurse  assumes  the  duties  of  a 
new  position,  and  finds  a mass  of  delinquent  ac- 
counts truly  overwhelming  to  a new  employee,  she 
should  make  an  initial  chronological  survey  of 
accounts  receivable,  irrespective  of  the  financial 
status  of  the  patients.  Time  never  flees  more  rapidly 
than  in  an  aging  account  owed  to  a physician;  the 
service  is  forgotten;  new  illnesses  arise.  Having  con- 
ferred with  her  employer  on  each  account,  she 
might  write  notes  stressing  the  date  of  the  service 
and  desire  to  cooperate,  and  suggest  a personal  inter- 
view to  discuss  the  matter.  Then  monthly  payments 
may  be  suggested  and  put  into  operation.  A regis- 
tered letter  has  often  been  found  effective  in 
extreme  cases. 

After  a nurse  has  continued  in  her  position  for 
a few  months  she  will  appreciate  the  many  factors 
that  enter  into  the  delicate  matter  of  collections. 
For  example,  in  planning  for  a surgical  operation,  a 
patient  is  often  really  not  aware  of  the  expenses  in- 
volved beside  the  hospital  room  and  the  surgeon’s 
fee.  Aduch  trouble  could  be  avoided  by  the  nurse  if 
she  were  to  inform  herself  of  the  extent  of  such 
expenses,  and  frankly  tell  the  patient  before  service 
is  rendered.  Above  all,  no  matter  what  the  provoca- 
tion, a nurse  must  never  offend  a patient  with  refer- 
ence to  collections. 

Still  stressing  the  commercial  aspects  of  a nurse’s 
work,  she  might  profitably  spend  time  in  studying 
the  principles  of  cost  accounting.  Overhead  must 
be  watched  in  any  business  or  profession,  and  con- 
trolled. When  doctors  are  overworked  in  war  time, 
nurses  in  offices  can  relieve  them  of  many  business 
details.  One  nurse  studied  the  financial  reports  of  a 
philanthropy,  copying  their  system  of  cost  account- 
ing to  show  her  employer  the  status  of  his  finances 
from  month  to  month.  Such  a system  of  accounting 
is  most  useful  for  income  taxes,  unemployment  in- 
surance, and  Social  Security  data.  Before  new 
technical  equipment  or  furnishings  are  purchased,  it 
must  be  ascertained  whether  they  will  pay  for 
themselves.  And  how  long  will  it  take?  The  new 
sterilizer,  x-ray  machine,  electrocardiograph-or 
carpet— may  easily  absorb  a large  share  of  the  year’s 
profits,  and  must  be  considered  on  a pro  rata  basis. 
Occasional  physicians  value  such  assistance;  in  other 
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offices,  a nurse  will  only  be  asked  to  supervise  col- 
lection of  accounts  and  the  petty  cash  expenditures. 

An  engagement  book  for  appointments,  in  con- 
nection with  patients,  hospital  work,  and  meetings, 
is  also  a responsibility  of  the  nurse-secretary.  She 
must  be  a half  hour  budgeteer  of  first  degree.  She 
should  always  allot  sufficient  time  so  that  her  em- 
ployer can  unhurriedly  give  his  undivided  attention 
to  each  patient.  She  should  try  to  minimize  inter- 
ruptions. A system  may  be  in  force  regarding  ap- 
pointments for  patients.  Then  the  nurse  must  of 
course  conform  to  custom.  Fortunately,  periodic 
examinations  in  vogue  today  have  more  or  less 
educated  patients  to  some  sort  of  appointment  for 
future  check-ups.  However,  an  occasional  physician 
will  dismiss  his  patient  by  saying  “Come  back  in 
three  or  four  weeks,  months,  or  a year.”  Needless 
to  add,  in  such  an  office,  greater  operational  effi- 
ciency will  result  if  appointments  can  be  planned 
ahead.  Another  physician  may  suggest  that  the 
patient  obtain  an  appointment  card  as  a reminder 
of  a future  visit.  In  yet  another  office,  she  may  find 
herself  directed  to  encircle  the  date  of  the  next 
visit  in  her  engagement  book,  and  to  notify  the 
patient  in  due  time. 

Letters  of  various  kinds  are  to  be  written  with, 
and  without,  dictation.  A secretary-nurse  must  be 
able  to  write  polite,  forceful,  and  occasionally,  inter- 
esting letters.  If  she  possesses  such  ability,  a physician 
will  trust  to  her  discretion.  Shorthand  is  practically 
a necessity.  Typing  is  absolutely  essential.  A noise- 
less typewriter  is  preferred.  A portable  machine  is 
a good  acquisition  for  it  can  be  picked  up  and 
carried  around  in  a larger  office  for  hurry-up  notes, 
health  certificates,  et  cetera. 

History  taking  is  also  sometimes  done  in  part  by 
a nurse.  In  other  offices,  physicians  prefer  them- 
selves to  take  the  complete  history,  asking  the  nurse 
simply  to  fill  in  name,  address,  and  telephone  num- 
ber. Printed  history  forms  are  occasionally  in  use, 
when  the  nurse  fills  in  such  details  as  are  dictated  to 
her,  while  the  physician  checks  his  own  impressions 
of  physical  findings.  A complete  history  constitutes 
the  skeleton  of  a case  report;  a few  hundreds,  if 
sequential,  may  form  the  basis  of  a statistical  review 
of  a particular  disease.  Such  health  records  should 
interest  a nurse.  Drudgery  of  detail  never  enters  her 
mind  if  she  is  enthusiastically  engrossed  in  her 
duties. 

Scrapbooks  are  useful  in  a professional  man’s 
career.  Constituting  a chronological  record  of 


activities  other  than  his  practice,  such  scrapbooks 
have  sometimes  furnished  useful  documentation  for 
biographies. 

Keen  watch  must  be  kept  on  all  supplies,  drugs, 
surgical  supplies,  stationery,  et  cetera.  A nurse 
should  never  be  “caught  short”  for  some  essential 
article,  with  her  employer  waiting  and  a patient  on 
the  examining  table.  She  should  be  sure  that  all 
machines  are  in  working  order.  Batteries  can  run 
down.  All  equipment  should  be  checked  after 
vacations. 

As  to  filing,  alphabetical  systems  appear  to  be 
preferred. 

Physicians  are  individual  as  to  habits  of  public 
speaking,  radio  broadcasting,  teaching,  and  writing 
medical  papers  or  books.  It  would  usually  be  wise 
for  a nurse  to  study  organization  of  material, 
methods  of  research,  and  the  use  of  histories  for 
medical  reports.  Familiarity  with  the  use  of  medical 
libraries  and  collection  of  source  material  will  be 
helpful. 

It  would  be  wise  for  the  nurse-secretary  to  be 
adaptable  as  to  hours  of  duty,  especially  in  war  time. 
A younger  specialist  may  find  it  expedient  to  have 
evening  hours  once  weekly  and  omit  Saturday 
hours.  Then  too,  older  doctors  do  not  wish  to  work 
at  night.  Some  younger  men  find  it  advantageous 
to  have  office  hours  from  five  in  the  afternoon  to 
ten  in  the  evening  while  they  are  establishing  them- 
selves. Later,  when  success  is  attained,  the  nurse 
who  cooperated  would  share  in  his  success.  For 
example,  in  the  present  “all-out”  war  effort,  many 
people  work  all  day  for  thirteen  consecutive  days 
and  prefer  to  relax  on  the  fourteenth  day.  What 
better  idea  than  to  come  to  the  doctor  after  business 
hours? 

The  waiting  room  is  the  particular  province  of 
the  nurse-secretary.  Its  importance  may  be  con- 
sidered on  a par  with  her  telephone  duties.  Her 
ability  to  smile  naturally  and  cheerfully  is  a great 
asset  here  for  the  first  impression  of  a patient  must 
again  be  a pleasant  one.  A middle  aged  married 
nurse  should  be  particularly  effective  as  a hostess  by 
reason  of  her  past  experience.  She  may  also  be  called 
upon  to  do  a little  interior  decorating  from  time  to 
time  to  keep  the  atmosphere  fresh  and  cheerful. 
She  must  be  sincerely  sympathetic  and  helpful.  A 
patient  is  a human  being  in  distress,  and  never  “the 
next  case.”  Patients  are  often  on  edge  and  she  must 
meet  ill  concealed  hysteria  with  a calm  front.  Physi- 
cally, mentally,  and  financially  patients  are  under 
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stress  when  planning  to  undergo  major  operations 
or  to  limit  their  usual  manner  of  living.  However, 
to  be  truly  helpful,  the  nurse’s  psychotherapy  must 
be  well  under  cover.  Irritations  will  arise  very  fre- 
quently, but  the  foibles  of  human  nature,  though 
exaggerated  in  the  ill,  are  not  new  to  her  mature 
experience.  She  should  consider  the  good  and  bad 
moments  as  “all  in  the  day’s  work.”  She  should  be  a 
“buffer”  in  the  waiting  room. 

Some  people  like  more  service  than  others.  Older 
patients  do  not  like  to  be  treated  as  though  they 
needed  crutches.  A nurse  had  best  drop  the  word 
“old”  from  her  vocabulary,  substituting  “older,” 
always  remembering  that  age  is  comparative.  She 
will  have  a sincere  regard  for  her  patients,  but 
should  never  develop  a “crush”  on  them,  male  or 
female.  She  should  try  to  view  her  duties  as  though 
she  were  the  mother  of  half  a dozen  children  multi- 
plied to  infinitude.  No  matter  how  busy  the  office, 
she  should  never  view  suffering  patients  as  a parade 
or  as  animals  in  a zoo. 

In  dealing  with  patients,  the  nurse  should  realize 
that  no  matter  what  the  ill,  trivial  or  serious,  his 
ailment  is  the  most  interesting  subject  to  him. 
“YOU”  is  the  magic  word  in  dealing  with  sick 
people.  While  offering  cheer  and  sympathy,  she 
should  be  careful  to  try  to  dam  up  a patient’s  story 
till  he  reaches  the  doctor.  A physician  gleans  much 
from  such  a recital,  and  it  is  better  for  her  to  channel 
such  a mental  catharsis  to  him  where  it  belongs. 

A nurse-secretary  will  be  more  useful  to  her  em- 
ployer if  she  becomes  a clearing  house  of  informa- 
tion. For  instance,  she  should  know  of  a nearby 
interesting  restaurant,  amusing  books,  new  plays,  or 
movies.  Her  employer  will  furnish  her  with  lists  of 
nurses’  professsional  registries,  et  cetera.  Diet  lists 
should  be  easily  available  for  patients  in  these  times 
of  accent  on  nutrition.  Adjuncts  to  treatment  in 
black  and  white,  her  doctor  will  have  a basic  diet 
list  for  use,  and  will  instruct  her  how  to  fit  it  to 
individual  needs. 

Executive  ability  is  as  necessary  in  a “one-girl” 
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office  as  for  the  larger  establishment  for  time  must 
always  be  conserved.  In  a small  office  most  of  the 
laboratory  examinations  are  done  outside  the  office; 
the  physical  examination  is  the  main  technical  pro- 
cedure. In  a larger  office,  a patient  is  ushered  into 
the  doctor’s  inner  office.  The  physician  orders 
something  done  by  the  technician.  Then  the  nurse 
must  keep  close  watch  on  proceedings.  Several 
people  may  be  in  the  waiting  room  (though  this 
should  not  be  the  case  in  a well  run  office).  She 
now  brings  in  another  patient  to  the  doctor.  There 
may  be  still  another  patient  in  the  examining 
room  or  surgery.  Things  are  on  the  move,  but  each 
patient  should  receive  his  quota  of  attention,  and 
the  nurse  must  supervise  a sequential  climax  in  each 
case.  Then  the  doctor  will  give  her  instructions  as 
to  follow  up  or  time  of  next  appointment. 

A few  general  hints  are  applicable  to  almost  any 
position  of  this  type.  It  is  important  for  the  nurse- 
secretary to  be  on  friendly  terms  with  employees  at 
the  desk  of  admitting  offices  or  record  rooms  of 
hospitals,  with  other  nurse-secretaries,  and  librarians. 
Speed  in  administration  is  thus  secured.  She  should 
always  do  the  most  important  jobs  first,  fitting  in 
her  other  duties  as  time  permits.  Consideration  of 
the  patient  and  deference  to  the  wishes  of  her  em- 
ployer need  not  be  stressed  to  the  nurse.  Coopera- 
tion plus  imagination  should  be  the  slogan  of  the 
nurse-secretary. 


Former  Yale  Professor  Honored 

Edward  A.  Strecker  of  Philadelphia,  president 
of  the  American  Psychiatric  Association  and  former 
clinical  professor  of  psychiatry  and  mental  hygiene 
at  Yale  University,  has  been  named  Special  Con- 
sultant to  the  Secretary  of  War  for  the  Air  Forces 
of  the  United  States  Army.  Dr.  Strecker  in  his  new 
capacity  will  act  as  advisor  to  the  Secretary  of  War 
on  all  questions  relating  to  psychiatry  in  the  Air 
Forces.  In  May  of  this  year  he  was  named  consultant 
in  Psychiatry  to  the  Surgeon  General  of  the  United 
States  Navy. 


VICTORY 
BUY 


MAKING  A MOUNTAIN  OUT  OF  A MOLE  - 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  claritv  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a Magni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 


(See  PAGE  2) 
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IMPRESSIONS  OF  THE  ANNUAL  MEETING 


The  fine  attendance  at  the  House  of  Delegates  and 
business  of  the  Society  disposed  of  with  dispatch 
and  decorum  by  President  Leak  aided  by  our  effi- 
cient secretary.  . . . The  attention  and  interest 
of  the  delegates  in  the  important  affairs  before  them 
and  the  ability  of  the  men  sent  as  representatives  of 
the  county  associations.  . . . The  excellent 

luncheon  and  indeed  the  good  food  served  through- 
out the  three  days.  Ralph  Nichols  and  his  committee 
did  a good  job.  . . . The  High  Spot  of  the  gen- 
eral program  the  Round  Table  Discussion  of  Pre- 
paid Medical  Service  and  the  excellent  speakers  with 
James  R.  Miller  presiding  who  threw  the  ball  around 
and  kept  things  moving  at  high  interest  tempo.  . . . 
The  sharp  observations  of  Lester  Perry  of  Penn- 
sylvania and  J.  C.  McCann  of  Massachusetts  whose 
practical  experience  gave  good  insight  into  many 
administrative  headaches  which  may  be  expected  in 
such  plans.  . . . The  high  compliments  paid  by 

the  speakers  on  our  Committee  Report  on  the  sub- 
ject. . . . The  Council  Dinner  and  the  thought- 
ful and  forward  looking  remarks  of  our  new  presi- 
dent George  Smith.  . . . The  fine  tribute  paid 

by  numerous  speakers  to  our  medical  statesmen  of 
other  days,  such  men  as  S.  B.  Overlock,  W.  R. 
Steiner  and  W.  H.  Carmalt.  . . . Charles  Turk- 

ington’s  classic  account  of  barnyard  biology  in 
Litchfield  County.  . . . The  pervading  good 

nature  and  good  fellowship  of  the  Lawn  Club  lobby 
and  the  efficient  and  “good  looking”  registration 
desk.  . . . Louis  Nahum’s  welcoming  address, 

a thought  provoking  and  excellent  summation  of  the 
obligations  of  our  Society  in  the  changing  order. 
. . . The  stirring  address  of  James  E.  Paullin,  the 

President  of  the  American  Medical  Association.  His 
warm  and  radiant  personality.  His  kind  reference 
to  Abraham  Baldwin,  Josiah  A-leigs  and  Dr.  Lyman 
Flail,  Connecticut  men  who  plaved  such  an  import- 
ant part  in  the  founding  of  the  State  of  Georgia. 
. . . The  fine  understanding  of  President  Paullin 

of  the  task  facing  American  Medicine  and  his  en- 
couraging optimism  that  it  can  be  done.  . . . 

The  vigorous  and  impressive  words  of  General 


George  Lull  and  his  keen  appreciation  of  our  Con- 
necticut situation  in  the  Procurement  and  Assign- 
ment Program.  . . . The  speech  of  our  Gov- 

ernor at  the  Annual  Dinner  and  his  straightforward 
and  common  sense  exposition  of  state  government. 

. . . His  gratifying  appreciation  of  the  part  our 

physicians  are  assuming  in  the  war  and  the  defense 
program.  . . . The  attendance  at  this  dinner  of 

many  of  the  representatives  of  allied  professional 
groups  and  the  welcome  appearance  of  old  friends 
among  our  visiting  delegates,  Clarence  Burt  of  New 
Bedford,  Peter  Irving  and  Walter  Mott  of  New 
York.  . . . Section  meetings  everywhere,  no 

one  could  attend  all  of  them.  The  fresh  inspiration 
of  the  Program  Committee  who  arranged  a pro- 
gram replete  with  the  many  problems  surrounding 
medicine  today.  Berkley  Parmelee,  Harold  Marvin 
and  Sidney  Quarrier  did  a great  job.  . . . The 

War  Session  on  Thursday,  the  presence  of  many 
men  in  uniform  and  the  informative  talks  by  Colonel 
Rusk  and  Commander  Hogan.  The  thrilling  account 
bv  the  latter  of  the  saga  of  the  aircraft  carrier 
Wasp.  . . . The  President’s  Luncheon  and  the 

scholarly  address  of  Retiring  President  Leak  who  as 
the  chief  gavel  wielder  for  the  Annual  meeting  did 
such  a skillful  job.  . . . The  devotion  of  our 

officers  to  the  affairs  of  the  Society,  committee  meet- 
ings still  going  on  Thursday  evening  and  Leak. 
Adiller  and  Barker  partaking  in  a medical  broadcast. 

. . . The  presence  at  the  meetings  of  manv  of 

our  elder  Statemen  including,  C.  J.  Bartlett,  B.  A. 
Cheney,  C.  J.  Foote  and  J.  D.  Gold.  . . . The 

good  natured  joshing  of  Roy  Leak  who  inadvert- 
ently moved  Bridgeport  to  Litchfield  County.  . . . 
The  ever  present  evidence  of  thought  concerning 
our  many  members  now  doing  such  an  excellent 
job  in  all  parts  of  the  globe.  . . . Above  the 

fine  pervading  spirit  of  the  Annual  Meeting.  . . . 

The  genuine  thanks  that  our  members  owe  to  the  l 
manv  hands  that  shared  in  making  this  151st  Annual 
Meeting  an  eminent  success. 

Peripateticus 


: 

I 


JULY,  NINETEEN  HUNDRED  AND  FORTY-THREE 
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REPORT  OF  THE  CHAIRMAN  OF  THE 
COUNCIL 

To  the  House  of  Delegates 
Gentlemen: 

The  eight  councillors  of  the  County  Association  have  filed 
herewith  their  annual  reports.  These  show  that  the  County 
Associations  have  gone  forward  in  spite  of  the  war  and 
there  seems  to  be  a determined  effort  to  keep  alive  all  of 
the  necessary  functions  of  these  basic  medical  organizations. 

As  Chairman  I wish  to  report  to  the  House  of  Delegates 
the  regularity  and  diligence  with  which  all  members  of  the 
Council  have  attended  our  many  meetings.  Occasions  have 
arisen  during  the  past  year  when  we  have  had  to  call  a 
sudden  meeting  of  the  Council  and  the  response  was  imme- 
diate and  willing.  Never  in  the  history  of  the  Society  has 
so  much  important  business  passed  over  the  Council  table. 

It  has  been  a constant  source  of  amazement,  and  I may 
add  of  satisfaction,  to  see  the  enormous  amount  of  work 
which  our  secretary  turns  out.  We  should  be  lost  without 
him.  Dr.  Barker  has  had  no  vacation  for  more  than  two 
years  and  your  Council  is  determined  that  nothing  shall 
stand  in  the  way  of  a much  needed  rest  as  soon  as  possible. 

It  is  not  to  be  wondered  at  that  Dr.  Barker’s  services  have 
been  sought  by  the  Procurement  and  Assignment  Service 
in  Washington.  Early  in  the  year  your  Council  decided  that 
our  Society  could  not  allow  him  to  accept  an  army  commis- 
sion for  the  purpose  of  placing  him  on  full  time  employment 
in  the  Procurement  and  Assignment  office.  A little  later, 
however,  it  was  agreed  that  he  might  accept  a position  as 
Consultant  to  the  Manpower  Commission,  a position  which 
he  now  holds.  We  feel  that  his  counsel  has  been  of  great 
value  to  headquarters  in  Washington,  and  we  are  not  un- 
mindful of  the  benefits  which  come  to  the  Society  and  to 
i s members  bv  reason  of  having  Dr.  Barker  so  intimately 
in  touch  with  the  policy  making  and  operating  headquarters 
of  the  Manpower  Commission. 

Last  summer  Dr.  Frank  Lahey  asked  for  Dr.  Barker’s  full 
time  services.  The  Council  weighed  the  arguments  for  and 
against  such  a change  and  without  a dissenting  vote  decided 
against  allowing  him  to  assume  a full  time  position  in 
YVashington.  I believe  that  this  decision  expresses  the  will 
of  the  entire  Society. 

The  members  of  the  Council  have,  as  you  know,  served 
under  the  Chairmanship  of  Dr.  Barker  as  a Central  Com- 
mittee on  Procurement  and  Assignment  for  Connecticut.  As 
Chairman  of  the  Council  1 am  not  in  a position  to  report 


on  these  matters  but  I cannot  neglect  the  opportunity  of 
saying  that  there  are  many  obvious  advantages  to  the  Society 
in  this  setup. 

So  many  of  our  able  younger  members  are  in  service  that 
the  function  of  acting  as  the  Nominating  Committe  has 
been  one  of  the  most  difficult  that  the  Council  has  had  to 
perform,  only  time  will  tell  whether  its  nominations  have 
been  made  with  the  necessary  wisdom.  I can  assure  you  that 
they  have  been  made  with  great  care.  It  was  thought  wise 
to  omit  from  active  committees  the  names  of  men  who  are 
in  the  service. 

For  more  than  a year  our  Society  through  its  Council  has 
nominated  members  of  the  examining  boards  which  rate 
applicants  for  medical  positions  under  the  Personnel  Depart- 
ment of  the  State  of  Connecticut.  This  is  one  of  the  impor- 
tant functions  of  the  State  Society  which  has  been  going  on 
without  any  special  notice.  Such  an  arrangement  did  not 
come  to  pass  by  itself,  but  it  is  part  of  a long  range  program 
which  has  been  in  the  mind  of  your  capable  secretary  and 
of  some  others  perhaps,  whereby  the  guiding  of  organized 
medicine  in  this  state  can  be  used  effectively  for  the  public 
welfare.  One  of  the  examinations  held  under  this  arrange- 
ment resulted  in  the  selection  of  Dr.  Leonard  Parente,  for- 
merly a practititoner  of  Hamden,  Connecticut,  on  the  basis 
of  his  examination  record  before  the  board  for  the  position 
as  Welfare  Medical  Advisor.  I only  need  to  suggest  to  you 
the  possibilities  for  good  or  evil  which  that  position  carries. 
The  State  Department  of  Public  Welfare  has  never  had  a 
physician  on  its  staff,  although  its  disbursements  of  money 
for  medical  and  hospital  services  for  the  poor  of  the  state 
has  for  some  time  gone  well  over  the  million  mark.  What- 
ever turn  the  State’s  interest  in  the  provision  of  medical  care 
may  take,  it  is  well  to  have  in  such  a position  an  intelligent 
physician,  one  who  by  experience  understands  the  practical 
aspects  of  the  provision  of  medical  care. 

Your  Council  has  noted  with  interest  and  pride  the  in- 
creasing excellence  and  usefulness  of  our  State  Journal.  It 
has  served  admirably  one  of  its  main  purposes  which  is  to 
keep  our  entire  membership  informed,  not  only  in  medical 
sciences,  but  in  those  things  which  are  necessary  for  the 
physician  to  know  concerning  his  obligations  as  a citizen- 
physician  and  as  a member  of  this  Society. 

The  Council  has  recommended  and  arranged  for  a full 
discussion  of  the  whole  matter  of  Prepaid  Medical  Service, 
and  no  further  comment  in  this  report  is  necessary. 

Respectfully  submitted, 

James  Raglan  Miller,  m.d. 
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SPECIAL  NOTICES 


CONVENTION  OF  MILITARY  SURGEONS 

The  Association  of  Military  Surgeons  of  the  United  States 
will  hold  its  51st  annual  convention  in  Philadelphia  at  the 
Bellevue-Stratford  Hotel  October  21-23,  inclusive,  according 
to  an  announcement  by  association  officers. 

The  three  day  convention  will  assemble  doctors  from  all 
the  current  war  fronts  where  United  States  forces  are  fight- 
ing, and  from  the  great  base  hospitals  where  rehabilitation  of 
the  wounded  is  in  progress.  They  will  bring  with  them 
information  on  the  latest  techniques  of  wartime  medicine 
and  surgery.  Numerous  forum  lectures,  practical  demon- 
strations, moving  pictures  and  teaching  panels  are  planned 
to  present  the  wealth  of  data  to  the  convention. 

Honorary  chairman  of  the  convention  this  year  is  Rear 
Admiral  Ross  T.  Mclntire,  Surgeon  General  of  the 
Navy.  The  general  chairman  is  Captain  Joseph  A.  Biello, 
MC — USN,  who  is  District  Medical  Officer  of  the  Fourth 
Naval  District. 

The  vice-chairmen  are  Brigadier  General  George  F.  Lull, 
USA,  of  Washington,  D.  C.,  and  Commander  E.  L.  Bortz, 
MC — USNR,  of  Philadelphia.  Members  of  the  executive 
committee  for  the  convention  include  Captain  R.  H.  Lan- 
ing,  MC — USN;  Dr.  Stanley  P.  Reimann,  Dr.  Gilson  Colby 
Engle,  Commander  J.  L.  Tinney,  USNR,  and  Dr.  A.  New- 
ton Richards. 

National  officers  of  the  association  are  as  follows: 

President,  Captain  William  L.  Mann,  MC — USN,  National 
Naval  Medical  Center,  Bethesda,  Md.;  first  vice-president. 
Col.  Lucius  A.  Salisbury,  MC,  New  York  National  Guard; 
second  vice-president,  Assistant  Surgeon  General  Warren 
F.  Draper,  USPHS;  third  vice-president,  Col.  Edgar  Erskine 
Hume,  MC — USA;  fourth  vice-president,  Col.  Irvin  Abel, 
MC — USA;  fifth  vice-president.  Dr.  Martin  L.  Cooley, 
Veteran’s  Administration;  secretary,  Col.  James  M.  Phalen, 
(Ret) USA,  and  executive  secretary,  Stuart  E.  Womeldorph. 


MICHAEL  REESE  HOSPITAL 
Cardiovascular  Department 
Offers  a Full  Time  Intensive  Course  in 
Electrocardiography 

Two  Weeks — August  16-August  28,  1943 
by  Dr.  Louis  N.  Katz,  Director  of  Cardiovascular  Research 

This  is  an  intensive  course  offered  to  the  general  practi- 
tioner. There  will  be  practice  on  several  electrocardio- 
graphic machines  and  discussion  of  the  principles  of  their 
construction  and  use.  There  will  be  sessions  on  interpreta- 
tions of  electrocardiograms  illustrated  by  lantern  slides,  and 
practice  by  the  student  with  unknown  records.  Routine 
records  taken  during  the  time  of  the  course  will  be  dis- 
cussed. Emphasis  will  be  placed  on  chest  leads  and  on  the 
importance  of  the  electrocardiogram  in  coronary  sclerosis 


and  myocardial  infarction.  The  mechanism  and  interpretation 
of  heart  irregularities  will  be  developed. 

As  group  and  individual  instruction  will  be  given,  the 
course  is  open  to  both  the  beginning  and  advanced  student 
in  Electrocardiography.  It  is  planned  to  individualize  the 
course  so  that  at  the  end  of  the  period  each  student  will  be 
capable  of  taking  and  properly  interpreting  electrocardio- 
grams. In  order  to  accomplish  this  purpose  the  class  will  be 
limited  in  number.  It  is  imperative,  therefore,  that  reserva- 
tions be  made  early. 

Reservations  may  be  made  upon  receipt  of  $10  which  will 
be  applied  on  the  tuition  An  hourly  program  of  the  course 
will  be  sent  on  request. 

For  further  information  address:  Michael  Reese  Hospital, 
Cardiovascular  Department,  29th  and  Ellis  Avenue,  Chicago, 
Illinois. 


APPEAL  FOR  DRUGS  AND  INSTRUMENTS 

I o help  the  Medical  and  Surgical  Relief  Committee  of 
America  continue  its  vital  work  of  providing  emergency 
medical  kits  to  Coast  Guard  patrol  boats  and  Navy  sub- 
chasers, an  urgent  appeal  for  drugs  and  instruments  has  been 
issued  by  the  Committee  to  surgeons,  physicians,  and  medi- 
cal supply  houses. 

Among  the  items  sorely  needed  to  equip  the  emergency 
kits  are  artery  clamps,  splinter  forceps,  scalpels,  probes, 
grooved  directors,  sulfadiazine  tablets,  sulfadiazine  ointment 
5%,  sulfathiazole  tablets,  and  sterile  shaker  envelopes  of 
crystalline  sulfanilamide.  Any  other  spare  medicines  or  sur- 
gical instruments  are,  of  course,  equally  welcome. 

Specially  designed  for  sub-chasers  and  patrol  boats,  the 
medical  kit  is  a small  portable  case  filled  with  essential 
medications  and  emergency  instruments.  It  is  complete 
enough  to  cover  accident  and  war  casualties  until  the  ship 
reaches  a base  hospital.  Many  of  these  small  craft  carry  a 
considerable  complement  of  men,  including  often  a pharma- 
cist’s mate.  Appreciative  letters  from  their  officers  to  the 
Committee  indicate  that  the  kit  is  a vital  adjunct  to  the  ship’s 
equipment.  This  project  represents  an  invaluable  service  not 
undertaken  by  any  other  organization.  The  Medical  and 
Surgical  Relief  Committee  of  America,  conducted  for  nearly 
3 years  by  a nationwide  group  of  distinguished  physicians, 
has  distributed  over  a half-million  worth  of  medical  and 
surgical  supplies,  concentrated  foods  and  vitamins  to  the 
people — civilian  and  fighting — of  the  United  Nations. 

Along  with  medical  equipment,  the  patrol  boat  and  sub- 
chaser emergency  kit  contains  a simple  fishing  outfit,  pre- 
pared bait,  signalling  mirrors,  ready  to  be  used  in  time  of 
disaster  when  the  crew  must  resort  to  life  rafts. 

Please  send  your  contributions  to  Medical  and  Surgical 
Relief  Committee  of  America,  420  Lexington  Avenue,  New 
York,  N.  Y. 


OBITUARIES 
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OBITUARIES 

Almon  W.  Pinney 
1877  - 1942 

Almon  W.  Pinney  was  born  in  Unionville,  Con- 
necticut, on  March  31,  1877.  His  parents  were 
William  W.  and  Emma  (Searle)  Pinney.  He  re- 
ceived his  elementary  education  in  the  public  schools 
of  his  birthplace  and  continued  his  studies  at 
Hahnemann  Medical  College  from  which  institution 
he  graduated  in  1900.  This  was  followed  by  an 
internship  at  the  Grace  Hospital,  New  Haven, 
Connecticut. 

Dr.  Pinney  began  the  practice  of  medicine  in 
Norfolk,  Connecticut,  in  1902  and  remained  to  serve 
this  community  for  forty  years  until  his  sudden 
death  on  December  11,  1942,  at  the  age  of  sixty- 
five.  He  was  a modest  man  of  retiring  nature  but 
matters  of  community  interest  received  his  full 
support. 

In  1912  he  married  Clara  Clark,  who  at  that  time 
was  a teacher  at  the  Robbins  School. 

Dr.  Pinney  practiced  medicine  in  a community 
steeped  in  the  Welch  tradition.  In  the  days  before 
modern  roads  and  the  automobile  he  was  the  owner 

:d  lover  of  magnificent  horses.  He  was  a member 
of  the  Episcopal  Church,  the  Litchfield  County 
Choral  Union,  the  Litchfield  County  University 
Club,  the  Norfolk  Visiting  Nurse  Association,  the 
Litchfield  County  Medical  Association  and  the 
Connecticut  State  Medical  Society. 

Dr.  Pinney  was  appointed  Medical  Examiner  in 
1932  and  served  to  his  death  in  1942. 

Frank  D.  Ursone,  m.d. 

William  Cogswell  Clarke 
1872  - 1943 

William  Cogswell  Clarke  was  born  in  Tenafly, 
New  Jersey,  July  2,  1872.  He  died  suddenly  and  un- 
expectedly of  a coronary  occlusion  at  his  own  fire- 
side the  evening  of  February  14,  1943-  leaving  a 
wife,  two  sons,  one  daughter,  no  money,  and  more 
friends  than  any  one  man  is  entitled  to.  His  father, 
Stephen  Greeley  Clarke,  a native  of  New  Hamp- 
shire, was  one  of  the  prominent  New  York  lawyers 
of  his  day,  specializing  in  Customs  Law.  His  mother, 
Lydia  Mason  Wight,  also  a native  of  New  Hamp- 


shire, was  the  daughter  of  Dr.  Nahum  Wight,  who 
for  over  fifty  years  practised  medicine  and  taught 
medical  students  with  equal  distinction  in  Gilman- 
ton,  New  Hampshire.  Two  of  the  bodies  dissected 
by  these  students  in  1830  are  still  in  a good  state  of 
preservation  in  Dr.  Clarke’s  carpenter  shop  in  Corn- 
wall, where  they  are  known  as  Mehetabel  and  Long 
John.  With  all  this  New  Hampshire  blood  in  his 
veins,  Dr.  Clarke  considered  himself  a full  blooded 
New  Hampshire  Yankee,  insisting  that  his  birth  in 
New  Jersey  was  purely  a geographical  accident. 
For  many  years  he  drove  the  family  by  horse  and 
wagon  on  an  annual  pilgrimage  to  Gilmanton  from 
Tenafly.  Every  tree  along  the  roadside  was  his 
friend,  and  he  always  suffered  when  the  new  roads 
came  and  removed  them.  On  his  last  trip  a skunk, 
very  ill  with  septicemia  contracted  from  his  ticks, 
walked  up  to  Dr.  Clarke  seeking  aid.  The  skunk  was 
taken  on  as  a patient  and  nursed  until  he  died  several 
days  later  without  once  abusing  his  hospitality. 

The  early  part  of  Dr.  Clarke’s  formal  education 
was  obtained  in  private  schools  in  New  Jersey.  For 
a period  of  about  one  year  he  attended  Columbia 
College  with  the  class  of  1893.  Dame  Fortune  proved 
a much  more  fascinating  study  than  any  in  the 
curriculum,  and  he  retired  from  the  college  with  no 
regrets  on  either  side.  The  next  few  years  were  spent 
in  Tenafly,  building  boats,  collecting  all  sorts  of 
animals  and  birds  for  his  long  suffering  mother  to 
take  care  of,  fishing  and  hunting,  reading  his  father’s 
large  collection  of  books,  and  running  a truck  gar- 
den, the  products  of  which  he  delivered  daily  to 
the  downtown  markets  of  New  York.  In  the  mean- 
time his  brother  Edward  had  become  a busy  and 
successful  practitioner,  and  heredity  and  environ- 
ment became  too  strong  even  for  the  pull  of  nature 
and  the  soil.  Having  once  made  up  his  mind  to  study 
medicine,  no  mere  lack  of  academic  preparation 
could  stop  him.  A personal  interview  with  the  State 
Board  and  the  Dean  convinced  them  that  he  had  the 
necessary  intellectual  background  and  ability,  and 
in  spite  of  the  dire  predictions  of  his  former  teach- 
ers at  Columbia,  he  entered  the  College  of  Physicians 
and  Surgeons  with  the  class  of  1899. 

Into  the  study  of  medicine  he  plunged  with  all 
the  enthusiasm  of  his  vigorous  nature.  In  after  life, 
when  the  students  talked  about  the  hard  work  that 
was  their  lot,  he  never  knew  what  they  meant.  It 
was  fun  for  him  from  start  to  finish,  and  when  he 
walked  off  with  the  coveted  New  York  Hospital 
surgical  internship,  his  Columbia  teachers  had  no 
recollection  of  their  predictions.  In  the  hospital  he 
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served  under  Dr.  Weir  and  Dr.  William  T.  Bull, 
just  at  the  beginning  of  the  rubber  glove  era  and 
before  the  days  of  the  mask.  He  organized  the  first 
follow-up  clinics  at  the  New  York  Hospital.  His 
next  internship  was  at  St.  Mary’s  Free  Hospital  for 
Children,  at  the  end  of  which  he  opened  an  office 
for  private  practice  and  began  working  in  the  Hud- 
son Street  Dispensary  and  the  Roosevelt  Hospital 
Surgical  Clinic.  Here  he  was  associated  with  about 
as  fine  a group  of  minds  as  ever  were  gathered  into 
a working  unit.  Dr.  Joseph  A.  Blake  was  Professor 
of  Surgery  and  headed  the  surgical  staff  of  Roose- 
velt, with  Walton  Martin  as  chief  of  clinic,  and 
Adrian  Lambert,  Eugene  Pool,  Leonard  Ely,  Percy 
Turnure,  Carlton  Flint  and  W.  C.  Clarke  took  care 
of  the  patients  and  argued  over  the  diagnoses,  often 
far  into  the  night.  Utter  frankness  prevailed  and 
became  a habit  with  most  of  them.  Compared  with 
the  clinics  and  the  fun  of  teaching,  private  practice 
never  interested  Dr.  Clarke  greatly.  He  was  too  kind 
to  earn  his  living  from  the  misfortunes  of  others,  and 
teaching  always  seemed  more  constructive  to  him 
than  practice.  Therefore,  when  Dr.  Blake  offered 
him  a full  time  job  as  surgical  pathologist,  which 
included  teaching  surgery  and  also  kept  him  in 
touch  with  patients  clinically,  he  accepted  it  and 
began  the  real  work  of  his  life. 

In  those  days  plenty  was  known  about  so  called 
plate  pathology— the  study  of  tissues  extracted  from 
the  dead,  who  no  longer  had  any  use  for  them  or 
any  claim  on  them.  The  study  of  living  tissues  and 
of  tissue  extracted  from  the  living  was  just  being 
developed.  In  Dr.  Clarke’s  laboratory  all  the  surgical 
specimens  of  Roosevelt  and  Presbyterian  Hospitals 
were  studied  by  him  and  his  associates.  He  never 
allowed  those  who  worked  under  him  to  be  called 
assistants,  and  he  never  referred  to  “my”  laboratory, 
but  always  to  “our”  laboratory.  The  late  Dr.  Blake 
told  the  writer  that  he  attributed  much  of  his  suc- 
cess in  surgery  to  the  genius  of  Bill  Clarke  in 
diagnosing  the  lesions  and  to  his  judgment  at  the 
operating  table  in  deciding  how  much  tissue  should 
be  removed.  To  convey  some  idea  of  the  funda- 
mental principles  of  surgery  to  all  the  students  for 
the  next  twenty-five  years  was  the  task  which  P.  & 
S.  assigned  to  Bill,  as  he  was  known  to  all  his  asso- 
ciates and  students. 

Second  Year  Surgery  promptly  became  the  most 
famous  as  well  as  the  most  stimulating  and  instruc- 
tive course  in  the  entire  Medical  School.  It  is  wronq 
to  call  it  a course.  It  was  an  intellectual  experience, 


shared  by  teachers  and  students  alike.  It  was  unique; 
and  unforgetable.  No  attendance  was  taken,  no 
examinations  given,  there  were  almost  no  absences, 
and  there  were  always  students  in  the  laboratory 
doing  extra  work  because  they  were  too  interested 
to  stop.  Someone  was  always  objecting  to  some 
statement  of  Dr.  Clarke’s  on  the  ground  that  the 
Professor  of  Anatomy  or  Pathology  disagreed  with 
him,  and  the  argument  always  ended  the  same  way: 
“If  you  will  go  and  look  at  the  sections  over  there 
in  that  box,  you  will  find  out  what  nature  says  about 
it,  and  there  is  nothing  I can  do  to  change  it.”  How 
most  of  the  other  departments  hated  Second  Year 
Surgery!  Bill  was  always  a thorn  in  the  flesh  of  the 
complacent,  and  his  socratic  method  of  teaching, 
acquired  from  long  association  with  his  father,  irri- 
tated many  a possessor  of  a Phi  Beta  Kappa  key' 
who  knew  too  much  to  be  able  to  learn  any  more. 
George,  the  keeper  of  the  coat  room,  used  to  spot 
this  type  in  their  first  year  and  warn  them— “Yes, 
you  think  you  are  pretty  good  because  you  can 
learn  anatomy  and  chemistry.  You  just  wait  till  Bill 
Clarke  gets  you  next  year!”  Twenty  years  after,  Bill 
would  receive  letters  from  these  men  telling  him 
how  much  they  had  come  to  appreciate  his  teach- 
ings  after  they  grew  up,  and  how  his  questioning 
of  authority  had  helped  in  their  development.  Tied . 
in  with  the  course  in  Second  Year  Surgery  were  a 
laboratory  and  operating  room  for  experimental 
surgery  open  to  any  one  who  could  convince  the 
Director  that  he  had  integrity  and  sincerity  of  pur-  1 
pose.  Mamie  O’Brien,  who  presided  over  the  oper- 
ating room  and  looked  after  the  animals  and  pos- 
sessed  the  courage  of  her  convictions,  used  to  say 
that  there  were  three  kinds  of  people  who  came 
there  to  work— those  who  wanted  to  prove  them- 
selves right,  those  who  wanted  to  prove  someone 
else  wrong,  and  those  who  wanted  to  learn  the 
truth.  From  this  statement  the  Director  gathered 
that  his  estimates  of  character  were  frequently  I 
wrong!  He  had  a tiny  triangular  office  situated  be- 
hind his  amphitheater  at  the  top  of  five  long  flights 
of  stairs,  just  big  enough  to  hold  a desk,  two  chairs, 
and  a great  assortment  of  books  and  papers  in 
“orderly  disarray.”  It  must  have  been  orderly,  for 
the  owner  could  always  find  what  he  was  looking 
for.  The  disarray  was  in  the  eye  of  the  beholder. 
To  this  eyrie,  for  counsel,  comfort,  companionship 
or  inspiration  a constant  stream  of  doctors  came. 
Apparently  they  found  what  they  sought,  for 
almost  always  they  came  again.  Hospital  appoint- 
ments, professorships,  research  problems,  marriages, 


personal  problems  of  every  kind,  were  discussed 
and  decided  in  that  room.  No  one  ever  had  an  ap- 
pointment. They  just  came  and  felt  sure  of  a wel- 
come. In  between  working  and  teaching  and  talk- 
ing and  fishing  and  running  his  farm  and  building 
houses,  Dr.  Clarke  wrote  a book.  He  called  it  Sur- 
gical Pathology,  but  it  embraced  the  dynamics  of 
life  and  of  all  living  tissues.  It  was  a monumental 
work,  but  was  never  published  because  it  was  not 
perfect. 

He  was  never  a “joiner.”  His  invitation  to  be  a 
charter  member  of  the  American  College  of  Sur- 
geons went  swiftly  into  the  waste  basket.  The  only 
organization  he  belonged  to  besides  the  New  York 
Academy  of  Medicine  and  the  County  Society  was 
the  Surgical  Research  Society. 

After  P.  & S.  moved  into  its  marble  palace  on 
1 68th  Street  it  was  less  homelike,  and  with  the 
increase  in  the  size  of  the  buildings  the  size  of  some 
of  the  occupants’  minds  seemed  to  dwindle,  and 
their  vision  became  blurred.  Petty  jealousies  crept 
in.  The  little  mice  began  to  gnaw  at  perhaps  the 
only  outstanding  educator  in  their  midst,  with  that 
instinct  for  leveling  so  inherent  in  man.  The 
duodenal  ulcer  which  had  tortured  him  off  and  on 
for  years,  became  activated  along  with  all  the  other 
unhappinesses,  and  in  1929  Dr.  Clarke  resigned  his 
professorship  of  Experimental  Surgery  and  moved 
to  Cornwall,  Connecticut.  Here  he  planned  and 
built  a fireproof  house,  much  of  it  with  his  own 
hands,  the  architecture  of  which  was  declared  by 
his  friends  to  be  early  surgical.  Many  prophesied 
loneliness  for  their  former  teacher,  but  a hundred 
miles  proved  no  more  of  a deterrent  than  five  flights 
of  stairs.  They  came  in  droves,  and  came  again,  and 
the  leisure  in  which  he  planned  to  write  his  book 
perfectly  never  materialized.  In  1935  he  obtained  a 
license  to  practise  in  Connecticut,  and  from  then 
until  the  day  of  his  death  he  practised  surgery  and 
did  the  surgical  pathology  of  the  Sharon  Hospital. 
He  was  especially  interested  in  the  repair  of  acci- 
dental wounds  and  fractures.  Although  he  did  gen- 
eral surgery,  he  was  too  much  a naturalist  to  enjoy 
the  removal  of  any  part  of  the  human  anatomy. 

It  is  impossible  to  capture  in  words  a character  as 
dynamic  as  Bill  Clarke’s  and  pin  it  on  a printed 
page.  He  was  never  still.  He  had  tremendous  drive 
and  intellectual  power,  and  he  had  a mind  of  en- 
cyclopedic versatility.  He  could  have  been  a skilled 
architect,  builder,  plumber,  carpenter,  stone  mason, 
lawyer,  naturalist.  Thank  fortune  he  chose  teaching. 


Yet  he  was  a simple  person,  delighting  in  the  simple 
things  of  life.  He  was  a friend  of  all  honest  men  and 
a fierce  and  uncompromising  foe  of  everything  dis- 
honest. He  appeared  not  to  know  the  meaning  of 
physical  fear  or  moral  cowardice.  His  religion  was 
equity— equity  in  all  his  relationships  with  man  or 
beast.  He  had  a delicate  sense  of  humor,  and  he  was 
kind.  Many  men  have  some  or  all  these  qualities,  but 
he  had  two  others  which  are  rare  except  in  the  very 
young.  He  never  lost  his  ability  to  be  horrified  by 
evil,  never  learned  to  shrug  his  shoulders  and  call  it 
part  of  life,  and  he  never  lost  a sense  of  humble 
wonder  at  Nature’s  miracles,  however  manifested. 
Lucky  man! 

Josephine  Evarts,  m.d. 


OUR  NEIGHBORS 

Massachusetts 

The  New  England  Journal  of  Medicine  reports 
an  operating  deficit  of  $17,550  for  1942.  This  repre- 
sents $3.43  per  member  of  the  Massachusetts  Medi- 
cal Society. 

Harvard  University  has  reduced  its  program  in 
the  new  school  of  dental  medicine  from  five  years, 
as  set  in  1940,  to  four  academic  years,  or  three  calen- 
dar years  under  the  accelerated  wartime  schedule. 
Originally  the  plan  provided  for  the  award  of  both 
the  m.d.  and  the  d.m.d.  degree  to  those  completing 
the  five  year  course.  Under  the  new  arrangement 
students  will  receive  the  d.m.d.  degree  only  on  com- 
pletion of  the  accelerated  course  and  those  success- 
fully completing  this  course  will  be  permitted  to 
register  subsequently  in  the  medical  shool  and  qual- 
ify for  the  m.d.  degree  on  completion  of  one  and  a 
half  additional  academic  years  or  one  additional 
calendar  year  in  the  medical  school. 

Rhode  Island 

Murray  S.  Danforth  of  Providence,  Rhode  Island, 
was  elected  president  of  the  Rhode  Island  Medical 
Society  on  June  2.  Two  days  later  he  suddenly 
passed  away.  We  sincerely  regret  the  loss  of  this 
medical  statesman  to  our  neighboring  state  society. 

It  is  a pleasure  to  note  in  these  columns  the  ap- 
pointment of  Air.  John  Farrell,  executive  secretary 
of  the  Providence  Medical  Association  to  a similar 
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position  with  the  Rhode  Island  Medical  Society. 
Mr.  Farrell  will  continue  his  former  duties  with  the 
Providence  Association  and  in  addition  will  become 
managing  editor  of  the  Rhode  Island  Medical  Jour- 
nal. His  success  with  the  city  association  forecasts 
a wider  field  of  usefulness  and  accomplishment  in 
his  new  duties. 


NEWS 

from  County  Associations 

Fairfield 

The  regular  monthly  meeting  of  the  Bridgeport 
Medical  Society  was  held  on  Tuesday,  June  i,  at 
the  University  Club.  The  speaker  of  the  evening  was 
James  Dingwall  of  the  New  York  Hospital,  New 
York  City.  He  spoke  on  “Modern  Concepts  in  the 
Treatment  of  Burns.” 

Hartford 

Returns  at  mid-June  showed  a total  of  $3,480,000 
toward  the  total  $5,000,000  building  fund  of  the 
Hartford  Hospital.  Business,  industrial  and  com- 
munity committees  have  been  selected  and  are  being 
organized  to  further  the  drive  for  funds. 

Latest  advice  from  Washington  point  to  the  fact 
that  the  need  for  hospital  beds  in  Hartford  has  war- 
ranted reconsideration  of  the  pleas  to  increase  the 
facilities  of  both  the  Municipal  and  Mt.  Sinai  Hos- 
pitals. 

New  Haven 

An  excellent  discussion  of  the  Cocoanut  Grove 
Fire  was  presented  by  the  Boston  City  Hospital 
group  at  the  New  Haven  Medical  Society’s  last 
meeting  in  May.  A critical  analysis  of  the  cases 
studied  at  Boston  City  Hospital  were  reviewed  by 
Doctors  Lund,  Taylor  and  Levinson.  These  three 
speakers  presented  not  only  the  clinical  treatment, 
but  the  laboratory  conclusions  reached  in  the  badly 
burned  cases  from  the  Cocoanut  Grove  Disaster. 

Four  members  were  added  to  the  New  Haven 
Medical  Society  at  the  last  meeting  on  June  2.  They 
were  Grace  Gillis,  Morris  GranofF,  Robert  Low- 
man  and  Kirby  S.  Howlett. 


New  London 

On  June  3 a most  interesting  meeting  was  held 
at  Uncas-on-Thames  at  which  Oliver  Cope  of  Bos-: 
ton  gave  a very  comprehensive  and  vivid  portrayal 
of  the  recent  Cocoanut  Grove  fire.  A large  attend- 
ance greeted  Dr.  Cope  and  all  were  amply  repaid 
by  his  instructive  and  interesting  story.  This  will  be 
the  last  meeting  for  the  New  London  County  Asso- 
ciation until  October. 


News  from  Yale  University 
School  of  Medicine 

A ale  University  School  of  Medicine  is  one  of  six 
North  American  medical  schools  to  receive  a grant 
from  the  American  Foundation  for  Tropical  Medi- 
cine, Inc.,  during  the  first  quarter  of  1943.  These 
grants,  made  possible  by  contributions  and  pledges 
for  the  current  year  of  $60,100  by  nineteen  Ameri- 
can Corporations,  are  being  used  to  strengthen 
teaching  or  research  programs  in  tropical  medicine 
and  parasitology  at  the  various  schools.  T he  Founda- 
tion’s program,  adopted  at  the  annual  meeting  of 
members  in  January,  calls  for  the  collection  and 
disbursement  of  $100,000  among  medical  schools 
and  scientific  journals  and  for  special  projects  which 
fall  within  the  scope  of  the  Foundation’s  activities. 
The  grant  to  Yale  is  for  the  purpose  of  supplement- 
ing salaries  of  teachers  and  laboratory  assistants  in 
order  to  expand  Tropical  Medicine  Teaching. 

William  T.  Salter,  chairman  of  the  Department 
of  Pharmacology  at  Yale  University  School  of 
Medicine  and  former  assistant  professor  of  medicine 
at  Harvard  Medical  School,  was  the  principal  speak- 
er at  the  June  meeting  of  the  Connecticut  Associa- 
tion for  the  Advancement  of  Professional  Pharmacy 
held  in  New  Haven.  Dr.  Salter  spoke  on  “Trends 
in  Modern  Pharmacotherapy,”  describing  the  ad- 
vancement in  drug  standardization  attained  through 
modern  research  as  carried  on  in  his  department  at 
Yale. 

At  the  same  meeting  the  Association  memorialized 
the  late  J.  Leon  Lascoff,  former  president  of  the 
American  Pharmaceutical  Association,  by  the  pre- 
sentation of  a plaque.  Dr.  Lascoff  was  instrumental 
in  founding  the  Connecticut  Association  for  the 
Advancement  of  Professional  Pharmacy.  Mr.  John 
J.  Dugan,  chairman  of  the  Association,  announced 
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that  the  memorial  to  Dr.  Lascoff  would  be  continued 
by  the  establishment  of  a research  foundation  in 
Connecticut,  whereby  outstanding  men  in  medicine 
and  pharmacy  would  present  lectures  for  the  ad- 
vancement of  pharmacy. 

NEW  BOOKS  IN  REVIEW 

MANUAL  OF  INDUSTRIAL  HYGIENE  AND  MED- 
ICAL SERVICE  IN  WAR  INDUSTRIES.  Issued  under 
the  auspices  of  the  Committee  on  Industrial  Medical 
Sciences  of  the  National  Research  Council,  and  prepared 
by  the  Division  of  Industrial  Hygiene,  National  Institute 
of  Health,  United  States  Public  Health  Service.  Edited 
by  William  M.  Gafafer,  d.sc.  508  pp.  20  illustrations. 
Philadelphia:  W.  B.  Saunders  Company.  1943.  $3.00. 

Reviewed  by  Martin  I.  Hall 

This  manual  is  the  outcome  of  a request  by  the  National 
Research  Council  who  recognized  the  need  for  such  a 
compact  text  covering  medical  and  engineering  industrial 
hygiene  for  those  neophytes  entering  this  field  for  the  first 
time  and  also  for  the  industrial  specialists  who  must  keep 
abreast  of  changed  health  conditions  in  industries  converted 
to  war  purpose.  Sixteen  contributors,  all  nationally  recog- 
nized in  their  respective  fields,  have  provided  twenty-four 
concise  yet  clear  and  authoritative  chapters.  Detailed  pre- 
sentations are  omitted  in  many  instances  for  reasons  of 
compactness  but  the  bibliography  following  most  chapters 
provides  ample  reference  material  for  those  desiring  further 
elaboration  on  a specific  subject. 

The  contents  are  divided  into  three  parts — the  first  sec- 
tion deals  verv  effectively  with  Organization  and  Operation 
of  Facilities.  In  these  chapters  are  discussed  the  important 
problems  relating  to  organization  of  plant  medical  depart- 
ments, nursing  and  dental  services,  and  the  war’s  influence 
on  industrial  hygiene. 

The  second  part  presents  pertinent  aspects  of  prevention 
and  control  of  disease  in  industry.  These  remarks  are  very 
timelv  and  should  receive  serious  consideration  by  in- 
dustrial physicians  and  particularly  that  new  group  entering 
the  industrial  medical  field  as  a new  venture  and  who  are 
not  well  acquainted,  if  at  all,  with  the  purely  medical  and 
preventive  aspects  of  this  specialty. 

The  employment  of  substandard  workers  and  women 
during  this  emergency  has  measurably  increased  placement 
problems  and  absenteeism.  They  are  real  problems  and  not 
easily  solved  because  of  the  many  and  varied  ramifications. 
Part  three  of  the  manual  is  devoted  to  these  subjects  and 
should  evoke  considerable  useful  thought,  discussion  and 
action. 

It  is  no  idle  recommendation  when  one  suggests  that  this 
manual  should  find  its  way  into  every  medical  department 
and  physician’s  office  concerned  with  our  nation’s  human 
power  on  the  industrial  front.  Our  civilian  workers  must 
be  used  to  their  greatest  advantage  in  industry  with  the 


least  possible  harm  to  health  arising  therefrom.  Only  through 
postgraduate  study  and  acquaintance  with  the  literature  in 
t his  field  can  the  physicians  serving  industry  hope  to  render 
their  best  service  in  attaining  this  end. 

GETTING  THERE.  A Text-Book  in  Zoology  in  the 
form  of  a Poem  with  Pen  and  Ink  Sketches.  By  Robert 
M.  Yergason,  m.d.,  f.a.c.s.  West  Hartford:  Mrs.  A.  R.  C. 
Yergason.  1943.  40  pp.  $1.00. 

Reviewed  by  Stanley  B.  Weld 

I o the  busy  physician  who  can  find  respite  in  a hobby 
is  afforded  just  that  much  more  of  happiness  and  satisfaction 
in  this  busy  work-a-day  world.  Dr.  Yergason  has  long  been 
a student  of  comparative  anatomy  and  zoology.  To  this 
attainment  the  author  lias  now  added  that  of  a poet  and  an 
artist  and  with  these  accomplishments  he  presents  to  the 
reader — student,  physcian,  or  merely  homo  sapiens — an  at- 
tractively illustrated  book  of  verse  depicting  the  develop- 
ment of  the  invertebrates  and  the  vertebrates.  The  format 
with  a blank  page  opposite  each  printed  one  permits  the 
reader  to  make  his  own  contributions,  a method  followed  by 
that  eminent  pathologist,  the  late  William  T.  Councilman. 

PRINCIPLES  AND  PRACTICE  OF  WAR  SURGERY. 
By  J.  Trueta,  m.d..  Formerly  director  of  Surgery,  General 
Hospital  of  Catalonia,  University  of  Barcelona;  Assistant 
Surgeon  (E.M.S.),  Wingfield-Morris  Orthopaedic  Hos- 
pital, Oxford;  Acting  Surgeon-in-Charge,  Accident  Serv- 
ice, Radcliffe  Infirmary,  Oxford.  With  introduction  by 
Owen  H.  Wangensteen,  m.d.  C.  V.  Mosby  Co.:  St.  Louis. 
1933.  441  pp.  144  text  illustrations.  $6.50. 

Reviewed  by  K.  W.  Thompson 

One  of  the  many  surprising  developments  of  the  recent 
Spanish  War,  happily  a pleasant  surprise,  was  the  first  report 
of  Trueta’s  methods  for  treating  war  wounds.  He  now 
states,  “the  immediate  reaction  was  one  of  skepticism.  This 
did  not  surprise  me,  for  I had  seen  the  same  reaction  among 
my  fellow  country  . . . and  among  the  French  surgeons 
in  1939.” 

“I  can  only  urge  those  surgeons  who  are  still  averse  to 
encasing  wounded  limbs  in  plaster,  preferring  methods  which 
permit  of  daily  examination  of  the  wound,  to  try  the  treat- 
ment for  themselves,  and  accept  the  evidence  of  their  own 
results.” 

Trueta’s  purpose  in  writing  the  present  volume  was  to 
describe  his  procedures  in  detail  and  to  supplement  the 
clinical  material  with  scientific  data  to  explain  the  basis  of 
his  methods.  He  has  succeeded  in  presenting  an  easily  read- 
able and  up-to-date  account  of  the  principles  of  wound 
healing,  bacteriology,  chemotherapy,  and  surgery  as  applied 
to  war  wounds.  There  is  discussion  of  other  interesting 
practical  topics  that  in  war  cannot  help  but  be  valuable 
because  of  the  author’s  wide  experience.  The  five  essentials 
of  his  methods  are: 

1)  Prompt  surgical  treatment.  This  refers  to  the  time 
elapsing  from  injury  to  definitive  treatment. 

2)  Cleansing  of  the  wound.  This  includes  the  use  of 
chemotherapy  locally. 

3)  Excision  of  the  wound.  “.  . . is  the  keystone  of  the 
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whole  technique  and  the  factor  which  permits  the  applica- 
tion of  a closed  plaster." 

4)  Provision  of  drainage. 

5)  Immobilization  in  a plaster-of-Paris  cast. 

Tlic  series  of  books  on  War  Surgery  by  Trueta,  of  which 
this  American  edition  is  the  latest,  represents  a milestone  in 
war  surgery,  and  in  these  days  should  he  read  by  all  physi- 
cians, particularly  the  younger  ones  who  soon  will  be  faced 
with  these  problems.  The  Spanish  War  has  been  called  the 
“dress  rehearsal”  of  the  present  World  War,  and  we  have 
Trueta  to  thank  for  his  foresight  in  making  known  his 
experiences  early  enough  to  he  of  advantage  to  the  wounded 
of  this  war.  The  principles  he  used  so  successfully  were 
not  new,  but  what  was  new  was  the  simple  system  based 
on  these  principles  that  worked  so  well  with  the  meagre 
equipment  that  he  had.  With  improvement  of  supplies  and 
perfection  of  method  still  greater  progress  was  later 
achieved. 

NEUROLOGY.  (Third  Edition.)  By  Roy  R.  Grinker, 
m.d.,  Chairman,  The  Department  of  Neuropsychiatry  of 
the  Michael  Reese  Hospital.  Chicago:  Charles  C.  Thomas. 
1 943.  XII,  . 136  pp.  416  figures.  $6.50  postpaid. 

Reviewed  by  Harry  M.  Zimmerman 
This  text  well  merits  the  popularity  it  has  enjoyed  since 
the  first  edition  was  published  in  1934.  To  help  orient  the 
beginner  in  this  special  field  of  medicine  brief  discussions 
are  given  of  the  embryologic  development,  the  anatomic 
structure  and  the  physiology  of  the  nervous  system.  These 
introductory  chapters,  as  well  as  one  on  general  pathologic 


considerations,  are  of  especial  value  in  bridging  the  gap  be- 
tween the  basic  sciences  of  neurology  and  the  clinical  mani- 
festations of  nervous  system  disorders.  Indeed,  the  central 
idea  which  underlies  this  book  is  the  correlation  of  function, 
structure  and  symptomatology. 

Anatomically  related  neurologic  conditions  are  grouped 
together  for  discussion.  Thus,  for  example,  there  are  chap- 
ters on  The  Vegetative  Nervous  System,  The  Cerebrum 
and  the  Extrapyramidal  Motor  System.  Etiologically  similar 
nervous  disorders,  such  as  inflammatory'  and  infectious 
diseases,  degenerative  conditions  and  neurosyphilis,  also  re- 
ceive group  treatment.  A valuable  chapter  on  brain  tumors 
has  been  contributed  to  this  volume  by  Paul  C.  Bucy\  Two 
additional  features  deserve  mention.  One  is  the  excellent 
quality  of  the  many  illustrations  and  diagrams;  the  other  is 
the  detailed  descriptions  of  the  pathologic  changes. 

THE  MARCH  OF  MEDICINE.  The  New  York  Academy 
of  Medicine  Lectures  to  the  Laity,  1942.  New  York: 
Columbia  University  Press.  1943.  217  pp.  $2.50. 

Reviewed  by  Stanley  B.  Weld 

The  New  York  Academy  of  Medicine  in  this  volume 
makes  accessible  the  seventh  in  the  series  of  “Lectures  to 
the  Laity.”  These  Lectures  have  been  given  for  the  purpose 
of  stimulating  interest  in  health  matters  and  to  furnish  fac- 
tual information,  not  too  much  of  the  “spoonfed”  variety'. 
This  particular  volume  deals  with  the  relative  importance 
of  heredity  and  environment.  It  strives  to  present  in 
language  adapted  to  the  laity  a discussion  of  the  processes 
through  which  the  impact  of  experience  on  inherited  mate- 
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rial  has  made  possible  our  ability  to  live  healthfully  in  spite 
of  environmental  vicissitudes.  The  Lectures  are  not  alto- 
gether lay  in  expression,  yet  not  too  academic  to  be  readily 
appreciated. 

Each  of  the  writers  is  a top  ranking  medical  expert  in 
his  special  field.  The  first  in  each  series  is  known  as  the 
Linsly  Rudd  Memorial  Lecture,  this  year  given  by  his  life 
long  friend,  James  Alexander  Miller,  on  the  subject  “Tuber- 
culosis, the  Known  and  the  Unknown.”  The  lecture  is  a 
masterpiece,  reviewing  the  history  of  tuberculosis  and  the 
advances  accomplished  in  its  treatment  up  to  the  present. 
Tracy  J.  Putnam  is  the  author  of  the  second  lecture  on 
“The  Brain  and  the  Mind”,  an  enlightening  discussion  of 
facts  as  distinguished  from  theories.  A.  A.  Brill  describes 
his  personal  experiences  in  “The  Freudian  Epoch.”  “Genius, 
Giftedness,  and  Growth”  by  Arnold  Gesell  discusses  the 
creative  behavior  in  child  and  adult  and  is  ably  illustrated 
by  the  author.  “The  History  of  the  B-Vitamins”  by  Norman 
Jolliffe  is  very  pertinent  and  “1  he  Newer  Knowledge  of 
Nutrition”  by  A.  J.  Carlson  should  be  carefully  read  by 
every  physician. 

As  in  the  previous  series  there  is  much  in  this  volume 
which  should  interest  the  physician,  particularly  at  this 
time  when  medicine  is  relentlessly  striving  to  attain  that  not 
impossible  goal  of  freedom  from  ill  health. 

THE  CARE  OE  THE  AGED  (GERIATRICS).  (Fourth 
edition.)  By  Malford  W . Thewlis,  m.d.,  Attending  Spe- 
cialist, General  Medicine.  United  State  Public  Health 
Hospitals,  New  York  City;  Attending  Physician,  South 
Country  Hospital,  Wakefield,  R.  I.;  Special  Consultant, 
Rhode  Island  Department  of  Public  Health.  St.  Louis: 
The  C.  V.  Mosby  Co.  1942.  589  pp.  50  illustrations. 

$7.00. 

Reviewed  by  George  A.  W ui.p 

The  present  volume  is  the  fourth  edition  of  a book  which 
appeared  first  in  1919.  The  general  purport  of  the  book  is 
to  acquaint  the  general  practitioner  with  the  special  problems 
arising  from  the  care  of  the  aged.  One  gets  the  feeling 
also  that  there  is  an  effort  being  made  in  the  book  to  set 
geriatrics  up  as  a special  sub-division  of  internal  medicine 
similar  to  pediatrics. 

After  giving  a brief  resume  of  the  history  of  geriatrics, 
the  author  then  discusses  old  age  from  the  viewpoint  of 
the  neglect  which  has  been  accorded  to  it  and  of  the  value 
of  old  age.  The  chief  thesis  around  which  much  of  the 
book  evolves  can  be  summed  up  in  a few  sentences  which 
appear  in  the  beginning:  namely, 

“Senility  is  a physiologic  entity  like  childhood;  not  a 
pathologic  state  of  maturity.”  “Diseases  in  senility  are 
pathologic  conditions  in  a normally  degenerating  body;  not 
diseases  such  as  occur  in  maturity  complicated  by  degen- 
erations.” “The  object  of  treatment  of  disease  in  senility 
is  to  restore  the  diseased  organ  or  tissue  to  the  state  normal 
in  senility;  not  to  the  state  normal  in  maturity.” 

There  are  a number  of  chapters  which  take  up  specific 
problems  relating  to  geriatrics  such  as  The  Hygiene  of  the 
Aged,  Prevention  of  Premature  Senility,  Prolonging  Life, 
Work  for  the  Aged,  Hobbies,  Diagnostic  Errors,  Rest  and 
Exercise,  General  Therapeutics.  The  greater  part  of  the 
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book,  however,  discusses  such  specific  conditions  as  The 
Infectious  Diseases,  Alcoholism,  Focal  Infection,  Cardio- 
vascular System,  Respiratory  Diseases,  Diseases  of  Meta- 
bolism, Endocrine  Disorders,  Diseases  of  the  Special  Senses, 
Muscles,  Bones  and  Joints,  Neurology,  Diseases  of  the  Skin 
and  Surgery  of  the  Aged.  In  these  chapters  an  effort  is  made 
to  correlate  any  special  significance  which  these  particular 
conditions  have  on  old  age. 

After  reading  this  book,  one  is  left  with  the  impression 
that  it  is  a short  resume  of  some  of  the  problems  encountered 
in  internal  medicine,  the  relationship  of  old  age  to  these 
problems  being  more  or  less  an  afterthought. 

A HANDBOOK  OF  MEDICAL  LIBRARY  PRACTICE; 
INCLUDING  ANNOTATED  BIBLIOGRAPHICAL 
GUIDES  TO  THE  LITERATURE  AND  HISTORY 
OF  THE  MEDICAL  AND  ALLIED  SCIENCES.  Janet 

Doe,  Editor.  Chicago:  American  Library  Association. 

1943.  640  pp.  $5.00. 

After  three  years  of  cooperative  effort,  a special  commit- 
tee of  the  Medical  Library  Association  witnessed  on  June 
1 the  appearance  of  its  Handbook  of  Medical  Library  Prac- 
tice. Under  a special  arrangement  with  the  M.  L.  A.  the 
American  Library  Association  has  published  this  important 
new  manual — a book  which  brings  to  medical  librarians  their 
first  comprehensive  treatise  on  practice  and  operations  in 
their  field. 

The  Handbook  is  based  on  preliminary  manuscript  written 
a number  of  years  ago  by  Miss  M.  Irene  Jones  of  the  Detroit 
Public  Library.  Around  the  nucleus  of  the  Jones  manu- 
script, the  M.  L.  A.  “Committee  on  a Library  Handbook” 
built  its  manual,  each  member  contributing  a chapter  on  his 
specialty  in  medical  library  practice.  The  separate  parts  are 
knit  into  a balanced  whole  by  Editor  Janet  Doe,  who  is  the 
assistant  librarian  at  the  New  York  Academy  of  Medicine. 

The  book  is  both  a manual  of  procedure  and  a reservoir 
of  useful  data.  “It  is  an  attempt  to  imitate  ontogeny  by 
recapitulating  in  one  volume  the  experience  of  the  race  of 
medical  librarians,”  says  the  Introduction;  it  acquaints  the 
general  librarian  with  the  special  problems  of  the  medical 
library.  Accompanying  the  chapters  on  procedures  are  ap- 
pendices which  have  brought  together  extensive  bibliog- 
raphies, lists,  and  guides. 

In  Chapter  VIII,  an  Annotated  List  of  Reference  Books 
includes  625  items,  carefully  described,  and  provides  the 
blueprint  for  buildng  the  foundation  of  any  medical 
library  that  is  to  attempt  reference  service.  This  important 
guide  covers  165  pages  and  alone  is  a significant  contribu- 
tion to  medical  librarianship.  There  are  also  lists  of  medical 
libraries  here  and  abroad;  the  principal  expansions  of  med- 
ical classification  schemes;  a guide  to  bibliographies,  biblio- 
graphic collections,  and  histories  useful  in  historical  medical 
collections. 

The  principal  chapters  cover  medical  library  administra- 
tion, selection  and  ordering  of  books  and  periodicals,  catalog- 
ing,  subject  headings,  classification,  pamphlets,  pictures, 
maps,  microfilms,  reference  work,  rare  books  and  the  his- 
tory of  medicine. 

In  order  to  keep  the  price  within  the  reach  of  all  who 
might  make  use  of  the  manual,  the  Medical  Library  Associa- 
tion has  heavily  subsidized  its  publication. 
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RESISTANCE  TO  CHANGE  AS  A CONTRIBUTION  TO  MEDICAL  PROGRESS 

Logan  Clendening,  m.d.,  Kansas  City , Missouri 


The  Author.  Professor  of  Clinical  Medicine,  Uni- 
versity of  Kansas  Medical  School 


To  say  that  I am  proud  of  the  honor  which 
you  have  done  me  to  invite  me  to  address  you 
on  this  occasion  would  be  to  put  it  mildly;  but  I 
am  also  filled  with  a kind  of  wonder  and  astonish- 
ment to  think  that  you  should  select  the  son  of  a 
state  which  had  never  been  heard  of  when  your 
State  Medical  Society  was  founded,  from  a land 
where  no  pioneer  from  New  England  had  ever 
penetrated,  where  even  yet  I fear  many  of  your 
citizens  regard  us  as  little  better  than  barbarians 
slowly  groping  for  the  light.  It  is  one  of  the  sayings 
of  my  native  state  that  “I’m  from  Missouri:  show 
me;”  a sort  of  rugged  skepticism  and  reluctance  to 
give  one’s  easy  assent  to  any  new-fangled  proposi- 
tion. I was  once  talking  to  a lady  from  Boston  who 
inquired  my  ordinary  habitat  and  I said,  “Madame, 

I am  from  Missouri.  Does  that  convey  anything  to 
you?”  and  she  replied  with  a frigidity  which  is 
traditionally  associated  with  Boston  pronounce- 
ments, “No,  I’m  afraid  it  does  not.” 

Of  course,  I am  aware  that  Connecticut  and  Mis- 
souri have  a certain  spiritual  association  in  the  his- 
tory of  medicine.  Your  most  distinguished  son,  in 
fact  the  most  distinguished  son  of  medical  science 
in  the  United  States,  William  Beaumont,  born  not 
far  from  here  in  Lebanon,  Connecticut,  made  his 
way  westward  and  after  the  unique  and  remarkable 
experience  which  fell  to  his  lot  and  which  resulted 
in  one  of  the  major  discoveries  in  physiology,  finally 
elected  to  settle  and  practice  in  St.  Louis,  Missouri, 
where  he  lived  out  a full  and  honorable  career  and 
where  he  died  and  where  he  is  buried.  So  from  the 


tablet  commemorating  his  birth  at  Lebanon  to  his 
graveyard  in  St.  Louis,  there  is  a spiritual  link  which 
unites  our  medical  traditions. 

During  his  period  of  practice  in  St.  Louis  Dr. 
Beaumont  had  another  fistulous  case  which  did  not 
redound  to  his  credit  quite  as  much  as  the  case  of 
the  “fistulous  old  Alexis.”  It  concerned  a Mary 
Dugan,  who  had  a fluctuating  swelling  in  the  right 
inguinal  region  which  was  opened  by  Dr.  Andreon, 
resulting  in  the  discharge  of  pus,  some  fetid  gas,  and 
later  some  fecal  matter.  The  abscess  in  the  course 
of  a few  days  “degenerated  into  a foul  ill-condi- 
tioned ulcer.”  Dr.  Beaumont  was  then  called  in 
consultation  and  trimmed  the  mortified  portions  of 
the  edges  of  the  ulcer  away  and  later  advised  the 
patient  to  go  to  her  home  in  the  country  for  recup- 
eration. She  remained  away  four  years  and  returned 
with  the  fistula  still  open  and  sued  Drs.  Andreon 
and  Beaumont  on  the  grounds  that  the  original 
trouble  had  been  a hernia.  The  defendants  declared 
that  the  disease  was  typho-enteritis  and  after  a 
lively  trial  the  jury  returned  a verdict  in  their 
favor.  This,  however,  led  to  a spirited  exchange  of 
pamphlets  between  members  of  the  profession,  in 
some  of  which  Dr.  Beaumont’s  penchant  for  creat- 
ing fistulas  was  alluded  to  in  no  very  flattering 
terms. 

Another  of  his  professional  experiences  which 
brought  reminders  of  his  famous  case  was  that  of 
a Mr.  Davis,  editor  of  the  newspaper,  Argus , who 
was  attacked  by  a Mr.  Darnes,  who  beat  him  over 
the  head  with  a cane.  Dr.  Beaumont  trephined  the 
skull  and  removed  spiculae  of  bone.  Mr.  Davis  died 
a few  days  later  and  at  the  trial  of  Mr.  Darnes,  the 
defense  counsel  maintained  that  it  was  not  the  blow 
on  the  head  which  killed  Mr.  Davis,  but  the  opera- 
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tion,  and  maintained  that  the  operation  was  only 
another  of  Dr.  Beaumont’s  experiments,  and  that 
he  was  “boring  for  symptoms”  intending  to  study 
Mr.  Davis’  brain,  if  he  recovered,  as  he  had  studied 
St.  Adartin’s  stomach. 

One  hesitates  between  tagging  these  experiences 
with  the  “What  a heavy  burden  is  a name  that 
becomes  famous  too  soon”  of  Voltaire,  or  with  the 
“Fame  due  to  the  accomplishments  of  the  mind 
never  perishes”  of  Propertius. 

Our  Missouri  State  Adedical  Society  was  founded 
in  1850,  three  years  before  Dr.  Beaumont’s  death, 
and  his  association  with  it  was  not  close.  But  it  was 
the  outcome  of  the  organization  and  evolution  of 
other  medical  societies,  the  earliest  being  the  Med- 
ical Society  of  Missouri,  afterwards  the  St.  Louis 
Adedical  Society— 1836.  Dr.  Beaumont  in  1840  was 
elected  president  of  the  Society,  and  on  several 
occasions  expressed  his  appreciation  of  the  services 
which  such  organizations  perform  “for  the  good 
of  the  race.” 

It  is  natural  and  indeed  inevitable  on  an  occasion 
of  this  kind  to  think  of  the  many  changes  that 
have  occurred  in  the  science  and  practice  of  medi- 
cine and  in  the  practices  of  life  between  now  and 
the  time  when  the  founding  fathers  met  in  1792. 
Undoubtedly  the  prime  inspiration  of  this  organiza- 
tion was  to  discuss  the  new  and  changing  aspects 
of  science  and  of  practice  and  to  benefit  from  a dis- 
cussion and  a pooling  of  the  views  of  the  members 
on  these  subjects.  During  no  period  of  the  world’s 
history,  if  we  are  to  believe  such  social  historians 
as  Lewis  Browne  and  James  Burnham,  have  changes 
come  so  rapidly  as  between  the  years  which  cover 
the  existence  of  this  society,  for  it  was  in  1776  that 
James  Watt  first  got  a steam  engine  to  work  and 
the  industrialization  of  this  world  uprooted  man’s 
habits. 

But  in  order  to  justify  the  title  of  my  address,  I 
feel  it  is  legitimate  to  point  out  that  part  of  the 
duties  of  any  such  organization  is  to  put  a brake 
upon  those  who  would  make  progress  too  rapidly, 
and  on  those  who  would  make  false  progress.  When 
the  great  scientific  societies  of  the  Seventeenth  Cen- 
tury were  founded,  there  was  hardly  any  such  thing 
as  science  recognized  or  taught  in  the  universities, 
and  very  little  medicine.  These  societies  contributed 
a great  benefaction  on  civilization  by  setting  up 
standards  of  exact  thinking  and  by  throwing  into 
disrepute  the  extravagant  claims  of  quacks,  sooth- 
sayers, prophets,  astrologers— all  of  whom  could, 


and  did,  appeal  to  the  public  in  the  name  of  science 
and  progress.  Nor,  I submit,  should  that  spirit  fade  1 
in  the  least  from  the  debates  of  our  modern  scien- 
tific and  medical  organizations. 

I have  no  doubt  that  in  those  deliberations  which 
have  been  held  regularly  and  continuously  for  150 
years,  one  group  of  men  enthusiastically  hailed  a 
new  day  and  another  consistently  threw  cold  water 
on  the  rising  sun.  And  I have  no  doubt  that  both 
groups  benefited  from  this  exchange  of  views  or  the 
organization  would  not  have  endured.  Today  those 
changes  have  accelerated  and  I think  we  all  find 
ourselves  in  a position  which  is  continuously  diffi- 
cult and  uncomfortable. 

John  Stuart  Adill  said,  “The  future  of  mankind 
will  be  greatly  imperiled  if  great  questions  are  left 
to  be  fought  out  between  ignorant  change  and  ig- 
norant opposition  to  change.”  This  is  perhaps  just 
another  way  of  quoting  the  epigrammatic  author  of 
“The  Essay  on  Criticisms:” 

“Be  not  the  first  by  whom  the  new  is  tried 
Nor  yet  the  last  to  lay  the  old  aside.” 

I do  not  know  whether  all  of  you  of  my  age  have 
the  same  feeling,  but  I confess  it  seems  to  belong 
particularly  to  my  generation:  the  internal  sense  of 
divided  counsel  in  the  face  of  a new  idea.  My  first 
instinct  is  to  say,  “I  have  seen  so  many  of  these  gad- 
gets come  and  go;  I have  heard  so  many  promises 
made  and  broken;  I have  seen  so  many  of  these 
fond  hopes  bloom  and  fade  that  it  will  take  a good 
deal  of  persuasion  to  make  me  believe  that  this 
method  of  treatment  or  method  of  diagnosis  has  any 
great  virtue.” 

And  then  a still,  small  voice  says,  “Better  not  ex- 
press that  idea.  They  will  put  you  down  as  an  old 
fogey.  What  does  gravity  out  of  bed?  Be  one  of 
the  boys.  Join  in  the  enthusiasm.  Place  yourself  in 
the  vanguard  of  progress.  Don’t  let  anybody  suggest  j 
that  you  are  opposed  to  anything.” 

It  is  these  two  opposing  inner  counsels  that  I 
wish  to  discuss  with  you  this  afternoon. 

Of  course,  it  is  not  always  change  that  confronts 
us  though  it  may  appear  to  be.  The  story  is  told  of 
the  Hollywood  producer  who  rose  rapidly  to  dizzy 
heights  in  the  social  scale  and  who  was  being  shown 
around  one  of  the  palatial  and  spanking  new  estates 
which  adorn  the  California  countryside  when  the 
party  came  upon  a sun  dial.  It  was  explained  to  the 
newly  created  magnate  that  this  told  the  time  of 
day  by  the  shadow  cast  by  the  sun  and  he  exclaimed, 
“What  will  they  think  of  next!” 
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The  patriarchial  physician  in  George  Bernard 
Shaw’s  “The  Doctor’s  Dilemma”  complimented  Air. 
Cutler  Walpole,  the  surgeon,  on  his  new  invention 
by  saying,  “I  knew  that  instrument  fifty  years  ago. 
It  was  called  a cabinet  maker’s  jimmy  then.” 

There  is  also  the  story  of  the  medical  Rip  Van 
Winkle  who  went  to  sleep  for  twenty  years  and 
who  woke  up  just  the  other  day.  He  thought  of 
going  back  into  practice  with  misgivings  because  he 
said,  “All  my  methods  will  be  out-dated.  Just  as  I 
went  to  sleep  they  were  making  fun  of  my  mer- 
curochrome  injections  for  septicemia  and  my  idea 
that  people  should  eat  green  and  yellow  vegetables 
throughout  the  winter.”  And  lo  and  behold,  when 
he  got  to  the  hosiptal  he  found  that  he  was  in  the 
vanguard  of  progress  because  all  of  his  colleagues 
were  giving  the  sulfonamide  drugs  for  septicemia 
and  the  vitamins  to  prevent  deficiency  diseases  in 
the  winter. 

In  one  of  Dr.  Conan  Doyle’s  delightful  clinical 
books  of  medical  fiction,  one  of  the  few  books  that 
actually  smells  of  phenol,  there  is  a story  called  “Be- 
hind the  Times.”  It  describes  a community  which 
had  long  been  dominated  by  a kindly  old  gentleman 
of  wide  clinical  experience.  Into  this  village  there 
arrived  two  young  men  straight  from  the  modern 
hospitals  of  London.  They  were  thoroughly  imbued 
with  all  of  the  spirit  of  modern  medicine  and  pro- 
gress. The  old  doctor  was  very  courteous  to  them 
but  they  used  to  make  considerable  sport  of  his 
antiquated  ideas  when  they  got  together.  Then  one 
day  an  epidemic  of  influenza  laid  the  town  waste 
and  one  evening  young  Dr.  A found  himself  un- 
doubtedly toxic,  with  a temperature  of  104.  He 
thought  he  should  have  medical  advice,  but  when 
he  got  to  thinking  of  his  contemporary,  young  Dr. 
B,  with  his  cold,  impersonal,  scientific  manner,  his 
eyes  which  regarded  a patient  as  an  experimental 
animal,  he  decided  he  would  have  the  old  doctor 
instead  in  spite  of  his  outmoded  calomel  and  his 
opposition  to  modern  methods  of  diagnosis.  So  he 
sent  for  the  old  doctor  and  the  message  came  back 
that  the  old  doctor  would  come  and  see  Doctor  A 
as  soon  as  he  had  finished  visiting  Dr.  B who  was 
also  down  with  influenza. 

In  our  day,  too,  we  are  exposed  to  a double  con- 
fusion. Not  only  do  new  technical  discoveries 
crowd  upon  us  weekly,  daily,  yea  even  hourly.  Not 
only  do  our  old  hands  and  minds  have  to  learn  to 
handle  new  instruments  and  to  interpret  strange, 
unfamiliar  hieroglyphics  and  graphs  and  compli- 


cated mathematical  reports,  but  also  the  circum- 
stances of  our  social  life,  of  the  conditions  of  prac- 
tice, of  our  relation  to  our  patients  is  being  changed 
for  us  and  we  hear  that  the  physician  is  not  worthy 
of  his  hire,  of  group  practice,  of  hospital  insurance 
plans,  of  part-pay  institutions,  of  merging  ourselves 
with  the  great  Nirvana  of  the  State  and  wearing  a 
livery  and  huzzaing  at  every  evidence  of  totalitari- 
anism. We  are  in  little  danger  of  being  bothered  by 
the  Adethodist  minister  who  was  new  to  his  flock 
and  terribly  conscious  of  his  responsibilities  and 
who,  on  his  first  appearance  prayed,  “Oh,  Lord! 
Give  me  strength.  God,  grant  me  strength.  Give 
me  strength,  O Lord.”  Whereupon  one  deacon 
spoke  up  and  said,  “Pastor,  you  don’t  need  strength. 
What  you  need  is  ideas.” 

I don’t  know  whether  to  blame  everything  on  the 
New  Deal,  but  with  all  its  faults,  and  as  Adacaulay 
would  say,  they  are  neither  few  nor  small,  nobody 
can  say  that  the  New  Deal  lacks  ideas.  Nor  those 
adherents  of  it  who  are  among  medical  practitioners. 
One  sometimes  feels  as  their  idea  of  a calm,  desir- 
able social  state  is  like  an  eternal  game  of  musical 
chairs:  you  no  sooner  get  calmly  seated  than  some- 
one shouts,  “Start  the  music.  Everybody  up.  Run 
around  some  more.  We’re  on  the  verge  of  a great 
change.” 

Now  1 am  sure  we  are  all  of  us  acutely  conscious 
of  a personal  responsibility  in  all  this.  We  can’t 
evade  it.  We  can’t  ignore  it.  We  can’t  shrug  it  off. 
We  can’t  say,  “They’re  just  wild  young  theorists. 
Pay  no  attention  to  them.”  They  produce  too  many 
concrete  realities  to  allow  of  that  attitude. 

For  me  too— I know  not  how  it  is  with  you— 
but  with  me,  I am  conscious  of  a sense  of  guilt  no 
matter  what  I decide.  I want  to  march  in  the  van- 
guard of  progress.  I want  to  sing  the  songs  that 
inspirit  us;  I want  to  march  prospering;  I want  the 
morning  sun  in  my  face,  the  wind  in  my  hair  and 
my  feet  ringing  on  the  stones  of  the  highest  moun- 
tain top.  But  I don’t  want  to  make  a fool  of  myself. 
I want  to  go  forward,  not  around  the  corner,  or  in 
a circle  or  up  a ciil  de  sac.  So  let  me  put  in  a few 
words  at  first  about  the  desirability  of  opposition 
to  change. 

Opposition  to  change  has  always  had  a great 
preservative  effect  on  any  human  community.  I can 
think  of  at  least  five  mighty  empires— Athens,  Per- 
sia, Adacedonia,  Islam  and  in  the  nineteenth  century, 
Turkey,  (and  I think  I will  soon  be  able  to  add 
Japan,  Prussia  and  Italy)  who  went  to  ruin  because 
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they  decided  to  expand,  progress,  do  the  new  and 
startling  thing  instead  of  being  content  with  a 
lesser  but  still  substantial  and  happy  way  of  life.  I 
can  take  you  to  the  Ozark  Mountains  near  my  home 
where  a whole  community  of  people  racially  nearly 
related  to  us  have  preserved  this  racial  and  social 
integrity  by  resisting  all  modern  social  reform  such 
as  the  income  tax,  prohibition,  night  clubs,  the 
rhumba  and  French  phones,  as  well  as  being  very 
suspicious  of  the  steam  engine,  the  motor  car  and 
the  telegraph  and  the  phonograph;  who  still  speak 
Elizabeth  English,  believe  in  witchcraft,  folk  medi- 
cine, harvest  dances  and  the  personal  devil  and  to 
all  appearances  are  just  as  happy  as  you  are  in  this 
more  advanced  community. 

This  may  be  citing  too  extreme  an  example,  but 
wouldn’t  it  have  been  a wonderful  thing  for  human- 
ity if  when  gunpowder  was  invented  the  Duke  of 
Brunswick,  to  whom  legend  says  the  first  sample 
was  submitted,  had  said,  “Take  the  inventor  out  and 
tie  him  to  a stake  and  blow  him  up  with  his  own 
powder  and  the  formula  along  with  him!”  Wouldn’t 
the  financiers  of  the  world  really  have  had  a chance 
to  be  heroes  for  once  if  they  had  refused  to  finance 
the  Wright  Brothers’  airplane?  Wouldn’t  it  have 
been  wonderful  if  that  nameless  epigrammatist  who, 
w hen  he  first  saw  the  telephone  or  the  radio  said 
something  like  “What  hath  God  wrought?”  had 
said  instead,  “Pull  the  darned  thing  off  the  wall  and 
throw  it  in  the  ash  can.”  1 think  it  would. 

To  adjust  ourselves  to  change  in  our  scientific 
methods,  we  are  all  doing  our  tired  best.  On  the 
whole  we  agree,  I suppose,  that  these  changes  are  to 
the  good.  They  are  intellectually  exciting.  We  may 
have  some  reservations.  When  our  honored  found- 
ers of  this  society  began  practice  here  a century 
and  a half  ago,  about  the  only  cavity  of  the  body 
Oat  they  habitually  looked  into  was  the  mouth. 
\Jo\v  there  is  no  opening  in  the  divine  framework 
,o  small,  no  duct  so  devious,  no  electric  globe  too 
my  but  what  it  can  be  devised  to  investigate  the 
dark  and  dismal  caverns  of  the  deep.  Very,  very 
interesting,  but  sometimes  I suggest  the  investigators 
find  more  than  their  mental  capacities  are  capable 
of  coping  with.  Sometimes  I feel  that  some  of  these 
secrets  are  too  much  for  the  brain  of  a mere  gas- 
trologist  or  proctologist  or  broncho-laryngologist 
and  that  they  find  things  that  are  better  let  alone, 
but  that  they  haven’t  restraint  enough!  hence  the 
patient  suffers  in  mind,  body  and  estate.  Perhaps  the 
most  continuous  wonder  1 have  is  not  that  so  many 


people  get  well  on  modern  treatment  but  that  so 
many  people  survive  modern  treatment. 

There  are  phases  of  this  that  are  rather  sore 
points  with  me.  When  I was  an  interne  at  the 
Augustana  Hospital,  Chicago,  in  1907,  the  opsonic 
index  had  just  been  broached.  Dr.  A.  J.  Ochsner, 
our  surgical  chief,  had  heard  one  of  his  colleagues 
say  that  no  patient  should  be  operated  unless  his 
opsonic  index  was  just  right.  I was  the  drab  plodder 
set  to  taking  the  opsonic  index  on  every  patient 
every  four  hours.  I did  it,  and  little  else,  for  six 
months.  So  far  as  I remember,  Dr.  Ochsner  never 
postponed  or  changed  an  operation  schedule  on 
account  of  the  opsonic  index.  He  used  to  come  in 
and  look  at  the  slides  in  a detached  way  every  once 
in  a while.  Then  it  all  stopped.  I suppose  I am  the 
only  human  being  living  in  North  America  who  has 
ever  personally  done  two  thousand  opsonic  indices. 
And  1 resent  the  time  I wasted  on  that  very  much. 

Another  illustration  concerns  a book  on  treatment 
I wrote  about  fifteen  years  ago.  It  has  gone  through 
seven  editions  now,  which  is  a compliment  to  the 
book,  but  it  has  also  given  me  an  insight  into  the 
vagaries  of  the  scientific  evaluation  of  remedies. 
I hear,  for  instance,  of  a wonderful  remedy  that  has 
been  tried  out  extensively  and  successfully  in  the 
Bayou  Clinic  and  the  Rothschild  Center  and  I get 
about  nineteen  reprints  on  the  subject  and  I study 
them  and  cut  out  all  the  prepositional  phrases  such 
as  “although  it  has  been  several  times  suggested” 
and  all  the  unnecessary  adjectives  and  recast  the 
sentences  and  boil  them  all  down  to  two  paragraphs. 
Then  what  happens?  The  book  comes  out  and  the 
reviewer  of  a very  elite  medical  journal  says,  “We 
find  a very  inadequate  reference  to  the  treatment  of 
osteostrichosis  by  synendrechnikon”  while  the  re- 
viewer of  an  equally  enlightened  publication  says, 
“Disproportionate  space  has  been  allotted  to  the 
now  discredited  synendrechnikon  treatment  of 
osteostrichosis.”  When  the  next  edition  is  ready,  1 
ask  some  member  of  the  Bayou  Clinic  about  it  and 
he  says  they  gave  it  up  about  the  time  my  previous 
edition  was  published.  Well,  of  course,  experience 
is  the  touchstone  of  all  these  things  and  we  try  to 
get  as  much  experience  as  we  can.  But  let  me  remind 
you  that  in  the  first  aphorism  of  our  profession  it 
says  that  “experience  is  fallacious.” 

Of  course  I realize— and  here  I come  over  to  argue 
for  the  modernists— that  the  worst  faults  are  com- 
mitted by  those  who  stick  to  a system  long  after 
the  fundamental  features  of  that  system  have  been 
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disproved.  That  was  a pathetic  saying  of  Nathaniel 
Chapman’s,  who  said  about  his  book  on  Materia 
Medica  that  at  least  he  was  sure  his  chapter  on 
emetics  would  endure  through  many  generations. 
Who  in  this  audience  has  ever  read  a chapter  on 
emetics? 

Two  curious  anachronisms  of  this  sort  are  the 
homeopathists  and  the  osteopaths.  The  homeopath- 
ists have  almost  vanished  now,  but  a few  shy  speci- 
mens can  be  found  in  the  country  lanes.  They 
lasted  a long  time.  And  we  must  remember  that 
their  founder  was  a perfectly  regular  member  of 
the  medical  fraternity  with  a classical  eighteenth 
century  education  whose  “system”  was  simply  one 
of  a series  of  medical  systems  which  included  those 
of  van  Helmont,  Cullen  and  Baglivus.  Indeed  Ro- 
kitansky! And  medicine  might  have  taken  the 
wrong  turning,  according  to  an  eminent  historian, 
and  gone  down  the  road  of  homeopathy  if  it  hadn’t 
been  that  an  Austrian,  Auenb rugger,  and  a French- 
man, Laennec,  emphasized  the  importance,  as  my 
friend  Dr.  William  Dock  says,  of  the  removal  of 
the  shirt.  When  medical  men  made  the  patient  re- 
move his  shirt  and  looked  at  him  insead  of  looking 
at  the  outside  of  the  coat  or  the  bodice  and  letting 
the  patient  tell  the  doctor  what  was  the  matter, 
homeopathy  shrivelled  up. 

Osteopathy  still  flourishes  rather  aboundingly  in 
my  benighted  part  of  the  country.  In  their  schools 
they  refuse  to  teach  pharmacology,  but  the  practi- 
tioners bootleg  their  knowledge  of  it  from  pharma- 
cists and  detail  salesmen  and  they  dispense  as 
blithely  and  abundantly  as  the  most  ardent  poly- 
pharmacist. But  the  canker  which  is  killing  osteo- 
pathy, and  really  more  than  the  stethoscope  killed 
homeopathy,  is  anesthetic-aseptic  surgery.  1 he 
osteopath  only  gets  three  dollars  for  reducing  a 
vertebral  subluxation  but  he  gets  $250  for  removing 
a chronic  appendix  and  our  osteopaths,  in  their 
mother  school  at  Kirksville,  Missouri,  have  one  of 
the  most  flourishing  surgical  clinics  in  the  West. 
For  emblazoned  over  the  doorway  of  osteopathy 
are  the  fighting  words  of  Dr.  Still’s  brother-in-law 
I when  he  was  converted  to  the  idea  of  becoming  a 
practitioner:  “Hallelujah!  There’s  money  in  it!” 

If  I am  to  argue  fairly  against  my  own  thesis  of 
| opposition  to  change  as  a form  of  progress,  I must 
also  confess  that  there  is  no  more  gloomy  period 
of  medical  history  than  the  long,  classical  era  of 
the  late  seventeenth  and  earlv  eighteenth  centuries 
when  the  doctor  of  the  long  robe  learned  what  he 


had  to  learn  in  school  and  then  never  learned  any- 
thing more  the  rest  of  his  life. 

There  is  an  eternally  funny  scene  in  Moliere’s 
“La  Malade  Imaginaire”  which  is  a burlesque  of  the 
examination  of  a candidate  for  the  degree  of  Doc- 
tor of  Medicine.  The  faculty  sit  enthroned  and  ask 
the  candidate  what  would  you  do  for  colic,  for 
asthma,  for  dropsy,  for  vapours.  And  invariably, 
no  matter  what  the  malady,  the  candidate  says: 
“Clisterum  donare 
Postea  bleedare 
Afterwards  purgare.” 

And  always  the  faculty  answers: 

“Bene,  bene,  bene  respondere. 

Dignus,  dignus  est  intrare 
In  nostro  docto  corpore.” 

At  one  inspired  moment  a faculty  member  asks 
what  he  would  do  if  his  purgation,  enemas  and 
bleeding  failed  in  a given  case  and  he  replies: 
“Re-bleedare,  re-purgare  and  re-clysterisare.” 
One  may  laugh,  but  a mocking  echo  of  our  own 
days  suggests  that  perhaps  our  candidate  when  sug- 
gesting remedies  would  say  no  matter  what  the 
malady: 

“I  would  sulpha  them,  vitaminize  them,  endocrine 
them”  and  if  that  failed 

“I  would  re-sulpha  them,  re-vitaminize,  re-endo- 
crine.” 

How  does  one  resolve  these  conflicting  states  of 
mind— those  of  the  urge  to  join  with  the  new  and 
those  of  sticking  with  the  old?  There  were  some 
courses  that  were  taught  at  the  mediaeval  univer- 
sities that  I wish  we  could  find  room  for  in  our 
own.  1 refer  especially  to  Logic  and  Rhetoric.  The 
rhetoric  of  Aristotle  was  not  the  sterile  rhetoric 
course  of  our  schools  which  consists  in  turning  in 
a weekly  composition.  It  did  not  consist  in  verbal 
tricks.  It  was  a way  of  life.  It  was  a training  to  face 
and  express  the  great  verities.  It  was  the  uniform 
for  man’s  ordered  thought.  It  allowed  men— lonely 
and  eternally  isolated  as  each  of  us  is— to  say  some- 
thing  which  would  stir  understanding  and  comrade- 
ship. It  concerned  the  really  fundamental  question 
of  the  nature  of  expressing  ourselves  in  such  a way 
that  we  can  be  understood.  I will  ask  you  to  go 
over  the  articles  in  any  issue  of  a medical  journal 
and  see  whether  you  do  not  think  our  medical  lead- 
ers could  profit  by  a course  in  Aristotelian  rhetoric. 

I asked  in  a medical  clinic  for  our  junior  students 
the  other  day  how  many  had  ever  had  a college 


course  in  Logic.  Only  one  hand  went  up  out  of 
eighty.  I was  trying  to  make  them  determine  what 
sort  of  reasoning  was  used  in  making  a diagnosis- 
inductive  or  deductive.  Surely  it  is  fairly  funda- 
mental that  we  know.  And  yet  we  slide,  glide  or 
push  through  the  world,  arguing,  gesticulating,  dis- 
agreeing, without  the  least  training  in  the  subject 
that  we  are  using.  Every  year  now  for  several  years 
I deplore  in  print  the  casualties  that  occur  in  col- 
lege, and  especially  high  school  football.  Last  year 
I collected  fifteen  deaths,  and  among  casualties, 
three  leg  amputations,  which  seems  to  me  a high 
price  to  pay  for  a game  of  sport.  My  remarks  al- 
ways cause  great  indignation  among  coaches  and 
often  among  high  school  superintendents.  One  of 
the  latter  wrote  a letter  to  the  paper  saying  that  if 
the  boys  did  not  play  football,  they  would  prob- 
ably get  killed  or  maimed  driving  their  fathers’ 
motor  cars.  Will  you  please  regard  that  as  an  ex- 
ample of  logic  from  a man  who  is  supposed  to  be 
an  educated  man?  I am  not  in  favor  of  the  boys 
getting  killed  driving  their  fathers’  motor  cars,  but 
he  implied  that  I was  forcing  that  alternative  upon 
them.  It  is,  I believe,  the  fallacy  technically  known 
in  logic  as  diversion. 

I take  another  example  which  allows  me  to  intro- 
duce to  your  notice  probably  the  most  spectacular 
sentence  in  the  English  language.  It  concerns  vita- 
mins. 

About  three  years  ago  I read  the  statement  of  Dr. 
Thomas  Parran  that  40,000,000  Americans  were  liv- 
ing in  various  stages  of  nutritional  deficiency,  not- 
ably vitamin  deficiency.  This  estimate  was  based 
not  on  any  survey  of  the  actual  people  in  the  popu- 
lation, but  on  a survey  of  income  groups.  Dr.  Par- 
ran concluded  that  it  was  simply  impossible  for  a 
person  who  earned  so  little  that  he  spent  thirty  cents 
a day  on  meals  to  be  in  vitamin  balance.  I grant  this, 
but  I think  there  is  a fallacy  because  what  should 
have  been  estimated  was  family,  not  individual  in- 
come. This  country  exists  economically  today 
largely  as  family  groups— what  they  eat  represents 
in  70  per  cent  of  cases  the  pooled  resources  of  the 
family.  At  any  rate  the  figures,  however  they  were 
arrived  at,  astonished  me  because  in  a large  clinic 
and  hospital  service  I very  seldom  see  evidence  of 
vitamin  deficiency. 

So  I started  an  investigation  than  which  nothing 
seemed  to  me  then  or  seems  to  me  now  more  inno- 
cent and,  indeed,  laudable.  I started  to  find  the  in- 
cidence of  vitamin  deficiency  in  the  American 


population.  So  I wrote  to  my  friend,  Dr.  Howarc 
Sprague,  who  very  kindly  and  laboriously  went  al 
over  the  diagnoses  made  at  the  Massachusetts  Gen- 
eral Hospital  for  the  three  years  of  1938,  1939  and 
1940  and  found  onlv  1 1 1 cases  of  vitamin  deficiency 
in  46,857  admissions  (0.25  per  cent). 

Now  note  that  I did  not  make  these  investigations 
myself:  the  personal  equation  was  omitted.  Nor  did; 
I influence  Dr.  Sprague  in  the  least  by  suggesting 
what  turn  my  thoughts  were  taking.  I selected  the, 
Massachusetts  General  Hospital  partly  because  I 
believed  its  staff  was  fully  alert  to  the  signs  of  vita- 
min deficiency  and  partly  because  it  represented, 
income  groups  of  several  levels.  I selected  three!; 
years  during  which  definitions  of  vitamin  deficiency 
were  crowding  the  literature. 

I also  received  statistics  from  Johns  Hopkins  Hos- 
pital which  cover  ten  years  and  about  Johns  Hop- 
kins and  its  staff,  surely  much  the  same  things  can 
be  said  as  of  Massachusetts  General.  The  results 
were  from  1930-1940,  in  150,000  admissions,  1701 
cases  of  vitamin  deficiency  (0.14  per  cent). 

I also  have  the  figures  from  such  geographically! 
widely  located  institutions  as  the  University  of  Kan- 
sas Hospitals,  the  Kansas  City  General  Hospital  andj 
the  County  Hospital  of  Santa  Barbara,  California. 
These  showed:  at  the  Kansas  City  General  Hos- 
pital from  1938-1940,  36,000  admissions  and  36  cases1 
of  vitamin  deficiency,  and  at  Santa  Barbara,  6,397 
admissions  with  26  cases  of  vitamin  deficiency.  At- 
tire Universitv  of  Kansas  Hospitals  over  a period  of  | 
three  years  there  were  19,152  admissions  with  16 
cases  of  vitamin  deficiency  and  in  the  out-patient 
department,  80,000  admissions  with  114  cases  of  ; 
vitamin  deficiency. 

I was  aware  that  in  a hospital  population  only  the 
very  marked  examples  of  vitamin  deficiency  would 
appear  and  I was  warned  that  there  were  subclinical  J 
or  precritical  stages  of  these  conditions.  So  I made ; 
a list,  after  careful  consideration  of  the  literature, 
of  the  signs  of  precritical  deficiency.  They  con- 
sisted of  such  things  as  keratotic  plugs  around  the 
hair  follicles,  glossy  tongue  and  other  symptoms 
which  I took  into  consideration,  although  I was 
far  from  convinced  that  they  all  really  represented  j 
signs  of  vitamin  deficiency.  Then  I prepared  a 
questionnaire  which  a physician  who  is  medical  at- 
tendant at  an  industrial  plant  applied  very  carefully 
to  300  unselected  workers  and  less  exhaustively  to 
1,500.  I say  “less  exhaustively”  because  we  made  no 
laboratory  blood  examinations  on  the  1,500  nor  did 
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vve  quiz  them  at  such  length.  The  investigation  took 
over  three  months  to  complete.  Please  note  that  this 
was  an  income  group  comparable  to  the  poor  in- 
come level  group  Dr.  Parran  at  first  investigated. 
We  found  not  one  single  example  of  what  we  could 
Konestly  call  nutritional  deficiency,  either  clinical, 
subclinical,  precritical,  vitamin,  mineral,  fat,  protein 
or  any  other  kind.  We  found,  it  is  true,  a propor- 
tion of  underweight  among  them  but  we  could  not 
actually  ascribe  this  to  undernutrition. 

One  would  have  expected  that  when  these  find- 
ings were  announced  it  would  cause  some  rejoicing, 
specially  among  those  officials  who  were  lately 
plowing  under  every  fourth  row  of  vitamin— and 
mineral-containing  vegetables  and  slaughtering  and 
destroying  every  fourth  pig,  cow  and  sheep  in  our 
ountry  and  who  are  now  telling  us  unctuously  that 
baking  away  sugar  is  good  for  us  because  we  eat 
too  much  of  it  anyway  and  are,  in  general,  grossly 
IDver-fed. 

But  nothing  of  this  kind  happened.  I was  the  re- 
cipient of  letters  which  ranged  from  more  or  less 
ludicial  criticism  to  open  vituperation.  I was  the 
subject  of  articles  and  letters  in  medical  journals  in 
which  I was  sometimes  called  by  name  and  some- 
times referred  to  as  “some  people.”  I was  told  that 
1 had  not  considered  the  preclinical  forms  when,  as 
a matter  of  fact,  I had  taken  particular  pains  to 
point  out  that  I was  considering  them  more  than 
anything  else. 

All  this,  however,  is  by  way  of  preface.  It  is  not 
my  privilege,  in  order  to  advocate  the  value  of 
Aristotelian  logic,  to  lay  befoi'e  you  the  sentence  I 
mentioned  above.  It  occurs  in  an  article  by  Dr. 
Norman  Jolliffe,  Dr.  James  S.  McLester  and  Dr. 
H.  C.  Sherman,  all  gentlemen  for  whom  I have  in 
general  the  greatest  respect.  Their  research  was 
done,  mind  you,  under  the  auspices  of  the  Food 
and  Nutrition  Board  of  the  National  Research 
Council:  it  therefore  represents  a pronouncement 
of  your  Government.  In  the  summary  and  conclu- 
sions they  state: 


“Some  types  of  malnutrition  are  strikingly  ob- 
I vious  to  everyone;  some  are  apparent  only  to  the 
physician  who  looks  for  them,  and  some  are  vague 
and  elusive  even  to  the  careful  observer  using  the 
most  accurate,  specialized  techniques.  If  the  first 
group  alone  is  counted,  the  prevalence  of  malnutri- 
tion will  be  recorded  as  low,  almost  negligible.  If 
the  second  group  is  counted,  it  will  be  high.  If  the 


525 

third  group  is  included,  the  rate  will  be  sufficiently 
high  to  occasion  genuine  concern.” 

I take  it  that  my  own  observations  are  in  agree- 
ment with  these  gentlemen  to  a certain  point.  In 
other  words,  the  first  group  which  contains  speci- 
mens so  strikingly  obvious  that  even  I could  see 
them  corresponds  to  my  list  of  hospital  cases  of 
frank  pellagra,  scurvy,  rickets,  etc.,  which  are  in 
numbers  negligible.  The  second  group,  apparent 
only  to  the  careful  observer,  I assume  to  be  sub- 
clinical  varieties  and  while  I did  not  find  them  as 
frequent  as  these  observers,  I will  let  the  difference 
pass. 

But  what  of  the  third  group?  What  of  those  who 
are  vague  and  elusive  even  to  the  most  careful 
observer,  but  the  numbers  of  which  are  sufficiently 
high  to  cause  genuine  concern?  How  do  they  know 
they  are  sufficiently  numerous  as  to  cause  concern 
when  they  are  so  vague  and  elusive  that  even  the 
most  careful  observers  with  the  most  accurate 
techniques  can’t  recognize  them?  Why  work  up 
genuine  concern  over  such  vague  matters?  Yet  the 
same  Government  is  prepared  to  spend  millions  and 
billions  of  dollars  to  correct  this  vague  and  uncer- 
tain defect;  they  are  prepared  to  publish  all  kinds 
of  scare  heads  about  it;  to  give  out  interviews  which 
are  designed  to  make  every  citizen  restless,  uncer- 
tain, and  fearful;  to  issue  posters,  movies,  propa- 
ganda, demagoguery  whose  sole  object  is  to  state 
very  positively  something  that  is  vague  and  elusive 
and  that  by  implication  only  the  Government  can 
cure,  because  the  most  careful  private  practitioner, 
using  the  most  scientific  apparatus  cannot  detect  it, 
to  send  Government  minions  scouring  the  country- 
side destroying  faith  in  the  individual  practitioner 
and  preparing  the  way  for  a centralized  government 
dictatorship  which  is  to  plan  your  food,  your  for- 
tunes and  your  sacred  honor. 

I am  perfectly  willing  to  acknowledge  that  there 
are  plenty  of  things  that  are  vague  and  elusive  that 
still  have  reality:  I have  studied  enough  Kant  and 
Spinoza  for  that.  But  in  being  asked  to  recognize 
clinical  entities,  I am  afraid  I will  have  to  have 
something  more  definite.  In  my  medical  dictionary 
there  are  99,000  words.  Wouldn’t  it  have  been 
possible  among  all  these  to  have  found  at  least  a few 
words  which  designate  symptoms  or  signs  of  the 
conditions  mentioned?  Is  it  utterly  impossible  even 
to  attempt  a definition?  Is  it  the  hair,  skin,  teeth, 
tongue,  lips,  nails,  whole  bodv,  legs,  arms,  eyes, 
ears,  heart,  urine,  blood,  liver  or  what  that  is  af- 
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fected?  Or  does  recognition  just  depend  on  a kind 
of  feminine  intuition  that  those  in  the  know  have 
and  I haven’t  and  if  they  say  there  is  nutritional 
deficiency  present,  it  is  present;  and  if  / say  it  isn’t 
present,  it  nevertheless  is.  I am  sorry,  but  I must 
decline  to  enter  the  lists  on  those  terms. 

I have  no  wish  to  make  an  issue  of  this,  especially 
in  this  peaceful  assemblage.  I simply  wish  to  reiter- 
ate my  point:  that  a preliminary  study  in  old- 
fashioned  Aristotelian  logic  and  rhetoric  might  have 
clarified  the  situation. 

But  our  intellectual  dilemmas  that  concern  the 
technical  advances  in  our  craft  are  fairly  easy  to 
solve  compared  to  the  social  adjustments  we  are 
asked  to  make.  For  few  of  us  are  trained  to  think 
in  terms  of  social  adjustments  and  even  if  we  were, 
we  are  constantly  being  interrupted.  Just  as  I am 
about  to  inaugurate  an  insurance  state-controlled 
hospitalization  plan,  I am  called  to  visit  old  Mr. 
Smithers  who  has  his  pain  again  and  nobody  but  me 
will  do.  No  other  member  of  the  group,  not  even 
the  leader  of  the  medical  Communist  party,  or  the 
Third  Assistant  Regional  Director  of  National 
Socialized  Health.  Only  poor  old  humble,  tired  me. 

I have  no  wisdom,  even  no  opinion  about  these 
matters;  in  fact,  the  discussion  of  them  bores  me 
intensely.  It  seems  to  me  they  will  all  be  adjusted 
eventually  without  my  help,  in  fact,  in  spite  of  it. 
There  are  some  things  that  are  suited  to  State  med- 
icine, some  that  are  not.  There  are  some  men  suited 
to  it,  some  who  are  not. 

For  instance,  the  surgeon  is  nearly  always  an 
individualist,  conservative  and  pooh-poohs  social 
schemes  of  change.  This  is  perfectly  natural:  he  has 
learned  a special  skill  at  much  expenditure  of  time 
and  trouble.  And  as  is  the  case  with  most  men  or 
women  who  learn  unique  skills,  he  gets  well  paid. 
If  you  have  to  have  your  Gasserian  ganglion  cut 
or  your  gall  ducts  reconstructed,  you  want  some- 
body who  has  learned  how  to  do  it  cleverly  and 
surely  even  though  he  may  be  a prima  donna  right, 
a real  blue  Persian  cat;  you  are  going  to  pay  him 
and  you  don’t  want  the  third-best  government 
surgeon  in  West  Wyoming.  On  the  contrary,  the 
prevention  of  typhoid  fever,  which  is  far  more  im- 
portant than  the  removal  of  all  the  Gasserian  ganglia 


that  ever  were,  can  be  done  by  a sergeant  or  even, 
a corporal,  or  a nurse  or  a technician.  And  in  be- 
tween is  every  gradation  of  human  necessity  and 
only  those  of  us  who  have  practiced  clinical  med- 
icine can  tell  which  is  which. 

In  other  words,  I vision  a future  of  medicine  like 
education,  in  which  public  and  private  practice  will 
exist  side  by  side.  And  on  the  long  road  that  med- 
icine has  followed,  it  is  not  the  changes  that  impress 
me.  Each  one  of  you  could  have  sat  in  that  first 
meeting  of  the  Connecticut  State  Medical  Society; 
and  taken  your  part  in  the  discussion  according  to 
your  light  and  character. 

The  astounding  thing  is  not  the  changes,  but  the 
fact  that  little  that  is  essential  has  changed  at  all. 
We  read  in  the  “Epidemics  of  Hippocrates”  such 
a case  history  as  that  of  Silenus,  who  lived  on  the 
Broad-way: 

“Silenus  lived  on  the  Broad-way,  near  the  house 
of  Evalcida.  From  fatigue,  drinking,  and  unseason- 
able excesses,  he  was  seized  with  fever.  He  began 
with  having  pain  in  the  loins;  he  had  heaviness  of 
the  head,  and  there  was  stiffness  of  the  neck.  On 
the  first  day  the  alvine  discharged  were  bilious  un- 
mixed; urine  black,  having  a black  sediment;  he  was 
thirsty,  tongue  dry;  no  sleep  at  night.  On  the 
second,  acute  fever,  an  uncomfortable  night,  slight 
delirium.  On  the  third,  all  symptoms  exacerbated. 
On  the  fourth,  in  the  same  state.  On  the  fifth,  bili- 
ous. On  the  sixth,  slight  perspiration  about  the  head. 
On  the  seventh,  loss  of  speech.  On  the  eighth,  a cold 
sweat  all  over;  red  rashes  with  sweat.” 

When  we  read  that  record  of  daily,  patient,  clin- 
ical observation,  the  centuries  fade  away  and  we 
are  standing  there  also  in  the  hot  Aegean  twilight 
in  the  house  on  the  Broad-way  with  our  daily  record 
sheet  in  one  hand,  making  our  own  notes  with  our 
fountain  pen. 

And  so  we  are  linked  by  habits  of  thought,  by  a 
common  viewpoint,  by  consideration  for  our 
patient,  directly  to  that  company  of  gentlemen  who 
met  to  found  the  Connecticut  Medical  Society  in 
1792  and  to  every  successive  component  body  who 
foregathered  since  to  meet  and  discuss,  to  propose 
or  oppose  the  new  ideas  of  science  in  their  day  and 
the  changing  modes  of  living. 
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MULLERIAN  DUCT  CYSTS 

Clyde  L.  Deming,  m.d.,  and  Robert  R.  Berneike,  m.d.,  New  Haven 


Cysts  of  the  deep  male  pelvis  will  probably  fall 
into  five  general  groups:  i.  Those  arising  from 
che  Wolffian  body  or  its  ducts.  2.  Those  arising 
t 'rom  the  Mullerian  ducts.  3.  Those  which  result 
:rom  an  obstruction  of  the  normal  ducts  by  enlarge- 
ment of  the  prostatic  utricle.  4.  Those  of  the  seminal 
vesicle  proper,  thought  to  be  due  to  occlusion  of 
ji  diverticulum.  5.  Those  of  inflammatory  or  para- 
sitic origin,  as  hydatid  cysts  of  the  septum  between 
:he  bladder,  rectum  and  prostate,  and  other  miscel- 
laneous cystic  tumors  such  as  dermoids,  aneurysms 
ind  degenerative  cysts  of  hyperplastic  or  malignant 
prostates. 

| Coppridge,  in  1939,  presented  an  excellent  review 
)f  the  literature,  from  which  he  reports  six  cases  of 
nassive  midline  cysts  simulating  a distended  bladder 
ind  originating  deep  in  the  tissues  between  the  blad- 
der and  the  rectum.  Many  features  of  these  cases 
suggest  that  they  were  probably  Mullerian  duct 
:ysts.  In  addition,  he  reports  a case  of  his  own, 
iwhich  was  undoubtedly  a cyst  arising  from  a rem- 
nant of  Muller’s  duct.  Hennessey,  in  the  same  year, 
idded  another  case  of  a large  symmetrical  midline 
byst  which  satisfies  the  criteria  for  Mullerian  duct 
:ysts.  Hallock,  in  1931,  reported  an  orange-sized 
:yst,  palpable  rectally  just  above  the  prostate,  and 
presumably  a cyst  of  Muller’s  duct;  and  R.  Campbell 
3egg,  in  1936,  added  another  to  the  yet  small  list 
pf  authenticated  cases. 

It  is  the  purpose  of  this  paper  to  present  another 
:ase  of  a cyst  of  Muller’s  duct  in  a male  and  to  out- 
ine  a group  of  diagnostic  criteria  to  silhouette  the 
disease. 

There  has  been  a tendency  in  the  literature  of 
prostatic  disease  to  include  Mullerian  duct  cysts  in 
11  loosely  defined  category  of  prostatic  cysts,  the 
ultimate  differentiation  depending  on  the  surgical 
lind  pathological  findings.  Emmett  and  Braasch,  in 
a review  of  twenty-two  cases  of  prostatic  cysts, 
described  cysts  either  of  one  of  the  lobes  of  the 
prostate  or  of  the  whole  prostate  itself.  Most  of  these 
were  obviously  cystic  structures  seen  cystoscopic- 
illy  to  project  into  the  bladder  or  urethra.  Some 


were  observed  only  rectally  in  various  parts  of  the 
prostate;  but  in  only  one  case  was  there  described 
a normal  prostate  by  rectal  palpation,  with  a cyst 
extending  upward  between  the  lateral  lobes.  This 
single  case  was  that  of  Hallock,  mentioned  above, 
which  was  probably  an  authentic  Mullerian  duct 
cyst.  This  group  of  cases  seems  to  be  a fair  sample 
of  prostatic  cysts,  and  from  them  may  be  drawn  at 
least  two  conclusions  which  tend  to  set  apart  pros- 
tatic cysts  proper  from  cysts  of  Muller’s  duct.  The 
most  important  of  these  seems  to  be  that  determined 
by  rectal  palpation,  which  discloses  that  the  cystic 
process  does  not  directly  involve  or  originate  in  the 
prostatic  tissue  but  seems  rather  to  arise  from  an 
attachment  between  the  lobes  of  a palpably  normal 
prostate.  This  observation  is  in  keeping  with  one  of 
the  long  established  criteria  associated  with  the  post- 
operative diagnosis  of  Mullerian  duct  cysts.  Fur- 
thermore, only  rarely  have  true  prostatic  cysts 
attained  any  great  size,  the  vast  majority  being  of 
the  size  of  a walnut  or  smaller. 

In  analysis,  then,  of  the  available  reports  of  cases 
which  are  proved  or  even  probable  examples  of 
Mullerian  duct  cysts,  several  common  features  are 
prominent.  Except  for  R.  Campbell  Begg’s  patient, 
who  was  57  years  of  age,  all  have  been  between  the 
ages  of  19  and  40.  All  of  the  tumors  were  symmetri- 
cal and  situated  in  the  midline.  Most  of  them  have 
been  of  fairly  large  size  and  were  palpable  abdomi- 
nally. None  have  contained  spermatozoa,  and  the 
descriptions  of  the  cyst  fluid  suggest  that  it  con- 
sisted in  all  cases  of  various  stages  of  degeneration 
of  blood,  ranging  from  “dark  brown”  and  “brownish 
green”  to  frankly  bloody  fluid.  When  operative 
removal  was  attempted,  it  was  found  in  all  but 
Hallock’s  case  that  the  anterior  wall  of  the  cyst  and 
the  posterior  wall  of  the  bladder  were  practically 
one  and  the  same  structure,  making  complete  re- 
moval extremely  difficult  and,  in  many  cases, 
impossible. 

Histologically  and  pathologically,  there  are  other 
features  which  are  said  to  characterize  all  Mullerian 
duct  cysts.  First,  the  epithelium  should  be  cuboidal 
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or  low  columnar  in  type.  Second,  there  should  be 
evidence  of  cystadenoma.  Third,  a cord  of  tumor 
tissue  should  pass  from  the  cyst  through  the  prostate 
to  the  region  of  the  verumontanum  without  affect- 
ing the  adjacent  prostatic  tissue. 

The  several  clinical  features  characteristic  of 
Mullerian  duct  cysts  are:  i.  A symmetrical  cystic 
mass  is  palpable  rectally  just  above  the  prostate  in 
the  midline.  2.  The  prostate  is  normal  or,  at  least, 
not  directly  involved  in  the  cystic  process.  3.  Ure- 
throcystoscopy  shows  only  encroachment  on  the 
bladder  lumen  by  an  extrinsic  mass  and  perhaps 
symmetrical  lateral  displacement  of  both  ureters. 
The  utricle  may  or  may  not  be  slightly  enlarged, 
and  bloody  discharge  may  be  encountered  at  its 
orifice.  4.  Fluid  from  the  cyst  does  not  show  any 
spermatozoa  or  parasites  and  probably  shows  only 
old  changed  blood.  5.  Skin  reaction  to  echinococcus 
antigen  is  negative. 

The  differential  diagnosis  is  briefly  tabulated  as 
follows: 

(1)  Prostatic  cysts:  a.  Palpable  in  prostatic  tissue 
or  visualized  cystoscopically.  b.  Almost  invariably 
small,  c.  Usually  associated  with  other  prostatic 
disease. 

(2)  Seminal  vesicle  cysts:  a.  Prostate  usually  nor- 
mal. b.  Usually  laterally  situated,  c.  Usually  small 
but  may  be  massive,  d.  Frequently  contain  sperma- 
tozoa. 

(3)  Mullerian  duct  cysts:  a.  Prostate  usually  nor- 
mal. b.  Always  in  midline.  c.  Usually  quite  large, 
d.  Do  not  contain  spermatozoa. 

At  operation  and  on  examination  by  the  patholo- 
gist, the  diagnosis  should  be  readily  established. 

MiiUerian  duct  cysts  have  been  treated  conserva- 
tively by  aspiration  or  radically  by  excision.  The 
recent  literature  on  the  subject  has  unanimously 
favored  either  complete  removal  or  partial  excision 
and  drainage,  depending  on  which  appears  feasible 
at  operation.  The  most  frequent  successful  approach 
has  been  suprapubic,  since  most  of  these  cysts  ex- 
tend well  up  along  the  posterior  wall  of  the  bladder. 
Infrequently,  the  combined  abdominoperineal  ap- 
proach may  be  indicated. 

Case  Report 

A.  G.,  a 30-year  old  single,  Italian  male,  born  and  raised 
in  Connecticut,  was  admitted  to  the  New  Haven  Hospital 
Otcober  15,  1942,  with  the  chief  complaints  of  bloody 
urethral  discharge,  urinary  frequency,  and  watery  discharge 
from  the  rectum.  Approximately  two  years  prior  to  admis- 
sion, the  patient  first  noticed  “flecks”  of  blood  in  his  urine, 


which  had  persisted  at  approximately  monthly  intervals.. 
For  about  the  same  duration  and  at  similar  intervals  he  had 
noticed  small  blood  stains  on  his  underclothing  and 
pajamas,  apparently  coming  from  the  urethra.  During  the 
year  and  a half  preceding  admission  he  had  experienced 
gradually  increasing  frequency  of  urination  both  by  day  and 
by  night.  Accompanying  the  latter  complaint  was  moderate 
difficulty  in  starting  and  stopping  the  stream,  associated 
with  a shooting  pain  originating  in  the  perineum  and  radi- 
ating down  the  ventrum  of  the  penis.  For  three  or  four 
months  there  had  been  an  occasional,  scanty,  “watery”  dis- 
charge from  the  rectum  with  no  other  remarkable  gastro- 
intestinal symptoms. 

The  only  sexual  complaint  was  that  overindulgence 
seemed  to  aggravate  the  frequency  and  to  cause  some  burn- 
ing on  urination.  Intercourse  was  apparently  satisfactory. 
Venereal  history"  was  denied  specifically  and  symptomat- 
ically. 

Vital  signs  were  normal.  General  physical  examination 
revealed  a rather  poorly  nourished  white  male  whose  only 
abnormal  physical  findings  were  limited  to  the  genitalia  and 
rectum.  Penis,  testes,  and  vasa  were  normal  to  palpation, 
but  both  epididymes  were  thickened  and  slightly  enlarged, 
more  so  on  the  left.  Rectally,  the  prostate  was  normal  in 
size,  shape,  and  consistency;  but  the  lateral  lobes  were  some- 
what separated  near  the  upper  edge,  and  from  between  them 
there  extended  upward  a tense,  cystic  mass,  which  was 
roughly  in  the  midline  but  perhaps  slightly  larger  on  the 
right  than  on  the  left.  The  upper  limits  of  the  cyst  could 
not  be  reached,  nor  could  it  be  palpated  suprapubically,  even 
on  bimanual  examination. 

Blood  counts  and  smear  showed  only  leukocytosis  of 
13,400,  with  an  essentially  normal  differential  count.  A cen- 
trifuged urine  sediment  showed  two  to  four  red  blood 
cells  per  high  power  field,  but  the  urine  was  otherwise 
negative.  Kahn  test  was  negative.  Nonprotein  nitrogen  was 
26  mgm.  per  cent,  and  the  phenolsulphonephthalein  test 
yielded  75  per  cent  in  two  hours.  Stool  examination  was 
negative. 

The  cyst  was  tapped  with  a lumbar  puncture  needle 
introduced  through  the  perineum,  and  about  6 cc.  of  watery, 
chocolate-colored,  odorless  fluid  were  withdrawn.  Eight  cc. 
of  40  per  cent  Skiodan  were  then  injected  into  the  cyst, 
and  films  of  this  simultaneously  with  retrograde  pyelograms 
showed  a pear-shaped  retrovesical  mass  extending  up  to 
the  dome  of  the  bladder  and  roughly  in  the  midline,  although 
somewhat  larger  on  the  right. 

Microscopic  examination  of  the  cyst  fluid  showed  only 
rare  laked  red  blood  cells,  a few  white  blood  cells,  and  con- 
siderable amorphous  material.  No  micro-organisms  were 
seen.  Culture  was  sterile. 

Cystoscopy  showed  an  appreciable  elevation  of  the  trigone 
and  base  of  the  bladder,  but  the  posterior  urethra  and  veru- 
montanum showed  only  moderate  vascular  engorgement. 
The  ureters  were  easily  catheterized,  and  retrograde  pye- 
loureterograms  showed  nothing  abnormal.  Function  was 
good  in  both  kidneys,  and  there  was  no  infection.  Urethro- 
gram showed  a normal  urethra  without  evidence  of  diver- 
ticulum. Barium  enema  revealed  no  abnormal  findings. 

Operation— Ethylene-cyclopropane  anaesthesia  was  used. 
Through  a midline  suprapbubic  incision  the  posterior  wall 


MULLERIAN  DUCT  CYSTS  — DE  MING  AND  BERN  El  KE 


529 


■ [of  the  bladder  was  exposed  by  stripping  away  the  peri- 
toneum. Adherent  to  the  lower  two-thirds  of  the  posterior 
wall  of  the  bladder  was  a grayish-blue  cystic  mass  about 
jthe  aggregate  size  of  three  hen’s  eggs.  This  was  dissected 
away  from  the  bladder  with  considerable  difficulty,  and  its 
(attachment  was  traced  down  to  the  prostate.  Attached  like 
two  ears  to  the  posterolateral  aspects  of  the  cyst  were  the 
two  seminal  vesicles;  and,  at  the  same  points,  apparently 
extending  into  the  cyst,  were  the  two  vasa  deferentia.  The 
Jstalk  of  the  cyst  was  traced  down  to  the  prostatic  urethra, 
iwhere  its  attachment  was  divided.  The  cyst  was  removed 
\in  toto  with  most  of  the  prostate,  both  seminal  visicles,  and 
the  distal  three  inches  or  so  of  the  vasa  deferentia. 

Pathological  Report — “The  portion  of  the  specimen  rep- 
resenting the  prostate  is  traversed  by  a canal  7 mm.  in  diam- 
eter. This  canal  is  continuous  above  with  a large,  somewhat 
flattened,  oval-shaped  cavity,  the  inner  surface  of  which 
is  grayish-white  and  composed  of  minute  nodules  and 
isacculations.  No  demonstrable  connection  exists  between 
the  lumen  of  the  vasa  and  that  of  the  cyst.  Sections  of  pro- 
state show  the  usual  epithelial  lining  with  ducts  and  acini. 
Sections  of  the  large  cyst  wall  itself  show  the  wall  to  be 
made  up  of  a thick  layer  of  smooth  muscle  and  fibrous  con- 
nective tissue.  It  is  partially  lined  by  a flattened  layer  of 
ideep  blue  staining  epithelial  cells. 

“ Diagnosis : Mullerian  duct  cyst,  seminal  vesicles,  and  por- 
tions of  prostate  and  vasa  deferentia.” 

The  patient’s  convalescence  was  complicated  by  drainage 
of  urine  from  the  suprapubic  wound  for  four  days,  but  this 
responded  satisfactorily  to  an  inlying  urethral  catheter.  A 
superficial  wound  infection  was  controlled  by  conservative 
measures,  and  the  patient  was  discharged  on  the  24th  post- 
operative day. 

The  patient  has  been  seen  twice  since  he  left  the  hospital, 
and  he  is  free  of  urinary  symptoms.  Rectal  examination  two 
months  after  leaving  the  hospital  was  normal  except  that  in 
the  region  of  the  prostate  there  was  palpable  a mass  of  in- 
durated tissue  about  two-thirds  the  size  of  the  normal 
prostate. 


Photograph  of  surgical  specimen  of  Mullerian  duct 
cyst  showing  upper  surface.  V-vas;  SV-seminal 
vesicle;  P-prostate;  C-connection  of  Mullerian  duct 
cyst  with  posterior  urethra 

Conclusion 

An  attempt  has  been  made  to  establish  some  clear 
clinical  features  diagnostic  of  Mullerian  duct  cysts. 
A detailed  report  of  a case  is  presented. 
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Tf  psychotherapy  signifies  mental  healing,  pure  and 

simple,  its  realm  is  vast  indeed.  It  comprises  hyp- 
notism, suggestion,  education  and  persuasion,  the 
different  psychoanalytic  schools,  Meyer’s  psycho- 
biology, vocational  therapy,  music-therapy,  and  re- 
ligion-therapy in  the  form  of  Christian  Science,  the 
Emanuel  movement  and  their  accretions.  Among  the 
latter  much  can  be  said  of  the  different  forms  of 
group  psychotherapy.  For  this  or  that  reason,  the 
votaries  of  each  of  these  psychotherapeutic  proce- 
dures claim  theirs  as  the  method  of  preference.  We 
psychiatrists  are  wont  to  turn  up  our  noses  at  some 
of  these  methods,  especially  if  they  are  utilized  by 
non  medical  practitioners.  But  the  fact  remains  that 
from  the  very  beginning  of  medical  practice,  espe- 
cially of  psychotherapeutic  practice,  from  the  time 
of  the  Babylonians,  the  trained  professionals  had  lay 
competitors,  who  could  not  be  just  ignored.  In  years 
gone  by,  I used  to  become  irritated  by  the  psycho- 
therapies which  lacked  those  standards  which  I con- 
sidered essential  for  any  therapeutic  procedure,  but 
age,  either  through  the  circulation  or  experience, 
exerted  a placid  influence  over  me.  Nowadays,  when 
such  feelings  arise,  I remember  that  Freud  said: 
“There  are  many  ways  and  means  of  psychotherapy. 
All  methods  are  good  which  produce  the  aim  of  the 
therapy.”  1For  comprehensible  reasons  I generally 
disapprove  of  lay  therapists,  no  matter  what  school 
they  claim  to  represent.  I admit,  however,  that  even 
they  often  obtain  good  results  and  I feel  that  with 
proper  regulation,  some  lay  psychotherapists  could 
be  of  help  to  us. 

You  may  surmise  from  what  I have  said  that  all 
forms  of  psychotherapy  which  give  good  results  are 
equally  good,  and,  hence,  it  matters  little  what 
method  one  pursues.  That  is  more  or  less  true,  but 
it  all  depends  on  what  you  wish  to  accomplish  by 


your  treatment.  A temporary  alleviation  of  an  irri- 
tating mood,  or  even  the  removal  of  hysterical 
symptoms  can  be  produced  by  any  form  of  mental 
healing,  but  if  you  look  upon  your  psychotherapy 
as  a therapy  of  the  total  psyche  in  the  sense  of 
changing  it  from  a vacillating  to  a more  or  less  firm 
organism,  you  will  have  to  know  more  concerning 
the  nature  and  mechanisms  of  the  forces  that  enter 
into  its  formation. 

Such  psychotherapy  is  a very  difficult  science  to 
master,  nor  can  it  be  practised  by  the  average  psy- 
chiatrist. It  requires  training,  skill  and  great  patience. 
In  my  long  experience  I have  found  only  few  who 
were  properly  endowed  for  such  practice. 

Protagoras,  the  Sophist,  who  lived  in  the  5th 
Century  B.C.,  said  that  man  is  the  most  helpless  of 
all  creatures,  and  the  only  weapon  he  possesses 
against  the  innumerable  dangers  threatening  him  is 
his  mind.  There  is  no  need  of  delving  into  the  his- 
tory of  mental  evolution  to  demonstrate  the  truth  of 
this  statement.  As  psychiatrists,  we  are  naturally  not 
only  interested  in  the  psychic  development  of  man 
in  so  far  as  it  enabled  him  to  survive  the  trials  and 
vicissitudes  of  millenia  and  emerge  victorious,  even 
as  Thornton  Wilder  puts  it,  “by  the  skin  of  our 
teeth,”  but  we  are  especially  fascinated  by  the  actual 
struggle  of  the  forces  within  the  psyche,  some  of 
which  we  have  learned  to  know  as  neuroses  and 
psychoses.  Fet  us,  therefore,  bring  up  to  date  Pro- 
tagoras’ statement  mentioned  before,  by  quoting 
what  a great  psychiatrist  of  our  own  time  thinks  of 
the  mind.  “The  psyche,”  says  Eugen  Bleuler,  “is  the 
essential  element  in  man,  not  only  from  a religious, 
but  also  from  the  viewpoint  of  the  natural  sciences. 
Strong  muscles  and  solid  bones  are  still  agreeable 
attributes  for  those  who  possess  them,  but  one  can 
direct  a world  without  even  having  arms  and  legs, 
while  a slight  disturbance  in  the  psychic  mechanism 
can  change  the  strongest  man  into  a pitiable  object 
of  care,  or  into  a dangerous  enemy  of  society.”2  In 
discussing  psychotherapy,  we  must,  therefore,  bear 
in  mind  that  its  aim  should  not  be  only  to  remove 
neurotic  symptoms,  but  also  to  develop  a prophy- 
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laxis  for  the  prevention  of  mental  disturbances.  Like 
general  medicine  psychotherapy  must  strive  to  cure 
and  prevent  diseases.  For  I doubt  whether  typhoid 
cures  are  more  efficacious  today  than  a half  a cen- 
tury ago,  but  in  comparison,  typhoid  like  smallpox 
and  other  contagions  is  now  quite  rare. 

One  may  wonder  whether  psychotherapy  holds 
out  similar  prospects  and  what  is  still  more  import- 
ant, which  form  of  it  is  likely  to  realize  them.  To 
answer  these  questions,  it  will  be  necessary  to  re- 
view briefly  what  we  know  about  the  origin  and 
present  state  of  development  of  psychotherapy. 

Let  us  start  by  assuming  that  some  sort  of  psycho- 
therapy has  been  practised  long  before  history.  We 
know  from  various  sources  of  antiquity  that  in  the 
beginning  no  distinction  was  made  between  physical 
and  psychic  maladies,  although  the  parallel  evolution 
of  mind  and  thought  has  occupied  speculative  man- 
kind from  the  very  beginning  of  civilization.  Never- 
theless, it  is  safe  to  assume  that  during  the  childhood 
of  medicine,  as  we  find  it  in  Assyria,  Babylonia, 
Egypt,  India,  Judea,  Phoenicia,  Greece,  China,  and 
ancient  America,  the  prevailing  concept  of  disease- 
mental  or  phvsical— was  that  it  resulted  from  some 
demoniacal  influence.  The  physician  and  the  priest 
were  embodied  in  the  same  person,  and  the  same 
situation  still  exists  among  semi-enlightened  and 
primitive  peoples.  Like  the  experienced  Egyptian  or 
Chaldean  priest,  the  Shaman,  Kahuna,  or  medicine 
man  of  today  still  uses  exorcisms  to  drive  out  the 
evil  spirits  causing  the  maladies.  The  physician  of 
today  is  thus  a direct  descendant  of  the  Egyptian, 
Chaldean  and  Druidic  priests. 

As  man  progressed  mentally,  the  supernatural  ele- 
ments gave  way  to  factual  truths  and  history  shows 
that  the  Greek  natural  philosophers  formed  the  first 
era  of  what  we  might  call  modern  medicine.  Their 
works  amply  demonstrate  that  they  were  not  in- 
fluenced by  gods,  patriotism,  or  gain,  but  by  truth 
for  truth’s  sake.  Thus,  Protagoras,  who  so  highly 
valued  the  mind,  said:  “I  can  know  nothing  concern- 
ing the  gods,  whether  they  exist  or  not;  for  we  are 
prevented  from  gaining  such  knowledge  not  only 
by  obscurity  of  the  thing  itself,  but  by  the  brevity 
of  human  life.”  Concerning  him,  one  can  say  that 
history  precedes  itself.  For  he  was  driven  out  of 
Athens  as  a reviler  of  the  gods  and  his  book  was 
burned  in  the  public  marketplace.  It  was  during  this 
period  that  the  two  great  maxims,  which  exerted  so 
much  influence  on  future  thought,  came  to  light.  I 
am  referring  to  “Know  Thyself,”  which  was  in- 


scribed in  the  Temple  of  Delphi,  wherein  slaves  and 
rulers  sought  guidance.  This  saying,  attributed  to 
Chilo,  one  of  the  seven  sages  of  Greece,  was  con- 
sidered by  Socrates  as  the  only  object  worthy  of 
man,  and  the  starting  point  of  all  philosophy.  The 
second  maxim,  which  is  as  old  as  it  is  profound, 
“Man  is  the  measure  of  all  things,”  was  first  uttered 
and  stressed  by  Protagoras,  mentioned  above.  One 
could  proceed  from  this  Ionian  era  and  follow  the 
various  trends  that  led  directly  to  modern  psycho- 
therapy. In  a lecture  on  “The  Freudian  Epoch,”3  I 
chose  to  start  with  Spinoza,  because  this  great 
thinker  of  the  17th  century  anticipated  many  of  the 
truths  that  Freud  later  discovered  and  elaborated  on 
the  basis  of  clinical  experience,  and  because  it  would 
have  taken  me  too  far  afield  to  include  everything 
before  him. 

As  I am  speaking  to  a group  of  psychiatrists,  I 
feel  that  it  would  be  amiss  to  burden  you  with  a 
conventional  history  of  psychotherapy.  You  all 
know  that  the  foundation  for  modern  mental 
therapy  was  laid  towards  the  end  of  the  18th  cen- 
tury by  Mesmer’s  magnetism.  Mesmer  received  his 
diploma  from  the  University  of  Vienna  in  1766  for 
a thesis,  “On  the  influence  of  the  Planets  on  the 
Fluman  Body.”  The  views  he  expressed  show  a mix- 
ture of  physiology  and  astrologv,  which  was  then 
in  vogue.  Later  investigators  have  claimed  that  these 
views  were  not  original,  that  Mesmer  absorbed  them 
from  Paracelsus  and  a Scotch  physician,  William 
Maxwell.  There  is  no  doubt,  however,  that  Mesmer 
was  a true  pioneer,  who  firmly  believed  in  his  dis- 
covery. After  years  of  prosperity,  during  which  he 
was  acclaimed  and  idolized  for  his  miraculous  cure, 
he  suffered  shipwreck  when  he  tried  to  gain  recog- 
nition from  the  Royal  Medical  Society  and  the 
Academy  of  Science  of  Paris.  Neither  the  doctors 
nor  the  savants  would  have  anything  to  do  with  him. 
It  is  of  interest  to  note  that  Lavoisier  and  our  Ben- 
jamin Franklin  were  members  of  the  committee  of 
scientists  and  physicians  appointed  by  King  Louis 
XVI  in  1784  to  investigate  Adesmer’s  reputed  cures. 
After  a thorough  investigation,  the  committee  re- 
ported that  the  cures  were  genuine,  but  as  they  were 
altogether  due  to  the  imagination  and  imitation  of 
the  patients,  the  subject  was  not  worthy  of  further 
scientific  investigation.  I mention  this  to  show  that 
the  rank  and  file  of  scientists  have  not  changed  much 
since  then.  Please  note  that  Mesmer’s  concept  was 
based  on  his  theory  that  human  beings  influence 
each  other  just  as  the  magnet  influences  the  iron: 
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namely,  that  they  either  attract  or  repel  each  other, 
and  that  the  scientific  committee,  which  conceded 
that  Mesmer’s  cures  were  due  “to  imagination  and 
imitation,”  made  no  effort  to  investigate  the  nature 
of  the  imagination  and  imitation  which  were  respon- 
sible for  these  cures.  Mesmer  died  in  obscurity  about 
thirty  years  later,  not  dreaming  that  he  had  laid  the 
foundation  for  hypnotism  and  suggestion  and  all  the 
other  forms  of  psychotherapy,  which  started  about 
a hundred  years  later. 

A number  of  things  happened  between  1784  and 
1880,  when  Charcot,  a well  known  neurologist, 
began  to  pave  the  way  for  scientific  psychotherapy. 
First,  the  Marquis  de  Puysegur  discovered  somnam- 
bulism. He  found  that  some  people  speak  and  act 
during  the  so  called  magnetic  sleep  as  if  they  were 
awake,  but  they  retain  no  memory  of  their  behavior. 
“They  have  acted,”  he  said,  “as  if  in  a dream.” 
Second,  in  1815  the  Portuguese  Abbe  Faria  demon- 
strated that  some  sensitive  individuals  are  so  impres- 
sionable that  they  can  be  put  to  sleep  by  a mere 
command  that  they  should  fall  asleep.  This  showed 
that  to  put  some  people  to  sleep  there  was  no  need 
of  manual  or  magnetic  contact  as  Mesmer  always 
asserted.  Finally,  a number  of  English  surgeons  used 
the  Adesmeric  technique  in  their  practice  and  one  of 
them,  James  Braid,  showed  that  there  was  no  truth 
in  Mesmer’s  fluid  theory,  that  the  most  important 
factor  of  this  phenomenon  was  sleep,  and  he,  there- 
fore, called  the  whole  procedure  hypnotism. 

I do  not  intend  to  go  any  further  into  the  diverse 
theories  of  the  various  French  schools.  Suffice  it  to 
say  that  the  consensus  of  opinion  of  those  who  dif- 
fered with  the  views  originally  advanced  by  Charcot 
was  that  hynotism  was  a phenomenon  of  suggestion, 
which  is  as  common  in  everyday  life  as  in  the  neu- 
rotic. None  of  these  schools,  however,  made  any 
attempt  to  learn  the  meaning  of  suggestion;  this  dis- 
covery was  left  to  the  Freudians.  As  this  brings  me 
into  my  own  familiar  territory,  I ask  your  indul- 
gence if  I appear  too  conspicuous  in  what  is  to  fol- 
low. Everything,  as  you  know,  depends  on  constitu- 
tion and  fate.  You  have  diagnosed  my  constitutional 
make-up  by  this  time  I am  sure.  But  none  can  dis- 
pute the  fact  that  fate  thrust  me  into  the  field  of 
psychotherapy  in  the  beginning  of  its  development. 
As  you  will  hear,  I did  not  manoeuver  mvself  into  it 
with  ambition  aforethought. 

Before  1900  there  were  no  physicians  who  special- 
ized in  mental  therapy  and  who  called  themselves 
psychotherapists.  But  now  there  is  at  least  one 


psychotherapist  in  any  moderate  sized  city.  In  big 
centers,  as  well  as  in  most  of  the  psychiatric  hos- 
pitals, there  are  trained  psychiatrists  who  devote 
most,  if  not  all,  of  their  time  to  some  form  of  psycho- 
therapy. But  the  word,  psychotherapy , is  not  found 
in  any  of  the  psychiatric  works  of  the  last  century.4 
Nor  is  it  discussed  or  indexed  in  such  psychiatric 
works  as  Clouston,  Payton,  White,  Weygand,  or 
Bianchi,  which  appeared  here  and  abroad  in  the 
beginning  of  this  century.  I was  more  than  sur- 
prised to  find  no  reference  to  it  in  the  1935  edition 
of  such  an  important  work  as  Jelliffe  and  White’s 
Diseases  of  the  Nervous  System.  To  be  sure,  there 
are  indirect  references  and  allusions  to  what  we 
might  now  call  psychotherapv  in  many  of  the  old 
writings  on  mental  diseases,  as  well  as  on  medicine 
in  general.  But  psychotherapv,  as  such,  was  prac- 
tically unknown. 

If  I had  been  able  to  pursue  my  medical  studies 
uninterruptedly,  I would  have  graduated  from  the 
College  of  Physicians  and  Surgeons  in  1900.  I had 
to  stop  after  my  second  year  and  did  not  graduate 
until  1903.  During  this  interval  I studied  philosophy 
and  I experimented  with  the  professor  of  psychol- 
ogy  on  hypnotism.  Thus,  when  I returned  to  the 
medical  school,  I was  quite  interested  in  mental 
phenomena.  Dr.  Frederick  Peterson,  the  professor 
of  psychiatry  accidentally  discovered  me  as  suitable 
material  for  psychiatry.  If  not  for  him,  I probably 
would  have  been  a “pill  pusher”  in  some  country 
town.  Dr.  Peterson  introduced  me  to  Manhattan 
State  Hospital  while  I was  in  my  fourth  year  in 
college.  Months  before  I graduated,  Dr.  Dent,  the 
superintendent,  promised  me  an  interneship  in  the 
Manhattan  State  Hospital  West.  Why  was  I inter- 
ested in  mental  phenomena,  you  might  ask?  First, 
everybody  is.  A-lan  has  always  striven  to  solve  the 
mysteries  of  the  mind.  Besides,  I was  not  just  a mere 
man.  I was  a restless  and  sensitive  individual.  A 
clever  psychiatrist  might  have  called  me  neurotic. 
I never  had  an  official  neurosis,  simply  because 
having  been  all  alone  in  this  great  metropolis  since 
the  age  of  fourteen,  I had  no  sympathetic  audience 
for  whom  I could  perform  psychodramatics.  Never- 
theless, I must  have  shown  something  that  caused 
people  to  associate  me  with  things  psychic.  Some 
time  before  Peterson  introduced  me  to  Dr.  Dent,  I 
was  summoned  to  the  office  of  P.  & S.  and  asked 
whether  I would  accept  a part  time  position  as 
assistant  to  a Dr.  Boris  Sidis,  who  was  conducting 
experiments  on  hypnotism  in  the  Woman’s  Hos- 
pital, New  York.  A few  days  later,  while  in  the 
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home  of  this  pioneer  psychopathologist,  I watched 
his  three  year  old  son,  sitting  on  the  floor  amidst 
numerous  books.  His  father  later  explained  that  he 
was  not  just  playing,  but  actually  reading  these 
books.  This  infant  prodigy,  the  first  I had  seen, 
graduated  from  Harvard  at  the  age  of  14  and  created 
a furor  as  a mathematical  genius,  but  like  all  of  his 
kind  soon  petered  out.  I made  a verbal  arrangement 
to  collaborate  with  Sidis  in  the  fall  of  1903,  but  as 
I was  without  any  funds  by  the  time  I passed  my 
state  board,  and  as  it  was  unbecoming  for  a P.  & S. 
graduate  to  look  for  any  kind  of  work,  as  I was 
wont  to  do  before,  Dr.  Dent  suggested  that  I go 
to  the  newly  opened  Manhattan  State  Hospital  in 
Central  Islip  and  return  to  him  in  the  fall,  when  he 
would  have  room  for  me.  I have  recited  this  part 
of  my  history  to  show  some  of  the  trends  that,  as 
it  were,  unconsciously  led  me  to  the  field  of 
psychotherapy. 

As  I showed  an  interest  in  my  work,  I was  selected 
in  the  fall  of  1903  to  attend  Dr.  Adolf  Meyer’s  first 
course  for  S.  H.  physicians  in  the  then  Pathological 
Institute  at  Wards  Island.  Dr.  Frederick  Parsons  is 
the  only  other  psychiatrist  still  living  who  was  a 
member  of  this  group.  We  received  a thorough 
grounding  in  modern  psychiatry,  especially  in 
Kraepelin’s  new  entities.  Everything  revolved 
around  dementia  praecox  and  manic-depressive 
psychosis.  We  all  assiduously  studied  Diefendorf’s 
“Kraepelin”  together  with  Dr.  Meyer’s  carefully 
compiled  notes  on  the  modern  way  of  examining 
and  studying  patients.  This  was,  I believe,  a six 
weeks’  course,  which  was  very  stimulating  and  in- 
structive. Dr.  Meyer  implanted  in  us  a real  taste 
for  the  systematic  study  of  psychiatry,  despite  the 
fact  that  he  made  no  effort  to  impose  his  personality 
on  his  students.  I was  fascinated  by  my  case  work, 
and  having  always  been  an  omniverous  reader,  and 
a polyglot  to  boot,  I read  whatever  I could  get  on 
the  subject  of  psychopathology.  The  first  money 
that  I earned  in  the  hospital,  my  first  month’s  salary, 
$50,  I spent  on  the  original  works  of  Kraepelin, 
Wernicke,  Ziehen  and  Bianchi. 

Some  time  later  I was  again  sent  to  the  Institute— 
this  time  for  a few  months,  to  be  prepared  for  the 
position  of  pathologist,  which  Dr.  Meyer  initiated 
in  the  New  York  State  hospitals.  Here  we  studied 
the  latest  techniques  in  histology  and  pathology, 
especially  of  the  central  nervous  system.  It  was  a 
great  treat  to  sit  at  the  microscope,  or  look  at  some 
sections  with  Dr.  Meyer  walking  from  one  to  the 


other,  dilating  on  subjects  which  had  escaped  our 
own  views. 

I was  a pathologist  for  about  two  years,  and 
working  alone  often  under  trying  conditions  I soon 
tired  of  the  routine  laboratory  technique  and  asked 
for  clinical  work.  I was  then  sent  to  the  reception 
service,  where  I had  an  excellent  opportunity  to 
examine  all  the  new  cases  admitted  to  the  hospital. 

I enjoyed  this  kind  of  work  for  about  two  years, 
when  I gradually  found  my  interest  flagging.  There 
were  a number  of  reasons  besides  the  monotony  of 
descriptive  psychiatry  which  caused  me  to  turn  to 
the  study  of  the  borderline  cases  and  revive  my 
interest  in  hypnotism. 

For  one  thing  I had  thought  seriously  of  going 
into  private  practice;  I wondered  whether  one  could 
earn  a livelihood  by  practising  psychiatry.  I knew 
that  the  greatest  majority  of  the  cases  in  the  hospital 
could  not  be  kept  on  the  outside,  and  even  if  that 
were  possible  in  some  cases,  what  could  one  do  for 
them?  There  was  no  therapy  to  speak  of  except  the 
symptomatic  treatment,  which  I felt  could  only  be 
given  in  a hospital.  It  was  then  that  I began  to  prac- 
tice hypnotism  on  some  of  the  accessible  patients. 
My  experience  was  no  different  than  that  of  others. 
Some  patients  were  hypnotizable,  and  it  was  a 
pleasure  to  see  them  obey  my  commands,  while 
others  could  not  be  made  to  fall  asleep.  When  I 
cajoled  them  to  sleep,  and  finally  said,  command- 
ingly,  “Now,  you  are  asleep,”  they  opened  their 
eyes,  and  said,  “No,  I’m  not  asleep.”  When  this  hap- 
pened the  first  time  I was  mortified  and  did  not 
know  what  to  say.  Later,  after  many  similar  expe- 
riences, I saved  my  face  by  saying  that  I did  not 
mean  real  sleep.  I soon  noticed  that  I behaved  like 
the  Delphian  Oracle,  whose  answers  could  be  con- 
strued in  many  ways. 

In  1905  there  appeared  Jelliffe  and  White’s  Eng- 
lish translation  of  Dubois’  The  Psychic  Treatment 
of  Nervous  Disorders.  Dubois  was  dead  against 
hypnosis,  as  can  be  seen  from  the  following  quota- 
tion (p.  233):  “The  psychotherapy,  which  I call 
rational,  has  no  need  of  this  sort  of  preparatory 
narcosis  of  hypnosis,  or  of  this  hypersuggestibility 
that  is  itself  suggested.  It  is  not  addressed  to  an  im- 
pressionable polygon,  but  simply  to  the  mind,  and 
the  reason  of  the  subject.  This  psychic  therapy  is 
indicated  in  all  the  affections  in  which  one  recog- 
nizes the  influence  of  mental  ideas,  and  they  are 
lesions.”  Dubois  rejects  on  principle  in  every  at- 
tempt at  education  or  re-education— first,  authority , 
which,  he  claims,  is  always  bad  in  spite  of  its 
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momentary  success,  because  it  does  not  conduce  the 
necessary  clearsightedness;  second,  suggestion,  be- 
cause it,  too,  crushes  the  spirit  and  develops  a great 
field  inherent  in  the  human  mind:  namely,  suggesti- 
bility. “I  recognize,”  he  states,  “but  one  means  of 
education,  persuasion  by  means  of  proof,  by  demon- 
stration, by  logical  induction,  and  by  reason,  which 
touches  the  heart.  Of  the  proof  of  this  last  means 
there  are  all  degrees.  Precise,  but  cold  proof  dis- 
penses with  every  emotional  outlet.  It  appeals  only 
to  reason.”5 

There  is  no  method  that  Dubois  teaches  that  one 
can  master  by  reading  his  work.  The  only  interest 
that  I find  in  Dubois  now  is  his  rejection  of  hypno- 
tism, because  it  is  based  on  authority.  Freud,  too, 
revolted  against  the  violence  of  hypnotism,  but 
mainly  because  it  did  not  allow  any  insight  into  the 
nature  and  origin  of  the  symptoms.  I found  Dubois’ 
method,  as  much  as  I could  grasp  of  it,  monotonous, 
vague,  and  often  confusing.  I once  tried  persuasion 
on  a patient  who  suffered  from  loud  tic-like  belch- 
ings,  which  once  started,  continued  for  hours.  I 
reasoned  with  him  for  about  an  hour,  and  he  looked 
puzzled  and  continued  to  belch  as  loudly  as  before. 
I became  irritated  at  what  I thought  his  stupidity 
and  hypnotized  him.  I stopped  his  belching  with  a 
few  commands.  I just  yelled,  “Shut  up!”  And  he 
did!  My  own  omnipotence  of  thought  was  seem- 
ingly more  suitable  for  the  direct  approach  of 
hypnotism— if  the  patient  was  willing.  The  trouble, 
as  I said,  was  that  not  all  of  them  were  willing. 

In  1906  I read  in  the  daily  press  that  a Dr.  Quack- 
enbos  worked  miraculous  cures  by  hypnotism.  I 
called  on  him  and  told  him  that  I could  not  hypno- 
tize some  of  my  patients.  He  was  a fine  gentleman 
of  the  Svengali  type.  He  listened  to  me  and  smiled. 
When  I was  through  with  my  recital,  he  led  me  to 
a good  sized  room  which  was  divided  into  cubicles 
(sort  of  chambres  separees ) and  there  I saw  patients 
lying  on  cots  fast  asleep  and  snoring.  I asked  ad- 
miringly, “How  do  you  do  it?”  He  then  admitted 
that  he  had  had  the  same  experiences  of  which  I 
complained,  but  he  solved  his  problem  by  giving 
up  verbal  suggestion.  He  just  gave  each  patient  a 
stiff  dose  of  paraldehye  or  chloral,  and  when  the 
patient  was  asleep,  he  walked  from  one  to  the  other 
and  made  suggestions.  While  he  spoke  I was  struck 
by  the  odors  of  these  familiar  drugs  which  we  so 
generously  dispensed  to  our  patients  in  the  hospital. 
The  Svengali  figure  underwent  a definite  shrinkage 
as  I listened  to  the  doctor. 


After  considerable  study  and  experimenting,  1 
decided  that  Paris  would  be  the  place  where  I couh 
learn  whatever  there  was  to  know  about  hypnotism 
and  there  I went  in  the  spring  of  1907.  For  a week 
or  so  I looked  over  the  field  and  finally  entered 
Pierre  Marie’s  service  in  the  Hospice  de  Bicetre.  1 
have  so  often  described  the  disappointment  that  1 
experienced  in  Paris  that  it  is  somewhat  difficult  to 
repeat  it.  Briefly,  I was  surprised  that  most  of  the 
neurologists  and  psychiatrists  I met  there  no  longei 
believed  in  the  efficacy  of  hypnotism  and  sugges- 
tion. Some  had  much  good  to  say  about  a new 
method,  isolation,  which  was  a sort  of  modified 
Weir-Mitchell  cure.  As  soon  as  I had  a chance  to 
speak  to  one  of  these  isolated  patients,  I discovered 
that  she  went  through  a number  of  these  “cures’' 
and  that  she  was  always  the  one  to  say  when  she 
was  well.  She  said  that  when  she  got  bored  and  nc 
longer  relished  her  isolation,  she  asked  for  her  dis- 
charge, and  the  doctors  were  very  gentle  about  it 
Well,  I was  thoroughly  disheartened  by  my  twc 
months’  sojourn  in  Paris.  I thought  seriously  of 
giving  up  psychiatry.  In  my  distress  I communi- 
cated with  my  mentor,  Frederick  Peterson,  and  told 
him  what  was  in  my  mind.  He  laughed  at  mv  idea 
of  giving  up  psychiatry,  and  advised  me  to  go  tc 
the  Clinic  of  Psychiatry  at  Zurich,  to  Bleuler  and 
Jung.  He  added  casually  that  they  were  applying 
the  Freud  theories  to  psychiatry  there. 

I have  described  a number  of  times  my  impu 
sions  of  the  first  encounter  with  the  Zurich  Schc 
I shall,  therefore,  not  repeat  them.  All  I wish  to  say 
here  is  that  besides  getting  a new  and  interesting 
slant  on  the  subject  of  mental  diseases,  or  better,  a 
new  psychiatry,  I finally  found  a psychotherapy 
which  after  thirty-four  years  of  experience  I con- 
sider the  best  and  most  logical  of  all  the  other' 
mentioned  here. 

Let  me,  therefore,  summarize  what  I consider  the 
essential  differences  between  all  the  other  therapies 
and  psychoanalysis  without,  however,  delving  intc 
the  psychoanalytic  therapeutic  method,  as  such. 

In  distinguishing  between  hvpnotism  and  psycho- 
analysis, Freud  used  Leonardo  da  Vinci’s  differ- 
entiation between  sculpture  and  painting.  Leonardc 
said  that  the  painter  works  per  via  di  porre— by  way 
of  putting  on,  he  puts  heaps  of  paint  on  an  empty 
canvas,  colors  of  different  shades,  until  he  produce; 
the  image  he  desires;  while  the  sculptor  works  pei 
via  di  lev  are— by  taking  away.  That  is,  the  sculptoi 
having  selected  his  marble  or  other  stone,  chisel; 
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away  fragments  from  the  block  until  he  gets  the 
figure  he  wishes  to  create.  In  hypnotism  the  psycho- 
therapist imposes  himself  on  the  patient’s  mind  and 
forces  the  patient  to  obey  him.  If  everything  goes 
well,  that  is,  if  the  patient  is  amenable  to  hypotic  sug- 
gestion, he  can  be  rid  of  his  symptoms,  at  least  for 
some  time.  From  my  own  experience  with  hypno- 
tism, with  suggestion,  or  with  auto-suggestion, 
which  I have  rarely  used  of  late  years,  I can  report 
as  follows:  In  favorable  cases  I have  removed 
monosymptomatic  hysterical  symptoms  as  well  as 
anxieties.  Most  of  these  symptoms  either  had  re- 
appeared after  weeks  or  longer  intervals.  Some  ex- 
changed the  symptoms  for  new  ones.  Thus,  when  a 
headache  was  removed,  there  soon  appeared  a pain 
in  the  shoulder  or  another  ache.  In  all  cases  that  I 
Icould  follow  up  there  was  not  a single  case  that 
remained  cured  for  more  than  a few  months.  Hyp- 
notism is  useful  when  one  wishes  to  obtain  quick 
results;  hence,  it  can  be  used  in  acute  cases  of  war 
hysteria  or  anxieties  where  neither  persuasion  nor 
psychoanalysis  is  applicable.  In  peacetime  practice 
it  may  be  used  in  cases  not  amenable  to  analysis, 
but  the  best  results  obtained  through  hypnotism 
disappear  if  the  relation  between  doctor  and  patient 
becomes  estranged.  Last,  but  not  least,  some  patients 
can  become  addicted  to  hypnotic  treatment  and 
cannot  stay  away  from  the  hypnotist. 

We  did  not  know  the  psychology  of  hypnotism 
nd  suggestive  influence  until  Ferenczi  explained  it 
j the  father-child  relation.  Looking  at  it  from  this 
viewpoint,  one  can  readily  explain  the  effect  of 
hypnotic  suggestion.  If  the  child  has  confidence  in 
the  father,  he  will  obey  what  the  latter  tells  him. 
Confidence  is  thus  a primordial  requisite  in  psycho- 
therapy, from  which  the  individual  can  always  draw 
succor.  That  explains  the  comfort  and  consolation 
which  one  can  find  in  religion,  wherein  the  omnis- 
cient and  omnipotent  father  in  heaven,  representing 
the  infantile  conception  of  one’s  own  father,  is  im- 
plored for  those  needs  that  one  cannot  obtain 
through  his  own  efforts.  That  is  especially  true  in 
Idisease,  especially  in  neurotic  afflictions.  The  Nancy 
School,  headed  by  Bernheim,  sensed  this  when  he 
^attributed  such  a great  role  to  suggestion  in  the  vital 
economy  of  human  behavior.  As  late  as  in  1911,  at 
the  meeting  of  the  International  Society  for  Medi- 
cal Psychology  and  Psychotherapy,  Bernheim 
maintained  that  it  is  not  the  artificial  hypnotic  sleep 
which  accounts  for  the  results  obtained  through 
aypnotism,  such  as  anaesthesia  and  catalepsy.  All 
:hese  phenomena  are  the  results  of  suggestion.  To 


quote  his  words:  “//  est  vrai  dire  que  toute  la  vie  de 
relation  consiste  en  phenomene  de  suggestion ; nous 
suggerons  aux  autres , nous  sommes  suggestion e par 
les  autres .”  (It  is  a fact  that  the  relations  of  our 
whole  life  consist  in  phenomena  of  suggestion;  we 
suggest  to  others  and  others  suggest  to  us.)  That  is 
to  say,  we  are  forever  influencing  others  and  they 
influence  us.  But,  whose  influence  does  one  accept 
more  readily  than  that  emanating  from  one’s 
father?  Psychoanalysis  has  shown  clearly  the  in- 
fluence of  the  father  or  the  parents  on  the  child. 
The  ego  and  the  superego  are  both  the  psychic 
representatives  of  the  father,  and  they  always  stand 
guard  against  the  incursion  of  the  primordial  id.  We 
surely  influence  each  other;  our  unconscious  trans- 
ference is  in  constant  conversation  the  moment  we 
meet.  Every  individual  is  evaluated  in  terms  of  the 
persons  who  constituted  our  microcosm  in  child- 
hood. Our  likes  and  dislikes  are  nothing  but  rapid 
excrescences  of  confidence  and  distrust;  and  our 
neuroses  and  psychoses  nothing  but  congealed  ex- 
aggerations of  those  phenomena. 

There  is  no  doubt  that  suggestion  or  transference 
in  the  psychoanalytic  sense  regulates  our  normal 
and  abnormal  behavior.  Friendship  and  hostility, 
peace  and  war,  are  manifestations  of  these  same 
phenomena  in  the  individual  and  the  race.  It  is, 
therefore,  no  accident  that  the  founders  of  psycho- 
therapy sensed  these  very  mechanisms  as  the  founda- 
tion of  their  various  systems.  Mesmer  assumed  that 
human  beings  attract  and  repel  each  other  like 
loadstone  and  iron.  The  hypnotists  have  always 
acted  with  the  same  omniscience  and  omnipotence 
which  the  naive  child  attributes  to  the  father.  All 
the  other  psychotherapies  follow  in  the  same  path 
of  endeavor,  all  of  them  are  based  on  suggestive 
influences,  whether  they  admit  it  or  not.  For  what 
are  persuasion,  education  of  the  will,  vocational 
therapy  and  all  the  others,  but  efforts  to  influence 
the  patient  in  some  way.  And  depending  on  the 
knowledge  and  affection  of  the  therapist,  that  is,  on 
his  capacity  of  transference,  his  results  will  be  good 
or  poor.  Every  school  boy  will  tell  you  that  he 
learns  most  from  the  teacher  he  likes. 

Ergo , the  most  hnportant  factor  in  psychotherapy 
is  the  therapist.  He  alone  is  capable  of  producing 
that  positive  transference  which  is  absolutely  essen- 
tial for  successful  psychotherapeutic  results.  It  is 
for  this  reason  that,  as  I said  above,  psychoanalysis 
is  the  most  effective,  most  logical  method  of  psy- 
chotherapy. If  I had  the  time  I could  tell  you  some 
of  the  deleterious  effects  of  hypnotism;  I could  cite 
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many  cases.  Most  of  them  have  resulted  through  the 
ignorance  of  the  hypnotist.  He  did  not  know  that 
the  patient  unconsciously  looked  upon  him  as  a love 
object.  When  the  emanations  from  it  suddenly 
cropped  up,  he  was  either  flattered  and  readily 
entered  into  an  illicit  sexual  relation  with  his 
patient,  or  like  Joseph  Breuer  he  was  terribly 
shocked  when  Anna  O.  grasped  him  and  kissed  him 
and  said  that  she  was  pregnant  from  him.  It  is  my 
feeling  that  this  was  the  main  reason  which  scared 
him  oft'  from  collaborating  further  with  Freud. 
Transference  is  one  of  the  great  pillars  of  the  psy- 
choanayltic  structure,  and  to  manage  it  successfully 
and  properly  with  patients,  one  must  first  put  his 
own  transference  in  order.  It  was  one  of  the  great 
merits  of  the  Zurich  School  to  stress  this  fact  before 
Freud,  himself,  advocated  it.  While  I was  still  there, 
we  saw  so  many  complications  arising  between  the 
analyst  and  the  patient  that  we  concluded  that  it 
would  be  best  to  be  analyzed  first  by  an  expert 
before  one  should  analyze  others.6  This  mode  of 
training  was  later  adopted  as  a sine  qua  non  in  all 
the  Freudian  analytic  schools.  After  one  goes 


through  such  an  analysis,  he  is  amply  rewarded  for 
the  time  and  the  money  that  he  has  spent  on  it. 
For  he  then  knows  not  only  the  nature  and  mechan- 
ism of  neuroses,  but  having  learned  to  know  him- 
self, he  knows  also  that  man  is  the  measure  of  all 
things.  It  is  these  truths  that  teach  him  how  to  parry 
the  thrusts  that  come  unconsciously  from  the  in- 
genuous patients. 

Having  gone  so  far,  I will  say,  “Here  endeth  the 
Odyssey  of  a psychiatrist,  who  was  for  years  in 
search  of  a logical,  scientific  and  true  psycho- 
therapy.” 
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EIGHT  YEARS’  EXPERIENCE  IN  CANCER  IN  TWENTY-ONE  CONNECTICUT 

HOSPITALS 

Eleanor  J.  Macdonald,  a.b.,  Hartford 


T he  Author.  Research  Statistician,  Division  of  Can- 
cer Research,  State  Department  of  Health 

rT"1HE  plan  to  make  available  to  the  medical  pro- 
■*-  fession  the  resources  of  the  hospital  record 
offices  so  that  the  information  on  individual  case 
histories  for  cancer  could  be  massed  for  analysis  has 
been  carried  to  fruition  in  the  past  eighteen  months, 
with  a promise  of  completion  within  the  coming 
year.  Originating  with  the  Tumor  Committee,  later 
developed  by  the  State  Department  of  Health,  and 
always  guided  and  encouraged  by  the  medical  pro- 
fession, hospital  superintendents  and  record  libra- 
rians, the  idea  has  been  molded  by  experience  and 
adapted  to  conditions  found  in  each  institution  so 
that  uniformity  of  record  and  result  has  been  at- 
tained without  regimentation  in  method. 

Twenty-one  hospitals  comprising  84  per  cent  of 
the  total  hospital  beds  in  the  state  were  participating 


as  of  April  1,  1943.  Since  then  three  other  hospitals 
have  begun  files  of  tumor  case  records  and  sent 
more  than  five  hundred  copies  to  the  central  office. 
Records  from  the  central  file  used  for  this  report 
represent  19,920  neoplasms.  They  include  two 
records  each  for  one  hundred  twenty-six  individuals 
who  had  two  separate  cancers  and  three  records 
each  for  thirteen  individuals  who  had  three  separate 
cancers.  It  was  anticipated  that  only  the  basic 
records  could  be  collected  the  first  year,  but 
through  the  assistance  given  by  the  personnel  of 
each  hospital  and  a maximum  expenditure  of  per- 
sonal effort,  the  present  status  comprising  all  but 
2,268  individuals  was  obtained  and  functioning 
follow-up  systems  were  established  in  all  of  the 
listed  hospitals  where  one  did  not  already  exist. 

The  volume  of  primary  hospitalized  cancer  ex- 
ceeded expectations.  Twenty  thousand  records  was 
the  estimate  anticipated  for  all  the  hospitals  in  the 
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state,  but  actually  this  estimate  was  reached  by  the 
records  obtained  from  the  first  twenty-one  hos- 
; pitals  surveyed.  The  seventeen  hospitals  still  to  be 
added  will  increase  the  total  by  at  least  3,200  cases. 
Several  of  these  hospitals  have  asked  for  help  in 
establishing  a tumor  record  file  of  their  own.  Plans 
are  underway  to  complete  this  registry  so  that  Con- 
necticut will  have  records  of  all  individuals  hos- 
pitalized for  cancer  available  for  statistical  analysis. 
Such  a registry  for  an  entire  specific  area,  combin- 
ing the  data  and  recording  the  results  of  the  efforts 
of  a whole  state  medical  profession  in  its  attack  on 
this  one  disease  entity,  should  bring  some  positive 
scientific  results,  in  addition  to  a graphic  presenta- 
tion of  what  can  be  accomplished  by  an  awakened 
population. 

The  Division  of  Cancer  Research  has  records  of 
6,151  individuals  hospitalized  for  cancer  in  Con- 
necticut since  January  1,  1935,  who  are  living  as 
of  January  1,  1943.  Of  this  number,  962  are  living 
more  than  five  years  after  their  initial  hospital  ad- 
f mission,  324  males  and  638  females.  Many  of  these 
individuals  are  cures,  but  no  estimate  will  be  at- 
: tempted  until  each  one  is  reported  upon  after  an 
exhaustive  study  by  the  local  medical  group. 
Among  females,  of  the  total  number  living  59.3  per 
j cent  were  found  to  have  cancer  of  accessible  sites, 

1 the  skin,  breast,  cervix,  or  buccal  cavity.  The  prog- 
I nosis  for  this  group  is  favorable  in  many  cases.  Of 
those  individuals  listed  as  untraced,  54.2  per  cent 
also  have  cancers  of  accessible  sites.  Undoubtedly 
many  of  them  are  not  heard  from  because  they  are 
well.  Among  males,  those  with  cancer  of  the  buccal 
cavity  and  skin  comprise  38.6  per  cent  of  the  living. 
That  54.2  per  cent  of  the  untraced  cases  occurred 
among  those  with  accessible  cancer,  more  than  half 
of  which  were  cancer  of  the  skin,  may  account  for 
the  non  return  to  treatment  of  many  of  these  cases. 

There  has  been  an  increase  in  total  hospitalized 
cancer  of  52.2  per  cent  from  1935  to  1941-  The  in- 
crease among  males  has  been  15  per  cent  greater 
than  among  females  during  this  interval.  I he  aver- 
age age  at  time  of  admission  has  decreased  among 
females  from  58  to  56  years.  I he  average  age  of 
males  at  time  of  admission  is  older  than  among  fe- 
males and  is  nearly  constant  at  sixty. 

The  criterion  of  microscopic  proof  of  malignancy 


revealed  a steady  improvement  but  was  more  re- 
markable for  its  high  usage  from  the  earliest  year. 
Among  males  there  was  microscopic  proof  of 
malignancy  in  69.6  per  cent  of  the  total  cases.  Fur- 
ther scrutiny  demonstrated  a steady  increase  in 
usage  from  64.2  per  cent  of  the  total  in  1935  to 
76.2  per  cent  in  1941.  Among  females,  there  was 
microscopic  proof  of  malignancy  in  78.1  per  cent 
of  the  total  cases.  In  1935,  74.3  per  cent  were  micro- 
scopically proved.  This  percentage  rose  steadily  to 
its  high  point  of  83.1  per  cent  in  1941. 

This  large  consecutive  series  of  cases  of  cancer, 
including  every  possibility  except  neoplasm  of  the 
heart  and  containing  as  it  does  the  inclusive  tech- 
niques of  treatment  as  practiced  in  all  parts  of  the 
state,  is  no  mere  repository  of  interesting  records. 
It  is  an  active  registry  with  enough  cases  in  many 
series  to  furnish  the  basis  for  real  research.  Among 
females,  for  example,  there  are  2,855  records  for 
cancer  of  the  breast,  1,321  for  cancer  of  the  cervix, 
and  850  for  cancer  of  the  uterus.  Among  males, 
there  are  896  cases  of  cancer  of  the  prostate,  796 
cases  of  cancer  of  the  buccal  cavity,  and  610  cases 
of  cancer  of  the  rectum.  Work  on  the  analysis  of 
the  prostatic  group  has  begun  and  has  already  sug- 
gested interesting  possibilities. 

An  attempt  is  being  made  to  stimulate  the  analysis 
of  data  in  individual  hospitals.  Assistance  will  be 
given  in  setting  up  tables  and  in  recommending 
methods  of  analysis  to  those  who  are  interested  and 
who  request  it.  Tables  will  be  sorted  and  sent  to  the 
hospital  record  offices  so  that  the  total  figure  ol 
the  state’s  experience  may  be  used  as  a background 
for  the  analysis  of  the  hospital’s  particular  series 
of  cases.  By  this  kind  of  a concerted  statistical  drive 
research  may  be  made  upon  the  records  of  indivi- 
duals, who  have  or  have  had  cancer  and  are  now 
living,  as  to  their  constitutional  and  hereditary  back- 
ground, their  early  symptoms,  diagnosis,  prognosis, 
treatment,  general  condition  or  cure.  This  is  done 
with  no  inconvenience,  discomfort  or  even  altera- 
tion in  the  individual  himself  but  with  the  possibility 
of  results  of  such  far-reaching  significance  that 
Connecticut  may  evolve  a practical  working  basis 
for  the  education  of  individuals  who  may  have  can- 
cer, if  it  does  not  reach  the  ultimate  goal,  which 
will  lead  to  the  eradication  of  the  disease  itself. 
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MALE  STERILITY 

Walter  W.  Williams,  m.d.,  Springfield , Massachusetts 


The  Author.  Geneticist,  Springfield  Hospital, 
Springfield,  Massachusetts 


/T1he  degree  of  responsibility  of  the  male  in  the 
production  of  childless  marriages  has  been  rather 
uncertain,  due  partly  to  the  presence  of  several  con- 
current factors  which  cannot  be  adequately  evalu- 
ated and  partly  to  the  omission  of  examinations 
capable  of  detecting  some  of  the  most  important 
causes  of  infertility.  This  is  particularly  true  with 
respect  to  germ  plasm  disease,  both  male  and  female, 
but  applies  to  a considerable  extent  to  other  phases 
of  sterility  examinations.  With  important  omissions 
in  diagnostic  studies,  it  is  difficult  to  estimate  either 
the  relative  importance  of  different  tests  or  the 
respective  influence  of  the  two  partners  in  the  pro- 
duction of  sterility.  This  lack  of  understanding  of 
the  etiology  of  sterility  naturally  leads  to  the  lack 
of  proper  treatment  with  some,  and  often  to  exten- 
sive treatment  to  others  whose  chances  of  repro- 
ducing are  essentially  hopless  from  the  start. 

Any  physician  dealing  with  sterility  knows  that 
the  failures  run  high  amongst  those  cases  which  have 
already  been  given  ample  opportunity  for  concep- 
tion over  a period  of  2 or  3 years.  It  is  highly  desir- 
able that  the  hopelessness  of  the  cases  not  amenable 
to  treatment  should  be  recognized  early,  yet  this  is 
not  ordinarily  done  excepting  in  the  relatively  few 
cases  which  are  sterile  because  of  some  very  obvious 
factor  such  as  tubal  occlusion,  anovulation,  and 
azoospermia,  while  the  important  and  common  item 
of  germinal  disease  of  both  sexes  receives  little  atten- 
tion. Comprehensive  examinations  will  usually  reveal 
the  cause  of  sterility  since  there  is  usually  objective 
evidence  of  disease,  either  of  the  germ  plasm  or 
soma,  which  is  capable  of  altering  the  function  of 
the  sexual  organs  or  the  vitality  of  the  germinal 
cells. 

Although  my  discussion  here  chiefly  concerns 
the  male,  it  seems  best  to  first  provide  a little  wider 
perspective  of  the  nature  and  scope  of  sterility 
studies  and  thus  avoid  the  danger  of  undue  stress  to 


one  or  the  other  of  the  sexes.  The  sterility  studies 
consist  of  three  parts  which  are  more  or  less  closely 
correlated: 

(a)  General  medical  survey,  together  with  a gen- 
eral physical  examination. 

(b)  Examination  of  the  genital  organs,  including 
various  special  laboratory  tests  for  genital  function. 

(c)  Special  tests  for  the  detection  of  ovular  and 
spermatic  disease. 

Based  on  such  a diagnostic  program,  a breakdown 
of  176  infertile  couples  reveals: 

Male  pathology  only  with  45  couples  (26.5.%) 

Female  pathology  onlv  with  56  couples  (31.7%) 

Both  male  and  female  pathology  61  couples  (34.7%) 

No  significant  pathology  14  couples  ( 8.0%) 

Of  the  176  couples,  106  men  (60%)  and  117 
women  (or  66.5%)  presented  pathology  that  seemed 
to  be  of  etiological  significance.  Only  8%  of  the 
couples  failed  to  reveal  any  significant  pathology. 
Considering  the  frequency  of  male  pathology  to- 
gether with  its  prevalent  character,  it  becomes  quite 
apparent  that  the  male  and  female  contribute  about 
equally  in  the  production  of  childless  marriages. 

Male  sterility  involves  the  spermatozoa  in  one  way 
or  another,  and  for  purposes  of  clinical  appraisal  may 
be  considered  in  five  groups,  viz.16 

1 . Spermatic  aplasia,  in  which  the  germinal  epithe- 
lium is  incapable  of  forming  spermatozoa. 

2.  Spermatic  hypoplasia,  in  which  the  germinal 
epithelium  is  incapable  of  forming  spermatozoa  in 
adequate  numbers. 

3.  Spermatic  dysplasia,  in  which  the  presence  of 
pathologic  germ  plasm  results  in  the  excessive  pro- 
duction of  pathologic  spermatozoa.  Dysplastic 
germinal  epithelium  is  usually  less  capable  of  form- 
ing normal  numbers  of  spermatozoa  than  normal 
germ  plasm,  and  as  a result,  one  may  expect  to  find 
a larger  ratio  of  pathologic  spermatozoa  in  speci- 
mens with  a low  sperm  contentT2’3’4’14.^^ 

4.  Asthenozoospermia  comprises  a rather  indefinite 
group  and  as  used  here  signifies  a weakness  of  the 
spermatozoa  insofar  as  fertilizing  ability  is  con- 
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cerned.  In  certain  somatic  conditions,  such  as  a 
markedly  lowered  B.M.R.  and  prostatitis,14  there 
seems  to  be  a lowered  fertility  in  the  absence  of  any 
recognizable  pathologic  changes  of  the  spermatozoa 
or  dimunition  in  their  numbers.  Here  a diagnosis  of 
asthenozoospermia  seems  justified.  The  use  of 
motility  tests  is  hardly  justified  as  a means  of  ap- 
praising the  health  and  fertilizing  ability  of  sperma- 
tozoa, firstly  because  many  specimens  that  are 
highly  pathologic  present  no  appreciable  loss  in 
motility,  and  secondly  because  so  many  factors 
which  operate  to  lessen  motility  of  normal  sperma- 
tozoa are  not  clinically  evaluated. 

5.  Faults  in  the  delivery  of  spermatozoa  are  almost 
always  the  result  of  epididymal  obstruction.  The 
diagnosis  is  usually  rather  simple,  depending  on  a 
history  of  epididymitis,  possibly  an  induration  of  the 
epididymis  and  the  absence  of  spermatozoa  in  the 
seminal  fluid.  It  is  differentiated  from  germinal 
aplasia  by  testicular  biopsy.6  Faulty  coitus  is  rarely 
responsible  for  the  lack  of  spermatozoa  in  the  female 
tract,  but  if  such  does  occur,  the  routine  anamnesis 
together  with  the  examination  of  the  two  partners 
furnishes  no  great  problem  of  diagnosis. 

In  the  male  partner,  germ  plasm  disease  con- 
stitutes the  most  frequent  and  significant  type  of 
pathology.  Of  the  176  men,  10  or  5.6%  were  with- 
out spermatozoa  in  the  ejaculate,  due  either  to 
germinal  aplasia  or  epididymal  obstruction. 

Table  I 

Principal  Pathologic  Findings  Encountered  in  the  Male 
Partner  of  176  Childless  Marriages 
The  pathology  occurred  in  106  men  of  this  group: 

°/o  of  106  % of  176 

(a)  Germinal  dysplasia  and 


hypoplasia 

78 

73-5% 

444% 

(b)  Lowered  B.M.R. 

32 

30.0% 

18.2% 

(c)  Chronic  Prostatitis 

27 

25-5% 

15.3% 

(d)  Germinal  Aplasia  and 

Epididymal  Obstr. 

10 

94% 

5.6% 

Male  germinal  hypopl; 

isia, 

dysplasia  or 

a com- 

bination  of  the  two  was  present  in  78  cases,  or  44.4% 
of  the  total  infertile  matings.  In  29  instances  these 
two  conditions  were  associated  in  the  same  indi- 
viduals. Germinal  hypoplasia  with  a normal  sperm 
population  was  found  only  in  16  instances  in  176 
cases,  while  germinal  dysplasia  without  hypoplasia 
occurred  in  33  cases  out  of  176,  or  about  one-third 
of  the  affected  males. 

Spermatic  disease,  as  commonly  observed,  repre- 
sents, as  does  ovular  disease,  the  end  result  of  a 


severe  germinal  disorder  and  the  extent  of  the  dam- 
age decides  the  prognosis.  The  correction  of  a germ 
plasm  disorder  is  by  no  means  a problem  of  the  use 
of  gonadotropins  to  stimulate  the  germinal  epithe- 
lium, as  some  of  the  biologic  establishments  would 
have  us  believe.  Quite  to  the  contrary,  the  use  of 
gonadotropins  with  dypsplastic  germinal  epithelium 
carries  with  it  the  danger  of  severe  damage  by  stimu- 
lating a tissue  incapable  of  normal  response.  Sexual 
rest  is  more  to  the  point  in  this  type  of  case.  Onlv 
recently  I had  occasion  to  examine  a case  which 
presented  originally  about  60%  abnormal  sperma- 
tozoa but  which  after  receiving  5000  u.  A.P.L.  pro- 
duced 100%  abnormal  cells.  I am  inclined  to  the 
view  that  the  use  of  gonadotropins  with  severe 
germinal  dysplasia  carries  with  it  a very  definite 
threat  of  further  irreparable  damage  to  the  germinal 
epithelium. 

The  relative  importance  of  the  male  in  the  pro- 
duction of  sterility  may  be  better  appreciated  by  a 
consideration  of  the  type  and  extent  of  pathology 
observed  in  the  females  of  the  same  series,  where  a 
total  of  1 17  out  of  176  presented  pathology  that  was 
considered  significant.  Evidence  of  germinal  disease 
occurred  with  half  the  frequency  in  the  female  as 
with  the  male  (partly  due  to  inadequate  observations 
on  ovulation  in  some  of  the  earlier  cases  of  the 
series).  A lowered  B.M.R.  occurred  with  essentially 
the  same  frequency  in  male  and  female  (18%  and 
17%)  while  inflammations  and  obstructions  of  the 
genital  tube  occurred  with  about  twice  the  fre- 
quency in  female  as  with  male. 

Table  II 

Principal  Pathologic  Findings  Encountered  in  the  Female 
Partner  of  176  Childless  Marriages 


The  pathology  was  distributed  amongst  117  women: 


% of  1 17 

% of  176 

(a)  Germinal  disease 

44 

37.6% 

25.0% 

(b)  Low  B.M.R. 

30 

25.6% 

17.0% 

(c)  Inflammations 

58 

49-5% 

33-8% 

(d)  Endometrial  pathology 

(e)  Genital  Obstruction 

10 

8.5% 

5-7% 

Tubal  Atresia  16 

Tubal  Stenosis  9 

Cerv.  Atresia  3 

28 

24.0% 

15.9% 

(f)  Other  pathology 

20 

17.0% 

11.3% 

(g)  Faulty  relations 

2 

1.7% 

1.13% 

From  the  viewpoint  of  prevalence  and  incurabil- 
ity, no  item  contributes  more  to  the  production  of 
sterility  than  does  germ  plasm  disease.  This  seems  to 
be  particularly  true  with  respect  to  the  male.  Figures 
relating  to  the  responsibility  of  the  two  sexes  and  the 
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significance  of  different  factors  causing  sterility  will 
necessarily  vary  greatly  according  to  the  type  of 
examinations  conducted  on  the  two  partners,  as 
well  as  to  the  social  level  of  the  patients  comprising 
the  group.  The  176  couples  analyzed  in  this  paper 
are  private  cases,  and  it  is  not  at  all  to  be  wondered 
at  that  the  incidence  of  pelvic  inflammatory  disease 
and  epididymal  obstruction  is  much  lower  than 
would  be  encountered  in  clinic  cases. 

It  is  felt  that  all  sterility  diagnoses  should  be  based 
on  comprehensive  examinations  involving  both 
partners.  With  the  male,  it  is  more  satisfactory  to 
meet  these  diagnostic  requirements  by  systematically 
and  routinely  applying  to  each  case  a minimal 
diagnostic  program,  consisting  of  a comprehensive 
anamnesis,  general  physical  examination,  examina- 
tion of  the  generative  organs,  including  the  acces- 
sory glands,  together  with  a complete  blood  exam- 
ination, urinalysis,  Wasserman,  prostatic  smear, 
B.M.R.  and  complete  semen  examination.  This  en- 
tire program,  if  properly  organized,  can  be  readily 
completed  in  a single  morning.  As  a rule  the  limita- 
tion of  examinations  to  one  partner  or  to  an  incom- 
plete examination  of  either  partner  is  not  very  valu- 
able as  a basis  for  comprehensive  diagnosis,  prog- 
nosis or  therapeutics. 

In  the  anamnesis  particular  attention  is  given  to 
the  question  of  sexual  overload,  infections  both  gen- 
eral and  focal  and  the  possibility  of  contact  with 
toxins  of  various  types  which  might  affect  the  germ 
plasm.  The  comprehensive  general  physical  exam- 
ination is  given  with  special  attention  to  the  presence 
of  any  organic  disease  and  evidence  of  infection. 
The  general  laboratory  examinations  are  directed 
principally  towards  the  detection  of  any  blood  dis- 
order or  evidences  of  infection.  Prostatic  secretion 
from  each  man  is  examined  and  the  number  of 
W.B.C.  and  type  of  bacteria,  if  any,  is  noted.  It  is 
not  common  to  have  any  appreciable  prostatic  en- 
largement in  men  of  the  age  group  encountered  in 
sterility  studies,  but  a marked  tenderness  of  one  or 
both  lobes  often  furnishes  evidence  of  prostatitis 
and  examination  of  the  prostatic  fluid  usually  con- 
firms this  diagnosis. 

The  determination  of  the  B.M.R.  of  the  male 
seems  to  have  about  the  same  significance  as  with  the 
female.  The  examination  of  semen  is  the  most  im- 
portant phase  of  the  male  examination  and  deserves 
special  consideration  by  any  who  are  conducting 
sterility  investigations. 
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Table  III 

Resume  of  Husband 

Mr.  Age Yrs.  Mrs.  Age Yrs  { 

Address  Telephone:  i;i 

M Yrs.  Preg Norm.  Delv Misc No  Contra  n 


Prev.  Marriage  and  Result: 

for. 

I.  History 

1.  Occupation: 

Toxins: 

2.  Prev.  Invest.: 

3.  Infections:  General 

Focal 

4.  Operations: 

5.  Systems:  G.I Cardio-resp 

...  Urol 

Reproductive:  Rel.  q d 

6.  Other  disease: 


7.  Habits:  Tobacco Ale Diet Exercise ., 

8.  Congenital 

9.  F.  H. 

II.  Physical  Examination:  P B.P Hr In.  Wt lbs  * 

General:  t 

Genital:  r 

III.  General  Laboratory  Examinations  s 

Blood Hb % R.B.C W.B.C DifT , 

LTrine 

Wasserman 

Prost.  Smear: W.B.C.  per  h.p.f.  Bacteria I 

IV.  B.M.R. 

V.  Semen  Examination 

1.  Date 

2.  Amount: cc. 

3.  Motility  at  hrs %.  At  hrs % 

4.  Density: per  cu.  mm. 

5.  Abnormal  Spermatozoa: per  centum. 

Semen  Examination 

COLLECTION  OF  SEMEN 

A semen  sample  for  examination  is  best  collected 
in  a clean  dry  wide-mouthed  bottle,  after  5 days  of 
sexual  inactivity,  brought  to  the  office  within  3 or 
4 hours  after  collection,  and  kept  at  60  to  70°  F. 
until  delivered.15  If  the  sample  is  to  be  kept  longer, 
it  is  best  to  preserve  it  in  the  refrigerator.  The  addi- 
tion of  a small  crystal  of  thymol  to  the  refrigerated 
specimen  will  preserve  it  in  a suitable  condition  for 
morphological  studies  over  a period  of  several 
weeks. 

MOTILITY 

Most  semen  specimens,  whether  the  sperm  popu- 
lation is  normal  or  abnormal,  present  an  initial 
motility  of  65  to  9o%.14’2’13  Motility  examinations 
are  as  a whole  of  very  little  value  from  the  view- 
point of  sterility  diagnosis,  owing  to  the  fact  that 
motility  is  an  inherent  attribute  of  most  mature 
spermatozoa,  regardless  as  to  whether  they  are  nor- 
mal or  pathologic.  If  they  are  pathologic,  such  will 
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be  determined  from  the  stained  smear.  It  is 
desirable  to  know  that  spermia  are  motile,  yet  it 
is  another  matter  to  try  to  interpret  grades  of 
motility  into  fertilizing  ability.  The  diagnosis  of 
necrospermia,  which  so  commonly  appears  in  litera- 
ture, is  largely  one  of  those  fictions  in  medicine.  I 
have  observed  it  only  in  cases  of  severe  germinal 
dysplasia,  but  severe  dysplasia  also  commonly  occurs 
without  marked  loss  of  motility.  A diminished 
motility  indicates  either  that  there  is  something 
wrong  with  the  spermatozoa  or  with  the  technique 
employed. 

SPERM  DENSITY 

The  number  of  spermatozoa  per  unit  volume  of 
semen  is  of  considerable  importance  from  the  fer- 
tility viewpoint.14’1’2’3,4  Apparently  a tremendous 
number  of  spermatozoa  are  required  to  provide  a 
single  cell  suitable  for  impregnation,  and  further  it 
is  largely  the  spermatozoa  per  surface  area  that  de- 
cides this  availability.  A count  of  less  than  50,000 
per  cu.  mm.  suggests  the  inability  of  the  germinal 
epithelium  to  provide  suitable  numbers  of  sperma- 
tozoa. As  the  numbers  decrease,  there  is  very  apt  to 
be  a deterioration  in  the  quality  of  the  spermatozoa 
produced  and  a rapid  decline  of  fertilizing  ability. 
The  number  of  cells  is  very  markedly  reduced  by 
the  frequent  sexual  relations,  and  in  turn,  the  fer- 
tility. This  is  of  special  importance  in  the  therapeu- 
tics of  infertility,  in  which  the  frequency  of  sexual 
relations  as  well  as  various  other  factors  should  be 
controlled  so  as  to  give  the  maximum  fertility  during 
the  brief  fertile  phase  of  the  wife’s  cycle.  The  den- 
sity of  spermatozoa  in  a semen  sample  is  determined 
with  the  aid  of  a haemacytometer  counting  cham- 
ber, usually  counting  5 small  squares  as  is  done  with 
a red  blood  count.  The  semen  may  be  diluted  1 to 
10,  using  a 0.5%  chlorozene*  solution  as  diluent.  If 
at  the  time  of  the  motility  examination  the  number 
of  spermatozoa  are  estimated  to  be  less  numerous 
than  normal,  it  is  best  to  dilute  the  semen  for  count- 
ing less  or  not  at  all,  as  the  case  may  be. 

MORPHOLOGY  OF  SPERMATOZOA 

The  recognition  of  pathologic  sperm  populations 
requires  the  examination  of  properly  stained  semen 
smears,  which  are  examined  under  the  oil  immersion 
lens.12’17  Much  variation  exists  in  all  sperm  popula- 
tions, both  as  to  size  and  shape  of  the  spermatozoa. 
Even  the  normal  members  vary  considerably  in  their 
morphology,  thus  requiring  a little  experience  in 

*Paratoluenesodium  sulphochloramide 


Plate  No.  I 


Diagram  of  normal  spermatozoon,  showing  the  parts  of  the 
cell  as  ordinarily  observed  in  clinical  staining  and  examina- 
tion, using  staining  methods  as  described  by  Williams.lt 

1 . Acrosome. 

2.  Line  between  acrosome  and  nucleus. 

3.  Portion  of  nucleus  anterior  to  transverse  nuclear  line. 

4.  Transverse  nuclear  line,  formed  by  what  is  apparently 
a cup-like  shell  which  surrounds  the  nuclear  portion  of 
the  cell.  The  nucleus  and  this  cup-like  shell  is  likened  by 
Markus47  to  the  cup  of  an  acorn.  Usually  this  cup-like  shell 
and  the  nucleus  entirely  coincide  with  each  other  so  that 
no  nucleus  is  seen  in  the  human  sperm  anterior  to  this 
transverse  line. 

5.  Nucleus.  6.  Cup-like  shell  of  Markus. 

7.  Anterior  end-knob,  or  anterior  division  of  centriol. 

8.  Neck,  usually  indicated  by  an  unstained  interval  in  the 
absence  of  centriolar  abnormalities. 

9.  Posterior  end  knob,  or  anterior  division  of  position  cen- 
triol. Is  not  visualized  unless  pathologic. 

10.  Body,  or  middle  piece,  composed  of  axial  filament  sur- 
rounded by  sheath.  Is  frequently  found  deprived  of  sheath 
and  showing  the  bare  axial  filament. 

11.  Site  of  end  ring,  or  the  caudal  division  of  the  posterior 
centriole.  Is  not  visualized  unless  pathologic. 

12.  Tail,  or  terminal  filament. 
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distinguishing  normal  and  pathologic  cells.  An 
analysis  of  a sperm  population  can  best  be  made  by 
classifying  several  hundred  spermatozoa  into  several 
groups,  based  on  the  morphological  divisions  of  the 
sperm.  Usually  a simple  classification  serves  the 
clinical  purpose  much  better  than  many  of  the  com- 
plicated systems  which  have  been  devised  from  time 
to  time.  Generally  speaking,  any  type  of  abnormal- 
ity which  does  not  exceed  about  10%  of  the  popula- 
tion is  not  apt  to  be  of  clinical  significance  unless 
the  total  abnormalities  exceed  about  30%.  There  are 
innumerable  groups  into  which  a sperm  population 
might  be  divided  on  the  basis  of  size,  contour  and 
internal  morphology.  Population  potentialities  are 
best  appraised  by  an  analysis  of  the  population  as  a 
whole,  and  the  enumeration  of  the  abnormal  spermia 
merely  provides  a means  of  estimating  the  gross 
damage  to  the  sperm  population,  and  correlative  to 
this  to  the  germinal  epithelium. 

It  appears  that  some  types  of  abnormalities  have 
somewhat  greater  significance  than  others.  For  in- 
stance, the  presence  of  normally  constructed  cells 
which  vary  markedly  in  size  does  not  seem  to 
have  nearly  the  clinical  significance  as  does  the 
presence  of  many  cells  with  nuclear  abnormalities; 
but  be  this  as  it  may,  the  ratio  of  pathologic  cells 
together  with  the  sperm  density  per  unit  volume  is 
certainly  the  determining  criteria  for  estimating 
population  potentialities  or  fertility.  The  normal 
standards  for  sperm  populations  will  vary  greatly 
according  to  the  type  of  classification  used.  A con- 
venient system  for  sperm  analysis  is  to  divide  a 
sperm  population  into  six  groups:12*9’16 

Normal  Specimens  Contain 


1.  Normal  Type 

Not  less  than 

70% 

2.  Abnormal  Nuclei 

Not  over 

10% 

p Microspermia 

Not  over 

4.  Megalospermia 

Not  over 

5% 

5.  Abnormal  Acrosomia 

Not  over 

5% 

6.  Miscellaneous 

Not  over 

5% 

Unclassified 


Amorphous 
Centrosomic  anomalies 
Cytoplasmic  extrusions 
Immature  spermia,  etc. 

In  normal  specimens,  groups  4,  5 and  6 together 
do  not  exceed  about  10%  of  the  total  population. 
Group  2 does  not  exceed  9%  of  the  population  and 
group  3 about  15%  of  the  population.  The  sum  total 
of  the  abnormal  groups  should  not  exceed  about  25 
to  30%,  but  impregnations  may  be  expected  with 
the  borderline  cases.  If  more  than  50%  of  the 


Photomicrograph  of  abnormal  sperm  group.  Only  the  cen- 
tral, light  staining  sperm  is  normal. 

spermatozoa  are  pathologic,  conception  is  exceed- 
ingly unlikely. 

Normal  spermatozoa  are  of  a full  oval  contour  or 
only  slightly  tapered  at  the  base.  Abnormal  nuclei 
are  usually  indicated  by  an  elongation  or  narrowing 
of  the  nucleus.  With  severe  nuclear  disease,  abnor- 
malities of  the  centriolar  elements  of  the  cell  are 
more  frequent.  Microspermia  are  of  three  main 
types,  those  in  which  the  smallness  of  the  cell  is  due 
to  the  diminutive  acrosome,  those  generally  small 
which  are  otherwise  of  normal  morphology,  and 
those  in  which  a small  granule,  apparently  an  en- 
larged anterior  centriol  is  all  that  remains  of  the 
head.  All  three  are  often  highly  motile.  It  is  not  clear 
that  any  particular  type  of  microspermia  is  of  more 
importance  than  another.  It  seems  very  certain  that 
any  type  of  spermatic  anomaly  renders  unfit  the 
particular  cells  concerned,  and  to  a vaiying  degree 
suggests  injury  to  the  entire  germinal  epithelium. 
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Microspermia  have  an  especial  tendency  to  clump 
(together  longitudinally  so  as  to  appear  on  casual 
(examination  as  spermatozoa  with  double  heads  or 
'double  tails.  Double-headed  spermatozoa  never 
occur,  and  double  bodies  or  tails  rarely,  if  ever,  but 
in  spite  of  this,  most  sperm  classifications  are  not 
complete  without  these  imaginary  forms. 

Adegalospermia,  although  usually  very  infrequent 
in  the  sperm  population,  is  included  as  an  index  as  to 
■size  variability,  since  it  has  been  shown  both  in 
human  and  animal  sperm  that  marked  variability  in 
size  is  significant  from  the  fertility  viewpoint.  11>5>7 

Abnormal  acrosomia  are  listed  as  a separate  item 
more  as  a convenience,  since  excepting  in  those 
instances  where  the  abnormality  has  caused  a high 
ratio  of  microspermia,  I have  been  unable  to  attach 
any  particular  clinical  significance  to  it.  The  various 
sperm  types  falling  into  the  miscellaneous  group 
rarely  aggregate  more  than  5 to  8%  and  are  there- 
fore very  seldom  of  any  clinical  significance.  This 
group  includes  amorphous  cells,  young  forms  and 
abnormalities  of  centrosomic  origin  and  various 
other  types. 

When  interpreting  a semen  examination,  one 
should  avoid  any  tendency  of  attaching  clinical 
significance  to  some  unusual  or  fantastically  odd 
spermatozoa.  Spermatic  monsters  may  be  very  inter- 
esting, yet  as  far  as  known,  it  is  only  population 
probabilities  that  are  important,  and  an  abnormality 
is  important  only  when  sufficiently  frequent  to 
affect  population  potentialities.  In  a given  individual, 
the  type  of  abnormal  spermatozoa  and  the  frequency 
distribution  of  these  types  tends  to  remain  rather 
constant.  As  a result,  one  or  two  semen  examinations 
give  a highly  accurate  and  consistent  index  as  to  the 
fundamental  condition  of  the  germ  plasm.  Minor 
variations  may  occur  from  time  to  time  under  ordi- 
nary conditions.  If  major  changes  occur  either  in 
the  density  of  the  spermia  or  in  the  ratio  of  abnor- 
mal forms,  they  furnish  rather  substantial  evidence 
of  improvement  or  decline  in  the  condition  of  the 
patient. 

The  present  conception  and  progress  in  male 
sterility  commenced  only  about  25  years  ago  when 
animal  investigations  proved  a close  correlation  be- 
tween demonstrable  spermatic  anomalies  and  repro- 
ductive efficiency.  Spermatic  pathology  has  since 


then  become  recognized  as  a dominant  problem  in 
the  study  of  fertility  of  both  animals  and  man,  and 
although  the  application  of  this  knowledge  has  to 
date  received  very  limited  clinical  utilization,  it  does 
seem  that  this  conception  of  the  etiological  signifi- 
cance of  germ  plasm  disease  has  opened  up  a wide 
avenue  of  approach  to  both  male  and  female  sterility. 
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STROMAL  ENDOMETRIOSIS— CASE  REPORT 


Louis  F.  Middlebrook,  m.d.,  Hanford 


The  Author.  Assistant  Obstetrician  and  Gynecolo- 
gist, Hartford  Hospital,  Hartford 


J.  M.,  a 22  year  old,  single,  white  girl  was  admitted  to 
Hartford  Hospital  in  February,  1942,  with  complaint  of 
excessive  vaginal  bleeding  of  2 months’  duration,  and  loss 
of  10  lbs.  during  the  same  interval.  Menses  had  been  regular, 
every  28  days,  until  November,  1941.  She  skipped  her  period 
in  November,  which  was  due  the  4th,  and  missed  again 
when  due  in  December.  About  December  15th  she  had 
profuse  vaginal  bleeding,  lasting  about  1 week.  She  admitted 
the  possibility  of  pregnancy.  Her  period  was  again  delayed 
about  a week  in  January,  1943.  At  this  time  she  again  had 
profuse  vaginal  bleeding  which  persisted  for  2 to  3 weeks 
until  time  of  admission  in  February.  Because  of  the  history 
of  prolonged  and  irregular  bleeding  following  a period  of 
amenorrhoea,  and  the  admission  of  the  possibility  of  preg- 
nancy, the  diagnosis  of  early  incomplete  abortion  seemed 
most  probable. 

Past  history  was  negative  except  for  probable  Bright’s 
disease  in  childhood,  and  thyroidectomy.  General  physical 
examination  was  negative.  Pelvic  examination  showed  a 
competent  marital  outlet  without  stigmata  of  inflammatory 
disease.  The  uterus  was  slightly  enlarged,  firm,  movable,  and 
in  anterior  position.  There  was  moderate  dark  bloody  dis- 
charge coming  from  the  cervix.  A dilatation  and  curettage 
was  done  for  the  purpose  of  removing  retained  decidual 
tissue.  The  cervix  was  quite  firm  and  considerable  dilatation 
was  necessary  before  an  ovum  forceps  could  be  introduced. 
Thorough  exploration  of  the  uterine  cavity  revealed  no 
tissue.  Sharp  curettage  produced  only  a few  small  fragments 
of  tissue  and  nothing  suggestive  of  retained  decidua.  Finally 
a firm  polypoid  mass  of  tissue  was  grasped  with  a sponge 
forceps.  This  was  withdrawn  with  some  difficulty  as  it 
seemed  to  be  quite  adherent  to  the  uterine  wall,  so  much 
so,  in  fact,  that  it  was  thought  possibly  to  be  a piece  of  the 
uterine  wall.  Thorough  and  careful  exploration  following 
its  removal  however  revealed  no  perforation.  The  tissue 
removed  appeared  to  be  a firm  mass  about  3 cms.  in  length 
and  2 cms.  in  thickness,  and  contained  a small,  dark,  bluish, 
knoblike  projection.  The  patient’s  convalescense  was  un- 
eventful and  she  was  discharged  after  3 days. 

Pathological  examination  revealed  what  was  first  thought 
to  be  a sarcoma,  but  on  further  study  a diagnosis  of  stromal 
cell  endometriosis  was  made.  The  patient  was  readmitted 
and  total  hysterectomy  was  done.  The  ovaries  were  not 
removed.  The  patient  has  gone  one  year  so  far  without 
showing  evidence  of  metastasis,  extension  of  the  growth  or 
recurrence. 


on  the  freshly  cut  surface.  These  projections  are  i 
quite  elastic,  and  may  be  picked  up  with  a tissue 
forceps  and  will  snap  back  into  the  lymph  channel 
when  let  go.  (3)  Microscopically  the  tumor  is  quite 
cellular,  containing  numerous  spindle-like  cells  in 
the  endometrial  stroma.  These  cells  form  groups  of  ; 
tumor  masses  which  characteristically  extend  into 
the  numerous  and  enlarged  lymphatic  spaces.  As  in 
this  case  there  are  not  usually  many  mitotic  figures, 
although  the  growth  is  fairly  anaplastic. 

Special  silver  staining  shows  a typical  basket- 
weave  arrangement  of  the  fibrous  tissue  which  dis- 
tinguishes it  from  the  ordinary  fasciculated  appear-  j 
ance  of  these  cells  seen  in  true  sarcomata. 

1 he  tumor  is  quite  vascular,  and  numerous  groups 
of  thick-walled  blood  vessels  are  usually  seen. 
This  is  one  of  the  most  striking  features  of  the  case 
reported. 

The  tumor  was  first  reported  by  Goodall1  in 
1940,  who  gave  it  the  name  endometriosis  inter- 
stitiale,  and  described  it  as  being  an  altogether  be- 
nign growth.  Another  group  of  cases  has  been 
reported  however  by  Robertson,  Hunter,  et  al.,2 
in  which  there  was  one  case  that  proved  to  be 
definitely  malignant;  and  subsequently  in  a reclas- 
sification of  his  cases  Goodall  has  found  one  malig- 
nant case. 

To  date  there  have  been  only  a few  cases  re- 
ported, but  it  is  thought  that  in  reviewing  so-called 
sarcomata  of  the  uterus,  especially  those  few  cases 
that  have  survived  5 years  or  more,  more  cases  of 
this  condition  will  be  revealed,  the  original  diag- 
nosis of  sarcoma  being  in  error;  and  that  this  may 
explain  some  of  the  remarkable  “sarcoma”  cures. 

Goodall  describes  3 types  of  this  tumor:  (1)  the 
type  described  in  this  case  report;  (2)  a diffuse  type, 
without  polyp  formation,  but  extending  throughout 
the  myometrium  and  even  into  the  adnexae;  and 
( 3)  a type  exhibiting  the  combined  features  of  these 
two. 
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The  characteristic  features  of  this  tumor  are  as 
follows:  (1)  a smooth,  firm,  polypoid  growth.  (2) 
Characteristic,  yellowish,  elastic  wormlike  projec- 
tions which  “ooze”  out  of  the  lymphatic  channels 


1.  Goodall,  J.  R.:  Endometrioma  interstitiale — A Prelimin- 
ary Report.  Jour.  Obs.  & Gynaec.  Brit.  Emp.  Vol.  47;  pp. 
13-39,  1940. 

2.  Robertson,  T.  D.,  Hunter,  W.  C.,  Larson,  C.  P.,  and 
Snyder,  G.  A.  C.:  Amer.  Jour.  Clin.  Pathol.,  Jan.  1942,  No. 
t,  pp.  1-15. 


L 


EDITORIALS 


545 


<><NNNNNfrNN^<><><NNN3>CK?<><>eK><><><><^<3>0<»»<><X>^ 


CONNECTICUT  STATE  MEDICAL  JOURNAL 

Owned  and  Published  Monthly  by  The  Connecticut  State  Medical  Society 

COUNTY  NEWS  EDITORS 


EDITORIAL  BOARD 

Stanley  B.  Weld,  Editor-in-Chief  - Hartford 
Herbert  Thoms,  Literary  Editor  New  Haven 
Harold  S.  Burr  - New  Haven 

Sidney  G.  Davidson  - New  Haven 

Frank  Stafford  Jones  - Hartford 

Oliver  L.  Stringfield  - Stamford 

Paul  P.  Swett  - - - Bloomfield 


Fairfield:  J.  Grady  Booe,  Bridgeport 
Hartford:  Austin  Kilbourn,  Hartford 
Litchfield:  John  F.  Kilgus,  Jr.,  Litchfield 
Middlesex:  Harold  E.  Speight,  Middletown 
New  Haven:  J.  C.  F.  Mendillo,  New  Haven 
C.  Neuswanger,  Water  bury 
New  London:  Clarence  G.  Thompson,  Norwich 
Tolland:  Donald  M.  Beckwith,  Rockville 
Windham:  Andrew  O.  Laakso,  Danielson 
Yale  School  of  Medicine:  Arthur  J.  Geiger 
Special  Correspondent  with  U.  S.  A.  Gen.  Hospital  No. 

39:  Francis  A.  Sutherland 


Single  Copies,  50  cents— Subscription,  $4.00  per  year 


MANUSCRIPTS:  Manuscripts  should  be 

typewritten,  double-spaced,  on  white  paper  8% 
x 11  inches.  The  original  copy,  not  the  car- 
bon copy,  should  be  submitted.  Carbon  copies 
or  single-spaced  manuscripts  will  not  be  con- 
sidered. 

Footnotes,  bibliographies  and  legends  for 
cuts  should  be  typed  on  separate  sheets  in 
double  space  similar  to  the  style  for  the  text 
matter.  Bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index 
published  by  the  American  Medical  Associa- 
tion. This  requires  in  the  order  given:  Name 
of  author,  title  of  article,  name  of  periodical 
with  volume,  page,  month — day  of  month  if 
weekly — and  year. 


Used  manuscripts  will  be  returned  only 
when  requested  by  the  author.  Manuscripts 
should  not  be  rolled.  Mail  flat. 

ILLUSTRATIONS:  Illustrations,  tables, 

etc.,  should  bear  the  author’s  name  on  the 
back  and  the  figure  number.  Photographs 
should  be  clear  and  distinct;  drawings  should 
be  made  in  black  ink  (preferably  India  ink)  on 
white  paper.  Used  photographs  and  drawings 
are  returned  after  the  article  is  published,  if 
requested. 

NEWS:  Our  readers  are  requested  to  send 
in  items  of  news,  also  marked  copies  of  news- 
papers containing  matter  of  interest  to  physi- 


cians. We  shall  be  glad  to  know  the  name  of 
the  sender  in  every  instance. 

ADVERTISEMENTS:  All  advertisements 

are  subject  to  the  approval  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association  and  should  reach  the 
Editor  by  the  tenth  of  the  month  preceding 
publication. 

SUBSCRIPTIONS:  Membership  in  the 

Connecticut  State  Medical  Society  includes  sub- 
scription to  the  Journal.  Additional  copies 
may  be  secured  from  the  Editor. 

REPRINTS:  Reprints  of  papers  and  obitu- 
aries may  be  obtained  from  the  Editor. 


EDITORIALS 


Social  Security  in  1943 

In  the  analysis  of  the  Beveridge  Plan  of  England, 
published  in  the  February  1943  issue  of  the  Journal, 
we  expressed  the  honest  opinion  that  “to  those  of 
us  living  in  the  United  States  it  is  but  natural  to 
look  a bit  askance  and  with  some  incredulity  at 
such  a comprehensive  scheme.”  Previous  attempt 
at  new  national  Social  Security  legislation  should 
have  prepared  us  for  the  appearance  of  the  latest 
series  of  proposals  as  embodied  in  the  so-called 
Wagner-Murray-Dingell  bill  (S.  1x61;  H.  R.  2861). 
If  we  looked  with  misgiving  at  the  British  plan,  the 
American  counterpart  will  and  should  make  us 
pause  for  a real  study  of  its  proposals.  Morris  Fish- 
bein,  writing  in  the  editorial  columns  of  the  Journal 
of  the  American  Medical  Association,  reminds  us 
that  as  physicians  we  should  inform  ourselves  con- 
cerning the  genesis  and  objectives  of  this  proposed 
legislation.  The  time  has  long  since  passed  when  the 
profession  of  medicine  can  afford  to  be  inarticulate 
in  its  relationships  with  Washington,  indeed,  the 
last  House  of  Delegates  went  a long  way  toward 


enhancing  medicine’s  position  at  the  National  Cap- 
itol by  creating  a Council  on  Medical  Service  and 
Public  Relations.  But  even  with  this  increased  rep- 
resentation to  speak  for  us,  as  individuals  we  should 
know  what  Senators  Wagner  and  Murray  and  Rep- 
resentative Dingell  are  proposing.  It  is  banal  to 
remind  physicians  that  the  practice  of  medicine  is 
undergoing  sweeping  changes  and  that  the  social 
economy  of  the  entire  world  is  in  a state  of  evolu- 
tion. It  is  not  trite,  however,  to  remind  physicians 
that,  unless  their  voices  are  heard  in  the  halls  of 
Congress,  the  proposed  plans  for  medical  care,  at 
least,  may  be  not  only  distasteful  but  exceedingly 
impracticable. 

The  proposed  Social  Security  legislation,  as  em- 
bodied in  these  two  bills  now  in  the  hands  of  Con- 
gressional committees,  is  considerably  different 
from  the  scheme  of  things  proposed  in  the  Wagner 
bill  of  a few  years  ago.  One  of  the  most  startling 
proposals  is  to  make  the  Surgeon  General  of  the 
Public  Health  Service  the  actual  administrator  of 
all  phases  of  the  program  where  medical  care  is  con- 
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cerned.  Another  aspect  of  the  proposed  legislation 
which  has  created  considerable  press  comment  dur- 
ing the  short  time  since  the  bill  was  introduced  is 
the  method  of  financing.  This  would  be  handled 
from  a trust  fund  established  by  a 6 percent  em- 
ployee and  a 6 percent  employer  contribution  on 
all  wages  and  salaries,  up  to  the  first  $3,000  a year, 
paid  or  received  after  December  31,  1943.  Advo- 
cates of  the  bill  claim  that  this  is  a crucial  time  to 
utilize  this  means  of  preventing  inflation.  Opponents 
ask  how  the  worker  is  going  to  react  to  a 20  per- 
cent withholding  tax,  plus  a 6 percent  Social  Secur- 
ity tax,  plus  an  additional  10  percent  withholding 
by  his  employer  for  the  purchase  of  war  bonds. 
Moreover,  if  Secretary  Morgenthau’s  statement  that 
Americans  should  contribute  at  least  25  per  cent  of 
their  income  to  bond  purchases  is  any  criterion  of 
things  to  come,  this  would  mean  that  more  than 
half  of  the  worker’s  pay  envelope  would  be  de- 
ducted at  the  source.  Just  how  far  will  the  worker 
allow  himself  to  be  taxed  at  the  source?  Will  his 
zeal  for  social  security  in  the  sweet  by  and  by  stand 
up  against  such  a drain? 

Among  the  proposals  of  the  Wagner-Murray- 
Dingell  bill  are  the  following:  a system  of  public 
employment  offices;  increased  old  age  and  survivors’ 
insurance  benefits;  temporary  and  permanent  dis- 
ability insurance  benefits;  protection  to  individuals 
in  the  military  service;  increased  unemployment  in- 
surance benefits  under  a federalized  unemployment 
system;  maternity  benefits;  medical  and  hospitaliza- 
tion insurance  benefits;  a broadening  of  the  basis 
of  the  existing  social  security  program  to  embrace 
some  15,000,000  persons  now  excluded,  such  as  farm 
workers  and  domestic  servants,  employees  of  non 
profit  institutions,  independent  farmers,  members  of 
the  professions  and  other  self-employed  individuals; 
and  a unified  public  assistance  program.  Indeed  here 
is  a program  to  be  offered  to  Americans  of  all  ages 
and  circumstances  with  benefits  more  lavish  than 
Sir  William  Beveridge  dared  propose  for  the  British 
people!  The  disappointing  fact  about  all  this  pro- 
posed legislation,  be  it  wise  or  foolish,  is  that  or- 
ganized medicine  has  had  no  hand  in  drawing  up 
the  blue  prints  of  the  medical  provisions.  When  it 
comes  to  the  actual  construction  of  the  project, 
organized  medicine  will  be  at  the  mercy  of  the 
Surgeon  General  of  the  Public  Health  Service,  who- 
ever he  happens  to  be. 

In  proposing  his  Plan  for  England,  Sir  William 
Beveridge’s  aim  was  to  establish  one  of  the  four 
principles  of  the  Atlantic  Charter,  freedom  from 


want.  Much  has  been  said  of  these  four  freedoms 
since  they  were  first  enunciated  by  two  of  the 
great  Allied  leaders.  There  is  another  freedom,  , 
however,  which  has  always  been  a striking  and 
peculiar  possession  of  the  American  people,  freedom 
of  individual  enterprise.  Social  Security  legislation 
looms  larger  and  larger  on  the  horizon,  although 
it  is  doubtful  if  any  of  the  new  proposals  will  ar- 
rive during  this  Congressional  session  and  possibly 
not  even  during  the  next. 

Medicine  has  been  accused  of  being  reactionary 
by  the  more  ardent  crusaders  in  the  field  of  new 
social  security  plans.  Some  of  this  criticism  has 
been  justified  and  for  its  shortsightedness  in  the 
past  a heavy  price  has  and  is  being  paid.  But  the 
average  physician  is  not  so  stupid  as  to  believe  that 
nothing  can  happen  to  change  his  type  of  practice, 
when  all  about  him  the  very  essence  of  life’s  activi- 
ties are  undergoing  sweeping  changes.  What  our 
physicians  want,  we  believe,  is  a well  planned  pro- 
gram of  medical  care  which  shall  foster  progress 
in  scientific  medicine  and  which  shall  leave  to  each 
physician  sufficient  freedom  for  individual  enter- 
prise to  keep  medical  practice  above  the  level  of 
political  bargaining.  The  issues  are  not  freedom  of 
choice  of  physician,  group  practice,  or  compulsory 
health  insurance.  The  issues  are  adequate  medical 
care  properly  administered  without  political  fraud 
or  bureaucratic  waste,  and  freedom  for  individual 
enterprise.  We  are  fearful  that  a government  so 
confused  with  the  management  of  a multiplicity  of 
bureaus  today  will  show  little  ability  to  properly  1 
manage  any  program  of  medical  care  tomorrow. 

Medicine  On  The  March 

Anyone  with  his  ear  to  the  ground  during  the 
past  year  or  two  could  detect  the  increasing  rumble 
of  militant  medicine  on  the  march.  It  was  not  a 
rabble  of  bolsheviks  seeking  revolution,  but  a quiet 
army  of  alert  and  realistic  men  with  their  faces  set 
straight  ahead  in  belligerent  faith  in  the  future  of 
American  medicine. 

Squads  and  battalions  joined  across  the  country 
and  many  plans  of  campaign  were  laid,  some  hasty, 
some  lacking  in  judgment,  some  wise.  Groups  moved 
together  in  their  thinking  and  later  parted,  there 
was  constant  rearrangement  of  forces.  The  stubborn 
defenders  of  the  once  adequate  status  quo  had  their 
day,  then  others,  with  their  eyes  on  new  horizons, 
gathered  strength.  It  was  inevitable  that  such  a 
thing  should  happen. 
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In  June  at  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  many  of  these  plans 
made  their  way  to  the  speakers’  desk  before  the 
forum  of  medicine  in  America.  They  were  discussed 
and  debated  there  in  fine  democratic  tradition,  each 
had  its  advocates  and  opposition  was  nearly  silent. 
Finally  and  diplomatically  the  best  of  all  of  them 
were  consolidated  into  an  amendment  to  the  By- 
Laws  of  the  Association,  that  created  a new  Council 
on  Medical  Service  and  Public  Relations. 

The  duties  of  the  Council  as  set  down  in  the  plan 
are  far-reaching  and  clearly  state  its  purpose  to  be 
the  furthering  of  public  relations  and  the  extension 
of  medical  service  to  all  of  the  people  and  will  also 
include  many  of  the  functions  of  the  present  Bureau 
of  Legal  Adedicine  and  the  Bureau  of  Medical 
Economics.  The  moot  question  of  the  establishment 
of  an  office  for  the  Association  in  the  nation’s  capitol 
appeared,  by  silent  agreement,  to  be  left  to  the 
judgment  of  the  Council. 

The  membership  of  the  Council  shall  consist  of 
the  Chairman  of  the  Board  of  Trustees,  the  Presi- 
dent, the  immediate  past  President  and  the  Secretary 
of  the  Association  and  six  elected  members  “dis- 
tributed geographically  over  the  LTnited  States.” 
The  Board  of  Trustees  was  directed  to  appoint  the 
latter  six  members  to  serve  for  one  year  when  an 
election  will  be  held.  These  appointments  were 
made  within  a few  hours  of  the  passage  of  the 
resolution  and  the  Council  for  this  year  will  be 
Louis  H.  Bauer,  Hempstead,  L.  I.;  John  H.  Fitz- 
gibbon,  Portland,  Oregon;  Alfred  W.  Adson, 
Rochester,  Adinnesota;  James  R.  AdcVay,  Kansas 
City;  E.  J.  AdcCormick,  Toledo;  W.  S.  Leathers, 
Nashville;  Brig.  Gen.  Fred  H.  Rankin,  Lexington, 
Kentucky,  retiring  President;  James  E.  Paullin,  At- 
lanta, President;  Olin  West,  Chicago,  Secretary;  and 
Roger  I.  Lee,  Boston,  Chairman  of  the  Board  of 
Trustees. 

These  men  have  accepted  courageously  the  chal- 
lenge that  medicine  may  have  slighted  too  long. 
Aduch  that  American  medicine  needs  must  come 
from  them,  they  know  that  new  thinking  is  expected 
and  that  the  rearrangement  of  old  prejudices  will 
not  be  enough.  They  should  also  know  that  the  full 
responsibility  is  theirs  and  cannot  be  left  to  an 
I executive,  no  matter  how  competent  he  may  be. 

Resistance  to  Change 

We  are  pleased  to  publish  in  this  issue  Dr.  Clen- 
dening’s  delightful  essay  which  many  of  our  mem- 


bers  were  privileged  to  hear  at  the  Sesquicentennial 
Celebration  a year  ago.  His  remark  that  “The 
astounding  thing  is  not  the  changes,  but  the  fact 
that  little  that  is  essential  has  changed  at  all”  will 
strike  a responsive  chord  in  the  minds  of  those  who 
are  at  all  familiar  with  the  history  of  social  systems. 
It  is  significant  that  the  author  uses  the  word  resis- 
tance in  his  title  and  no  one  who  reads  his  interesting 
words  can  possibly  construe  this  to  mean  reluc- 
tance. Dr.  Clendening  would  be  among  the  first  to 
agree  with  O.  W.  Holmes,  who  wrote: 

“There  are,  of  course,  in  every  calling,  those  who 
go  about  the  work  of  the  day  before  them,  doing 
it  according  to  the  rules  of  their  craft,  and  asking 
no  questions  of  the  past  or  of  the  future,  or  of  the 
aim  and  end  to  which  their  special  labor  is  con- 
tributing. These  often  consider  and  call  themselves 
practical  men.  They  pull  the  oars  of  society,  and 
have  no  leisure  to  watch  the  currents  running  this 
or  that  way;  let  theorists  and  philosophers  attend 
to  them.  In  the  mean  time,  however,  these  currents 
are  carrying  the  practical  men,  too,  and  all  their 
work  may  be  thrown  away,  and  worse  than  thrown 
away,  if  they  do  not  take  knowledge  of  them  and 
get  out  of  the  wrong  ones  and  into  the  right  ones 
as  soon  as  they  may.” 

Psychotherapy 

Under  the  title  “Various  Schools  of  Psychother- 
apy” Dr.  A.  A.  Brill  brings  to  our  readers  a brief  but 
comprehensive  view  of  this  important  field  of  medi- 
cine. As  the  author  points  out,  there  are  many  forms 
of  psychotherapy  and  there  is  some  virtue  in  all. 
Under  proper  regulation  even  lay  therapists  may 
accomplish  desirable  temporary  alleviation  of  psy- 
chopathological  symptoms.  However,  if  psycho- 
therapy is  concerned,  as  it  should  be,  with  the  treat- 
ment of  the  total  psyche,  then  the  psychotherapist 
must  have  a basic  knowledge  of  all  the  psychoso- 
matic disorders  and  a clear  understanding  of  the 
nature  and  mechanism  of  the  forces  that  enter  into 
the  formation  of  psychic  pathology.  Dr.  Brill  makes 
it  emphatic  that  psychotherapy  is  a difficult  science 
to  master,  that  it  requires  long  training,  much  skill, 
great  patience  and  that  comparatively  few  psychia- 
trists are  completely  endowed  for  such  practice. 
His  own  great  success  in  this  field  must  be  attributed 
in  great  measure  to  his  rare  personality.  In  his 
present  contribution  a delightful  sense  of  humor 
makes  a constant  appearance  all  through  the  serious 
import  of  his  paper. 
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The  Medical  Profession  and  Planned 
Health 

Under  this  title  two  of  the  members  of  our 
Society  recently  have  expressed  their  views  in  a 
thought  provoking  letter  to  the  Editor  of  the 
Journal  of  the  American  Medical  Association.*  It 
interests  us  because  it  expresses  a forward  viewpoint 
on  the  future  of  American  Medicine  which  is  not 
foreign  to  that  which  has  been  expressed  in  these 
pages,  and  also  because  these,  our  friends  and  neigh- 
bors, are  speaking  from  the  other  side  of  the  world. 
It  has  been  said  that  the  most  comprehensive  view 
of  our  country  is  that  to  be  seen  from  a foreign 
shore.  Added  to  this  advantage  is  the  opportunity, 
now  afforded  those  serving  in  foreign  fields,  to 
survey  social  systems  which  are  different  from  our 
own.  Now  more  than  ever  does  American  Medicine 
need  thoughtful  counsel  and  it  is  a high  form  of 
patriotism  on  the  part  of  those  now  separated  from 
us  to  be  considering  the  problems  of  the  homeland. 
To  Doctors  Oughterson  and  Ottenheimer  we  pre- 
sent our  felicitations  and  hope  that  their  recorded 
interest  in  these  matters  will  stimulate  others  of  our 
profession  now  abroad  to  give  us  their  views  from 
their  various  points  of  vantage. 

* Journal  A.  M.  A.  1943,  122:462  (June  12) 

Statement  No.  11 

The  most  recent  statement  of  the  Committee  of 
Physicians  for  the  Improvement  of  Medical  Care 
issued  by  the  Secretary,  Dr.  John  P.  Peters  of  New 
Haven,  is  a document  which  warrants  careful  atten- 
tion, and  the  comments  upon  Medical  Education 
and  Medical  Manpower  are  of  particular  interest. 
In  discussing  the  former,  the  statement  reads: 

“Instead  of  vesting  the  control  of  our  educational  system 
in  the  military  authorities,  it  would  be  preferable  to  estab- 
lish at  once  a comprehensve  authority  to  assume  direction 
of  medical  education,  with  separate  bodies  responsible  for 
the  major  scientific  and  technical  branches.  The  medical 
authority,  whether  an  individual  or  a board,  should  have 
an  appreciation  of  the  military,  civilian  and  scientific  func- 
tions of  medicine.  Its  responsibility  should  be  to  provide 
the  numbers  and  types  of  physicians  required  by  the  armed 
forces  and  at  the  same  time  to  protect  standards  of  med- 
ical care  and  investigation  and  the  medical  needs  of  civil- 
ians. The  establishment  of  such  a comprehensive  authority 
is  particularly  pressing  in  view  of  the  opportunities  and 
the  puzzling  problems  with  respect  to  medical  education 
and  the  improvement  of  medical  care  that  must  follow 
the  present  emergency.” 

This  recommendation  seems  one  of  sound  sense, 
for  under  the  present  arrangement  it  is  certain  that 


with  the  elimination  of  elective  and  certain  supple- 
mentary studies,  both  in  premedical  and  medical 
education,  educational  standards  may  definitely 
suffer.  That  this  has  been  recognized  by  existing 
authority  is  manifest  by  the  recent  statement  of 
Edward  C.  Elliott,  Chief  of  Procurement  and  Tech- 
nical Training  of  the  War  Manpower  Commission: 
“At  best  it  must  be  admitted  that  we  have  proceeded 
in  an  uncertain,  catch  as  catch  can  fashion.  If  the  war 
is  not  to  be  too  prolonged,  we  shall  muddle  through.  On 
the  other  hand,  if  the  war  is  to  continue  for  three,  four,  five 
years,  then  we  may  be  self-convicted  of  short  sightedness 
for  not  devising  formulas  for  a better  balance  of  supply 
and  needs  and  for  not  insuring  a continuous  flow  of 
trained  men  and  women  for  the  essential  service  of  a 
nation  at  war.” 

Everyone  realizes  the  great  importance  of  Med- 
ical Manpower  to  serve  the  armed  forces,  a problem 
which  at  the  present  time  is  not  adequately  solved, 
but  it  is  true  that  inadequately  trained  physicians 
cannot  efficiently  serve  either  the  armed  forces  or 
the  civilian  population.  When  we  consider  the 
lengthening  of  the  period  of  medical  training  in 
our  own  time  we  find  that  within  the  last  thirty 
years  this  has  been  increased  practically  twofold 
for  the  training  of  the  average  physician.  It  seems 
logical,  therefore,  that  reducing  this  training,  both 
in  the  premedical  and  postmedical  school  periods, 
is  not  without  inherent  danger. 

The  suggestions  of  the  Committee  concerning 
Medical  Manpower  are  also  of  great  interest,  but 
the  proposed  solution  is  by  no  means  as  clear  or 
as  concrete.  There  can  be  no  quarrel  with  the  state- 
ment that  under  the  present  emergency,  “Mainte- 
nance of  the  health  of  the  civilian  population  is  as 
much  a national  responsibility  as  is  the  control  of 
production  and  distribution  and  the  proper  alloca- 
tion of  commodities  between  the  armed  forces  and 
civilians.”  However,  it  is  difficult  to  conceive  the 
means  by  which  the  relocation  of  physicians  can 
be  carried  out  without  compulsion,  or  that  the 
United  States  Public  Health  Service  can  take  over 
such  responsibility  under  any  present  regime.  This 
branch  of  the  Service  cannot  use  physically  re- 
jected physicians  or  refugee  physicians  in  any  dif- 
ferent way  from  the  qualifications  of  the  Army  or 
Navy. 

A good  deal  is  said  in  the  report  about  the  barrier 
of  state  licensure.  In  Connecticut  we  prefer  to 
think  of  our  State  Board  as  a screen  and  not  a bar- 
rier, and  feel  reasonably  certain  that  no  adequately 
trained  physician  has  had  difficulty  in  obtaining  a 1 
license.  While  the  system  of  separate  State  Boards 
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is  by  no  means  perfect,  it  is  doubtful  at  the  present 
time  if  it  has  been  of  much  significance  as  a “barrier” 
in  preventing  the  relocation  of  physicians.  One 
beneficial  thing  which  has  come  out  of  this  war  has 
been  the  arousing  of  the  public  consciousness  to 
the  inadequate  distribution  of  physicians  and  the 
lack  of  medical  care  in  certain  areas  of  our  country, 
but  it  should  not  be  forgotten  that  this  state  of 
affairs  is  not  new  but  has  been  brought  into  sharper 
focus  by  the  war. 

Statement  No.  1 1 is  a thoughtful  and  interesting 
document,  and  although  it  shows  a lack  of  detailed 
information  it  is  tempered  in  its  reasoning  and  well 
directed  toward  problems  which  are  the  concern  of 
each  of  us. 

Sulfonamide  Compounds  in  Prevention 
and  Treatment  of  Wound  Infection 

Displaying  his  usual  common  sense  and  caution 
Perrin  H.  Long*  has  recently  expressed  in  plain 
terms  the  role  of  the  sulfa  drugs  in  the  prevention 
and  treatment  of  wound  infections. 

Dr.  Long  says  that  the  combined  oral  and  tropical 
use  of  the  sulfonamides  is  a valuable  adjunct  to 
careful  surgical  treatment  but  cannot  replace  it. 
Clearly  and  briefly  the  limits  of  the  usefulness  of  the 
sulfonamides  is  thus  authoritatively  set  forth.  It  is 
made  evident,  therefore,  that  there  is  not  yet  any 
known  “royal  road”  to  the  treatment  of  wounds  and 
the  place  of  the  sulfa  drugs  is  properly  and  sensibly 
limited.  This  place  is  secondary  to  careful  surgery 
which  always  has  been  and  still  remains  the  primary 
means  for  the  prevention  and  the  treatment  of 
wound  infections. 

‘Sulfonamide  Compounds  in  The  Prevention  and  Treatment 
of  Wound  Infection.  Perrin  H.  Long,  m.d.,  Journal  of  The 
American  Medical  Association,  January  30,  1943. 


The  Chinese  Blood  Bank 

A Chinese  blood  bank,  opened  June  7 at  154 
Nassau  Street,  New  York  City,  to  seek  blood  dona- 


tions for  soldiers  of  the  Chinese  armies,  will  accept 
the  blood  of  persons  who  have  had  malaria,  accord- 
ing to  its  sponsor,  the  American  Bureau  for  Medical 
Aid  to  China.  This  can  be  done  by  using  the  Seitz 
filter,  which  eliminates  malaria  micro-organisms. 

Almost  every  Chinese  has  had  malaria  at  some  time 
in  his  life,  and  the  sponsors  of  the  project  realized 
that  there  could  be  few  Chinese  donors  to  the  blood 
bank  if  persons  who  had  suffered  from  the  disease 
were  ruled  out.  Dr.  John  Scudder  of  Presbyterian 
Hospital,  who  as  Chairman  of  the  Blood  Bank  Com- 
mittee of  ABMAC  has  been  largely  responsible  for 
carrying  through  the  project,  had  tested  and  proved 
the  efficacy  of  the  filter  in  Puerto  Rico. 

Blood  donations  received  at  the  bank  are  con- 
verted in  its  own  laboratories  into  dry  plasma  and 
shipped  to  China  in  American  army  planes.  The 
medical  staff  members  of  the  blood  bank,  all  of 
whom  are  Chinese,  have  had  special  training  in 
American  hospitals  for  this  work  and  eventually  will 
go  to  China  as  a unit  to  set  up  the  first  blood  bank 
there. 

Parasite  Studies  in  China 

Important  progress  in  isolating  and  studying  the 
schistosomiases  parasite,  native  to  Fukien  Province, 
is  reported  by  the  Department  of  Biology  of  Fukien 
Christian  LTniversity. 

This  parasite,  whose  different  species  attach  dif- 
ferent organs  of  the  body,  has  long  been  a source 
of  disease  in  Fukien  Province,  but  has  been  known 
to  Szechwan  Province  only  since  1938.  At  that  time 
it  was  discovered  in  Chengtu,  the  parasite  presum- 
ably having  been  taken  to  the  west  by  airplane  or 
by  refugees. 

Fukien  has  just  reported  to  the  Associated  Boards 
for  Christian  Colleges  in  China  that  its  Biology  De- 
partment has  published  50  reports  on  the  life  cycles 
of  isolated  schistosomiases,  which  will  furnish  the 
basis  for  further  medical  study.  Fukien  University 
is  financially  aided  by  the  Associated  Boards  for 
Christian  Colleges  in  China,  a participating  agency 
of  United  China  Relief. 


MAKING  A MOUNTAIN  OUT  OF  A MOLE 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  M ill  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a Magni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 


(See  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 

MEETING  OF  THE  COUNCIL 

The  Council  met  on  June  18  for  its  regular  monthly  meeting  and  the  important  resolutions  passed  by 
the  House  of  Delegates  at  its  annual  meeting  were  given  prompt  attention.  As  is  customary,  the  Council 
will  not  meet  in  July  or  August  unless  emergency  circumstances  prevail.  During  the  interim  a special 
executive  committee  of  the  Council  has  been  named  to  act  with  the  Secretary.  The  executive  committee 
is:  the  Chairman  of  the  Council,  James  R.  Miller;  the  President  of  the  Society,  George  M.  Smith;  and 
the  President-elect,  H.  Gildersleeve  Jarvis. 

Trustees  of  the  Society’s  Building  Fund 

Following  action  taken  by  the  House  of  Dele- 
gates at  the  annual  meeting,  the  Council  named  the 
Trustees  of  the  Society’s  Building  Fund  as  follows: 

For  5 years:  James  D.  Gold,  temporary  chair- 
man. 

For  4 years:  C.  Charles  Burlingame. 

For  3 years:  Daniel  Sullivan. 

For  2 years:  Roy  L.  Leak. 

For  i year:  George  M Smith. 

Committee  to  Study  the  Organization  of  a 
Women’s  Auxiliary 

The  Council  appointed  a committee  to  inquire 
into  the  advisability  of  a Women’s  Auxiliary  to  the 
Society  as  was  prescribed  by  the  House  of  Dele- 
gates at  its  annual  meeting.  The  committee  is: 

Ralph  L.  Gilman,  Storrs,  temporary  chairman. 

Alfred  Labensky,  New  London. 

John  D.  Booth,  Danbury. 

Martha  L.  Clifford,  Hartford. 

Jessie  W.  Fisher,  Middletown. 

Cole  B.  Gibson,  Meriden. 

E.  Myles  Standish,  Hartford. 

Additional  Delegate  to  the  American 
Medical  Association 

The  appointment  of  a third  delegate  to  the  Amer- 
ican Medical  Association  from  the  Society,  as  was 
authorized  by  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  at  its  annual  meeting  in 
Chicago  in  June,  was  discussed  at  some  length  by 
the  Council  and  the  appointment  of  the  delegate 
to  serve  until  the  regular  election  could  be  held 
was  postponed  for  further  consideration. 


Memorandum  to  Public  Welfare  Council 

During  the  150  years  of  its  existence  The  Con- 
necticut State  Medical  Society  has  frequently  taken 
the  leadership  in  the  thinking  and  development  of 
needed  public  facilities  for  the  care  of  the  sick.  It 
was  this  Society  that  first  saw  the  necessity  for  a 
public  institution  for  the  care  of  the  insane  and 
when  the  authorities  of  the  State  were  not  con- 
vinced of  the  need  for  such  an  institution  the  Soci- 
ety as  its  friends  founded  one  which  provided  care 
for  the  mentally  sick  in  this  State  for  nearly  forty 
years  before  the  State  realized  its  responsibility. 
This  pattern  was  duplicated  in  many  details  in  the 
creation  of  an  institution  for  the  care  of  mentally 
deficient  children.  The  first  public  institution  for 
the  care  of  the  tuberculous  was  founded  by  a com- 
ponent Association  of  this  Society  before  the  State 
entered  the  field  of  public  care  of  patients  with  that 
disease,  and  the  State  Department  of  Health  was 
created  largely  through  the  efforts  of  the  Society. 

The  Society  has  for  some  time  realized  the  in- 
creasing necessity  for  facilities  for  the  care  of  the 
chronically  sick  and  infirm  and  it  is  gratifying  to 
know  that  the  Public  Welfare  Council  was  directed 
by  the  1943  General  Assembly  to  make  a study  of 
this  subject.  It  is  our  duty  now  to  place  at  the 
disposal  of  the  Council  the  resources  and  the  knowl- 
edge and  the  experience  that  this  Society  and  its 
individual  members. 

If  it  is  agreeable  to  the  Public  Welfare  Council, 
The  Connecticut  State  Medical  Society  will  be 
pleased  to  appoint  a committee  that  would  confer 
with  the  Council  during  the  course  of  the  study  and 
aid  the  project  in  any  way  that  the  Council  might 
suggest.  There  are  in  the  Society  physicians  ex- 
perienced in  the  field  of  geriatrics,  the  chronically 
incapacitating  diseases  of  middle  life  such  as  arthritis 
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; and  cardiac  disease  and  in  the  problem  of  malig- 
nancy which  is  of  increasing  importance  in  a com- 
munity with  an  aging  population  such  as  Con- 
necticut. 

The  Society  will  consider  it  a privilege  to  make 
available  to  the  Public  Welfare  Council  these  re- 
sources and  the  wise  and  temperate  counsel  that 
many  physicians  in  the  State  can  give. 

■ 

Prepaid  Medical  Service 

: Each  of  the  County  Associations  has  appointed  a 

I committee  on  prepaid  medical  service  consisting  of 
three  members  as  was  included  in  a resolution  passed 
by  the  House  of  Delegates  at  the  annual  meeting. 
These  eight  county  committees  and  the  state  com- 
Imittee,  under  the  chairmanship  of  James  R.  Miller, 
met  at  the  Hunt  Memorial  in  Hartford  for  its  first 
general  meeting  on  July  i.  A general  program  of 
procedure  and  the  means  of  familiarizing  the  mem- 
bers of  the  Society  with  the  subject  of  prepaid  med- 
ical service  plans  were  outlined  preparatory  to 
Staking  the  subject  before  the  semi-annual  meetings 
of  the  County  Associations  in  October.  1 he  mem- 
bers of  the  state  and  county  committees  are: 

STATE  COMMITTEE  ON  PREPAID  MEDICAL 
SERVICE 

James  R.  Miller,  179  Allyn  Street,  Hartford,  Chairman 
Oliver  L.  Stringfield,  1416  Bedford  Street,  Stamford 
Thomas  P.  Murdock,  147  West  Main  Street,  Meriden 
J.  Harold  Root,  103  North  Main  Street,  Waterbury 
^Stanley  B.  Weld,  179  Allyn  Street,  Hartford 
Herbert  Thoms,  789  Howard  Avenue,  New  Haven 
Berkley  M.  Parmelee,  144  Golden  Hill  Street,  Bridgeport 

COUNTY  COMMITTEES 
Fairfield 

Ralph  H.  Edson,  Laurel  Heights,  Shelton 
James  D.  Gold,  839  Myrtle  Avenue,  Bridgeport 
Oliver  L.  Stringfield,  1416  Bedford  Street,  Stamford 

Hartford 

Thacher  W.  Worthen,  179  Allyn  Street,  Hartford,  Chairman 
John  F.  McDermott,  750  Main  Street,  Hartford 
M.  Alvord  Gore,  321  Alain  Street,  Bristol 

Litchfield 

Arthur  H.  Jackson,  Washington,  Chairman 
Winfield  E.  Wight,  24  Goodwin  Court,  Thomaston 
Thomas  J.  Danaher,  106  Litchfield  Street,  Torrington 

Middlesex 

G.  Mansfield  Craig,  119  Adain  Street,  Middletown,  Chairman 
Harry  S.  Frank,  144  Washington  Street,  Middletown 
Henry  Sherwood,  Main  Street,  Durham 


New  Haven 

Louis  H.  Nahum,  1142  Chapel  Street,  New  Haven,  Chairman 
Harold  Ad.  Marvin,  303  Whitney  Avenue,  New  Haven 
Edward  H.  Kirschbaum,  20  Grove  Street,  Waterbury 

New  London 

William  H.  Weidman,  Uncas-on-Thames,  Norwich,  Chair- 
man 

Albert  C.  Freeman,  54  Broadway,  Norwich 
Charles  G.  Barnum,  230  Thames  Street,  Groton 

T olland 

Ralph  B.  Thayer,  Main  Street,  Somers 

Donald  M.  Beckwith,  68  Prospect  Street,  Rockville 

Alfred  Schiavetti,  1 1 Church  Street,  Stafford  Springs 

W indham 

Robert  C.  Paine,  Thompson,  Chairman 
William  Mac  Shepard,  66  Main  Street,  Putnam 
Ralph  L.  Gilman,  Storrs 

Governor  Vetoes  "Dangerous  Drug  Act” 

Governor  Baldwin  vetoed  S.  B.  484,  An  Act  To 
Amend  The  Food,  Drug  and  Cosmetic  Act  on 
July  9.  This  measure,  which  would  have  limited  the 
use  of  barbiturates  and  other  dangerous  drugs  to 
prescription  by  physicians,  had  a somewhat  stormy 
and  uncertain  course  through  the  legislature.  When 
the  bill  was  in  public  hearing  before  the  Committee 
on  Public  Health  and  Safety  a rider  was  attached 
to  it  which  would  have  transferred  the  administra- 
tion of  the  act  from  the  Dairy  and  Food  Commis- 
sion to  the  Pharmacy  Commission. 

During  its  consideration  by  the  Committee  on 
Public  Health  and  Safety  a majority  of  that  com- 
mittee failed  twice  to  make  a favorable  report. 
Upon  its  third  consideration  a favorable  report 
was  voted  by  an  extremely  close  margin.  The 
favorable  report  was  accepted  by  both  the  House 
and  Senate  in  haste  in  the  closing  hours  of  the  ses- 
sion. 

The  veto  was  apparently  based  upon  the  transfer 
of  the  administrative  powers  under  the  bill  and  was 
not  because  of  the  restrictions  of  the  sale  of  certain 
drugs  to  prescription.  A supplementary  statement 
issued  by  the  Governor’s  office  on  the  veto  stated 
in  part,  “In  1939  a comprehensive  act  was  passed 
amending  and  strengthening  in  many  particulars 
the  power  of  the  Dairy  and  Food  Commissioner  and 
adding  to  his  duties  supervision  of  the  sale  of  cos- 
metics. There  is  no  sound  reason  for  duplicating  in 
the  Pharmacy  Commission  a staff  of  officials  to 
supervise  the  sale  of  drugs  alone,  leaving  to  the 
Dairy  and  Food  Commissioner  the  task  of  super- 
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vising  the  sale  of  food  and  cosmetics  in  drug  stores  sion.  Other  committee  members  expressed  the 
as  well  as  in  other  stores.  This  duplication  would  opinion  that  the  bill  was  contrary  to  the  lony  estab- 
mean  an  additional  cost  to  the  taxpayers  of  the  lished  policy  of  the  state.” 

state.  Nor  is  there  any  assurance  that  by  this  change  In  discussion  of  the  bill  before  the  committee, 
the  public  will  be  better  protected.  The  bill  was  representatives  of  the  Society  made  no  comment  on 
strongly  advocated  by  those  who  were  interested  the  proposed  change  in  administration, 
in  increasing  the  power  of  the  Pharmacy  Commis- 


THE  CONNECTICUT  CLINICAL  CONGRESS  OF  1943 

Louis  LI.  Nahum,  m.d.,  Chairman  Vrogram  Committee , The  Connecticut  Clinical  Congress 


/^Vliver  Wendell  Holmes  once  said  that  civiliza- 
tion  can  be  measured  by  the  state  of  develop- 
ment of  medical  science  and  practice.  On  this  basis 
it  can  be  said  that  Connecticut  medicine  occupies 
a high  plane  in  our  present  civilization.  One  needs 
but  to  get  an  over-all  view  of  the  activities  of  our 
city,  county,  and  state  societies,  to  see  the  large 
number  of  scientific  programs  which  are  presented 
to  our  membership  in  the  course  of  any  year.  These 
meetings  attest  to  the  interest  in  medical  progress 
which  characterizes  our  membership.  But  even  be- 
fore Oliver  Wendell  Holmes,  our  own  Connecticut 
State  Medical  Society  stated  that  one  of  the  pur- 
poses in  the  Corporation  in  1792  was  “the  improving 
of  medical  practice,  medical  education  . . .” 

Throughout  our  history  this  purpose  was  followed 
assiduously  until  finally  nineteen  years  ago,  the 
Clinical  Congress  came  into  being  so  that  the  entire 
session  of  the  fall  meeting  of  the  Society  could  be 
devoted  to  advances  in  medical  practice  and  medical 
science.  The  war  and  its  attendant  crises  in  the  field 
of  medical  practice  has  not  quenched  the  desire  to 
utilize  the  rapidly  expanding  opportunity  to  better 
diagnose  and  treat  the  sick  patient.  Accordingly, 
the  Connecticut  Clinical  Congress  of  1943  will  be 
held.  It  is  true  that  we  will  not  enjoy  the  comfort 
of  the  law  school  auditorium,  nor  its  cool  gothic- 
corridors,  but  there  are  compensations  awaiting  us 
at  the  New  Haven  Medical  Association’s  building 
which  will  become  apparent  as  the  meeting  pro- 
gresses. 

Owing  to  the  pressure  of  work  and  the  difficulty 
the  physician  finds  in  leaving  his  practice  even  for 
a day,  the  Clinical  Congress  Committee  has  arranged 
a program  for  two  days  instead  of  three;  September 
28  and  29.  However,  there  are  to  be  important 
practical  demonstrations  at  the  New  Haven  Hos- 
pital on  the  afternoon  of  the  first  day,  which  no 


one  can  aff  ord  to  miss.  The  crowning  event  of  the 
first  day  will  be  a social  hour  in  the  Yale  Historical 
Library  at  which  the  registrants  will  be  the  guests 
of  the  Clinical  Congress. 

It  is  obvious  that  in  two  days  one  cannot  encom- 
pass the  whole  field  of  medical  progress,  but  it  will 
be  apparent  on  reading  the  following  program  that 
the  high  lights  have  been  touched.  The  Committee 
earnestly  urges  every  member  to  sign  up  with  the 
Congress  even  though  you  are  not  certain  of  attend- 
ance. Your  support  will  strengthen  the  Clinical 
Congress  and  you  may  take  personal  pride  in  having 
promoted  an  institution  which  is  in  the  finest  tradi- 
tion of  our  Medical  Society.  The  program  follows: 

CLINICAL  CONGRESS 
First  Day 

September  28,  1943 

i.  Feeding  of  the  acutely  ill  including  postopera- 
tive care 

A.  Daily  water  and  salt  requirements 

B.  Parenteral  vitamin  therapy 

C.  Parenteral  protein  therapy  including  plasma 
and  hydrolysates 

D.  Protein  as  a therapeutic  measure  in  disease 

1.  acute  fevers 

2.  nephritis 
starvation 

cirrhosis  of  the  liver 
heart  failure 

Insulin  derivatives  and  their  combined  use 

Modern  knowledge  of  pulmonary  disease 

A.  Acute  infections  of  the  lung 

B.  The  differential  diagnosis  of  chronic  pul- 
monary diseases  with  lantern  slide  illustra- 
tions 


1 AUGUST,  NINETEEN  HUNDRED  AND  FORTY-THREE 
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:ie  C.  Recent  trends  in  tuberculosis  therapy 

D.  Industrial  pulmonary  problems 

E.  Newer  trends  and  results  in  surgical  therapy 

e,  of  lung  superation. 

>n 


Reception  and  Social  Hour 
Yale  Historical  Library— Yale  School  of  Medicine 
September  28,  1943 
5:00  P.  M. 


Demonstrations 

by  Yale  Medical  School  Staff  under  direction  of 
Dr.  S.  C.  Harvey 

September  28,  1943 
3:30  P.  M. 

i' i.  Blood  bank 

Actual  operations 

: Donors  (and  methods  of  procurement) 

Recipients  (if  planned  in  advance) 

Cross  matching  (Microscopic  demonstration) 
Serology— methods— checking 

2.  Blood  plasma 
Preparation— types 
Storage 

Use 

Transportation 

3 . Parenteral  fluids 
Saline,  glucose,  etc. 

In  conjunction  with  blood  transfusion 
Addition  of  drugs  to  basic  fluids  in  treatment 
of  various  diseases  and  complications 

4.  Wangensteen  tube 
Miller— Abbott  tube 

Uses  and  actual  operation 
Methods  of  insertion  demonstrated 
Probably  results 

5.  The  electric  metallic  locater 
Demonstration  on  patients  having  foreign  bod- 
ies proven  by  x-ray.  (Advantages  over  x-ray 
localization) 


CLINICAL  CONGRESS 
Second  Day 
September  29,  1943 

1.  Pediatric  surgical  problems 

2.  Present  day  view  of  the  problem  of  shock 

3.  Problems  of  thrombophlebitis  and  pulmonary 

embolism 

A.  Venous  ligation  and  section 

B.  Para  lumbar  sympathetic  procain  block 

C.  Auto  coagulants 

D.  Sulphonamides 

E.  Papaverin  and  atropine 

4.  Debridement  not  chemotherapy  heals  wounds 

5.  Osteomyelitis  of  the  skull 

6.  Fatigue  and  anxiety  neuroses 

Insomnia,  irregular  working  hours,  irregular  un- 
balanced meals,  avitaminosis 

7.  Electric  shock  therapy  in  psychoses— indications 

and  present  status  of 

8.  The  problem  of  tetanus  toxoid  for  the  civilian 

population 

9.  Hemorrhoids.  Fistula  in  ano  and  other  perianal 

disorders 

10.  Caudal  anesthesia 

11.  Demarol— a new  synthetic  analgesic!  its  indica- 

tions as  a substitute  for  morphine 

12.  Newer  digitalis  crystalline  compounds 

THE  DOCTOR’S  OFFICE 


6.  Burns 

Latest  treatment— cases 
Pictures  (in  color) 
End  results 
Skin  grafts 


Harry  J.  Gray,  m.d.,  formerly  of  U.  S.  Veteran’s 
Hospital,  Newington,  announces  the  opening  of 
his  office  at  750  Main  Street,  Hartford.  Practice 
limited  to  eye,  ear,  nose  and  throat. 


J/ICTORY 


BUY 

UNITED 
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PROFESSIONAL  HEADACHES:  Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 


(See  PAGE  2) 
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Report  on  the  Emergency  Medical  Services 
in  Connecticut  June  15, 1942  to  June  15, 1943 

To:  Honorable  Raymond  E.  Baldwin,  Chairman 
Connecticut  War  Council. 

From:  Dr.  Ralph  E.  McDonnell,  Surgeon  (R), 
USPHS.,  Assistant  Director,  Emergency  Medical 
Services. 

Results:  In  Connecticut  there  are  now  (June  25): 

316  Mobile  teams  consisting  of:  1 physician,  1 
nurse,  2 adequately  trained  auxiliaries,  1 station 
wagon  with  driver,  Standard  OCD  (Office  of 
Civilian  Defense)  equipment. 

72  additional  teams  of  same  personnel  but  with 
substandard  equipment. 

142  Casualty  Stations  staffed,  equipped,  and  pro- 
tected according  to  OCD  recommendations. 

109  Additional  Casualty  Stations  in  rural  com- 
munities with  insufficient  equipment  according  to 
OCD  standards,  but  which  appear  adequate  for  the 
locality. 

39  Casualty  Receiving  Hospitals  completely  co- 
operative and  adequately  stocked  consisting  of  6,583 
beds.  An  additional  1,500  Army  cots  and  3,000 
blankets  have  been  loaned  by  the  American  Red 
Cross  and  are  stored  in  selected  hospitals  in  target 
areas.  Each  hospital  has  a standard  Casualty  Station. 

7 Emergency  Base  Hospitals  located  in  State  In- 
stitutions. Dr.  Afasure,  USPH  inspector,  considered 
them  “superb.”  Each  hospital  is  manned  by  an  affili- 
ated unit  of  fifteen  physicians  and  surgeons  with 
reserve  commissions  in  USPHS. 

160,000  surgical  dressings  made  by  Connecticut 
Red  Cross  temporarily  stored  at  158  Whitney 
Avenue,  New  Haven. 

1,860  registered  nurses  assigned  to  EA1S  (Emer- 
gency Afedical  Services)  of  164  towns.  (12-31-42). 

565  nurses  aides.  (12-31-42). 

2,344  first  aiders.  (12-31-42). 

I, 353  reserve  nurses.  (12-31-42). 

II, 491  women  certified  in  home  making.  (12-31- 
42). 


700+  station  wagons  or  light  trucks  regularly 
assigned  to  the  EMS.  All  drivers  and  assistant  trained 
in  stretcher  bearing. 

148  of  a total  of  169  towns  in  Connecticut  have 
duly  appointed  medical  officers  generally  coopera- 
tive. T he  21  other  towns  are  without  medical  men, 
some  depleted  by  the  war,  others  too  small  to  war- 
rant a physician.  In  these  a registered  nurse  has 
assumed  the  responsibilities. 

From  the  viewpoint  of  Mutual  Aid,  Connecticut 
has  been  divided  into: 

14  districts  each  in  direct  communication  with  the 
State  Operations  Room  as  well  as  with  the  individual 
town.  In  each  of  these  District  Warning  Centers 
there  is  a medical  representative  and  an  alternate. 
We  are  using  trained  women  who  have  visited  each 
community  and  are  entirely  familiar  with  the  local 
EAfS  situation  both  in  the  field  and  in  the  hospital. 
While  the  present  system  of  Mutual  Aid  appears 
adequate  for  emergencies  involving  minor  numbers 
of  casualties,  it  has  not  been  proved  capable  of 
satisfactorily  handling  mass  disaster.  To  take  care 
of  this  situation  the  writer  goes  to  the  scene  in  a 
regularly  assigned  State  Police  car  equipped  with 
three  way  radio,  and  as  the  State  Incident  Officer  is 
able  to  communicate  directly  with  the  War  Council 
in  the  Central  Operations  Room,  he  will  be  able  to 
determine  the  number  and  type  of  injuries  involved 
and  consequently  the  hospitals  can  be  activated  in 
an  intelligent  manner,  adequate  surgical  coverage 
assured,  and  specialized  therapy  mobilized.  In  the 
recent  district  tests  too  many  rather  than  too  few 
mobile  teams  have  been  dispatched  to  the  scene 
when  they  could  have  remained  in  the  hospital  and 
speeded  medical  care. 

These  results  were  gained  by  the  united  efforts  of 
the  State  Medical  Director,  Dr.  George  AE  Smith; 
the  State  Deputy  Nurse,  Afrs.  Irena  Osborn;  and 
the  State  Hospital  Consultant,  Mr.  William  Sweeney. 
Personally,  I have  spoken  before  thirty-two  groups 
totalling  sixty-five  hundred  people,  have  visited 
many  times  all  target  areas,  and  have  inspected  most 
of  the  casualty  stations  in  Connecticut.  Everywhere 
I have  found  sincere  cooperation  and  willingness  to 
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serve.  I feel  that  this  can  be  demonstrated  by  the 
fact  that  only  one  local  medical  officer  has  resigned 
and  he  through  political  pressure. 

With  the  current  drain  on  medical  men  it  has  been 
I necessary  to  excuse  them  from  routine  drills  only 
requiring  that  their  whereabouts  be  known  and 
their  availability  be  assured  in  the  time  of  trouble. 

The  early  distribution  of  the  federal  casualty 
equipment  will  facilitate  the  unification  of  Con- 
necticut’s Emergency  Medical  Service. 

Fifty-two  small  cities  and  towns  are  known  to 
have  spent  over  $40,000  for  medical  equipment 
while  the  total  for  the  state  is  conservatively  esti- 
mated at  $150,000. 

The  post  war  use  of  this  equipment  must  be  care- 
fully considered. 

There  are  about  35,000  units  of  blood  plasma  in 
Connecticut  for  use  by  the  EMS.  The  various  hos- 
pitals have  their  own  plasma  apparatus  but  at  present 
there  is  practically  none  for  use  in  the  field.  I respect- 
fully request  that  this  subject  be  discussed  and  if 
approved  that  an  adequate  number  of  mobile  teams, 
expert  in  intravenous  therapy,  be  activated  from  the 
existing  plasma  depots. 

War  Food  Administration 
Food  Distribution  Administration 
Washington  25,  D.  C. 

AMENDMENT  34  TO  RATION  ORDER  I 6 AND  AMENDMENT 
25  TO  GENERAL  RATION  ORDER  5 PLACING  EVAP- 
ORATED AND  CONDENSED  MILK  ON  LIST  OF  RATIONED 
PRODUCTS 

Of  interest  to  all  physicians  is  Amendment  34  to 
Ration  Order  16  and  Amendment  25  to  General 
Ration  Order  5 issued  by  the  Office  of  Price  Admin- 
1 istration  under  date  of  June  1,  which  places  evap- 
orated and  condensed  milk  on  the  list  of  rationed 
products. 

These  types  of  milk  are  added  to  the  group  of 
rationed  foods  containing  meats  and  fats,  for  which 
red  ration  stamps  are  needed,  without  any  increase 
in  the  total  number  of  points  allowed  for  this  group. 
One  point  is  required  for  one  14% -ounce  can  or  for 
two  6-ounce  cans  or  for  two  8-ounce  cans. 

Translated  into  feeding  schedules,  this  means  that 
the  infant  or  child  may  use  7 of  his  16  points  per 
week  for  his  milk  requirements  in  terms  of  evap- 
j orated  milk  which  allows  slightly  less  than  the 
equivalent  of  a quart  of  whole  milk  per  day,  and 


have  9 points  remaining  for  his  meat  and  fat  require- 
ments. This  provides  ample  allowance  of  meat  and 
fats  for  the  infant  and  also  for  the  young  child  who 
may  still  be  using  evaporated  instead  of  fluid  milk. 

An  invalid  or  any  other  person  whose  health 
requires  that  he  have  more  canned  milk  than  he  can 
obtain  with  the  stamps  in  his  War  Ration  Book  II, 
may  apply  at  his  local  War  Price  and  Rationing 
Board  for  additional  points  under  Section  2.4  of 
Ration  Order  16.  With  the  application  the  consumer 
must  submit  a written  statement  of  a licensed  or 
registered  physician  or  surgeon  showing  why  the 
consumer  must  have  more  canned  milk,  the  amount 
needed  during  the  succeeding  two  months  and  why 
unrationed  foods  cannot  be  used  instead. 

A supplemental  allotment  to  acquire  canned  evap- 
orated and  condensed  milk  needed  by  a hospital  to 
meet  the  dietary  needs  of  its  patients  living  and 
receiving  care  there,  may  be  obtained  on  application 
by  it  to  its  local  War  Price  and  Rationing  Board 
under  Section  11.6  of  General  Ration  Order  5. 

It  is  to  be  hoped  that  this  simplified  procedure  for 
rationing  will  solve  the  problem  of  distribution  of 
evaporated  milk  and  make  it  generally  available 
throughout  the  United  States  to  those  with  special 
needs.  Information  from  our  readers  as  to  whether 
or  not  such  rationing  has  produced  adequate 
amounts  of  evaporated  milk  for  infants  and  children 
in  their  communities  will  be  forwarded  to  the 
proper  governmental  agencies  for  their  use.  It  is 
understood  that  if  the  present  method  of  rationing 
does  not  make  evaporated  milk  available  in  all  areas 
for  infants  and  children,  some  more  effective  method 
will  be  worked  out. 

NEW  AMENDMENT  TO  R.  O.  1 6 PERMITS  EXTERNAL 
THERAPEUTIC  USE  OF  RATIONED  FATS  AND  OILS 

The  Office  of  Price  Administration  has  issued  an 
amendment  to  Ration  Order  No.  16  (R.  O.  16, 
Amendment  25)  which  permits  the  use  of  rationed 
fats  and  oils  for  external  therapeutic  purposes.  This 
includes  the  use  of  vegetable  oils,  such  as  cotton- 
seed oil,  for  bathing  newborn  infants,  for  external 
application  in  skin  diseases,  especially  eczema,  for 
urethral  injection  or  lubrication  of  urethral  instru- 
ments, and  for  x-ray  visualization. 

Under  the  provisions  of  the  amendment,  such  use 
of  rationed  fats  and  oils  is  defined  as  “industrial  con- 
sumption.” Persons  using  these  products  for  such 
purposes  are  classified  as  “industrial  consumers.”  An 
industrial  consumer  engaged  in  the  care  and  treat- 
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ment  of  the  sick  and  needing  rationed  fats  and  oils 
for  this  purpose  may  apply  to  his  district  Office  of 
Price  Administration  for  a certificate  with  which  to 
acquire  them.  The  procedure  to  be  followed  is  set 
forth  in  detail  in  Meat-Fats,  Field  Operating  Instruc- 
tion No.  i (May  19,  1943).  Briefly  it  is  as  follows: 

The  application  should  be  made  on  Form  R-1605 
to  the  District  Office.  If  the  applicant  is  a hospital 
the  District  Office  will  pass  on  the  application  by 
using  the  same  method  of  computing  allowances  as 
the  local  boards  use  in  computing  allotments  for 
industrial  users;  otherwise  the  application  will  be 
forwarded  to  the  Washington  Office  for  action.  If 
the  applicant  requires  more  than  he  would  receive 
by  the  method  of  computation  described  above,  then 
he  should  also  submit  Form  R-315  stating  the 
reasons  for  such  request. 

An  “industrial  consumer”  to  whom  a certificate 
is  issued  for  “industrial  consumption”  of  rationed 
fats  and  oils  may,  of  course,  use  it  only  to  acquire 
the  foods  for  which  application  was  made  and  may 
use  those  foods  only  for  the  purpose  for  which  the 
application  was  granted. 

OCD  Publishes  New  Recommendations  on 
Burns  and  Wound  Infections  in  Air 
Raid  Casualties 

The  Medical  Division  of  the  Office  of  Civilian 
Defense  has  revised  its  pamphlet  “Treatment  of 
Burns  and  Prevention  of  Wound  Infections”  to  in- 
corporate new  techniques  that  have  been  developed 
within  the  past  year.  The  recommendations  in  this 
pamphlet  are  based  on  recent  directions  of  the 
Committee  on  Chemotherapeutic  and  Other  Agents 
and  the  Subcommittee  on  Burns  of  the  Committee 
on  Surgery  of  the  Division  of  Medical  Sciences  of 
the  National  Research  Council.  Originally  drawn 
up  by  these  committees  for  the  armed  forces,  the 
recommendations  have  been  modified  to  adapt  them 
to  the  problems  involved  in  the  treatment  of 
civilian  casualties. 

Recommendations  for  the  use  of  sulfonamides  are 
accompanied  by  the  observation  that  these  drugs 
must  be  used  more  cautiously  in  the  treatment  of 
civilian  wounds  than  is  necessary  in  the  care  of 
military  casualties,  for  the  following  reasons: 

“The  injured  may  include  individuals  of  all  ages 
and  with  various  types  of  pre-existing  disease,  in- 
stead of  a selected  group  of  healthy  young  males. 
The  possibility  of  toxic  effects  is  therefore  greatly 


enhanced.  Moreover,  it  is  assumed  that  in  civilian 
injuries,  hospitalization  will  be  possible  in  a rela- 
tively short  time,  whereas  in  military  operations 
such  is  not  always  the  case.  This  usually  makes  it 
possible  to  postpone  all  consideration  of  chemo- 
therapy until  the  injured  have  been  hospitalized. 
It  is  then  possible  to  administer  sulfonamides  with 
better  safeguards  and  to  consider  such  contraindica- 
tions as  other  pathological  conditions  or  known 
sensitivity  to  individual  drugs.  The  dangers  of 
dehydration  can  also  be  better  prevented  or  over- 
come under  such  circumstances.” 


In  a discussion  of  intra-abdominal  wounds  leading 
to  perforation  of  the  hollow  viscera,  the  revised 
pamphlet  advises  sodium  sulfadiazine  as  the  drug  of 
choice  for  parenteral  administration,  which  is  con- 
sidered preferable  to  oral  therapy  during  the  first 
48  hours.  Sulfanilamide  was  recommended  in  the 
previous  edition.  Concentrated  solutions  of  sodium 
sulfadiazine  are  not  recommended  for  subcutaneous 
or  intramuscular  routes,  but  it  is  pointed  out  that 
weak  solutions  (0.5%)  may  be  used  with  little  dan- 
ger of  sloughing  of  the  tissues. 

Special  emphasis  is  placed  on  the  danger  of  giving 
sulfonamide  drugs  to  a patient  who  is  not  voiding 
normally  (over  1,000  cc.  per  day). 

“Should  circumstances  require  sulfonamide  ad- 
ministration in  the  presence  of  inadequate  urinary 
output,  the  urine  should  be  watched  for  evidence 
of  renal  damage  and  the  dosage  of  drug  adjusted 
so  that  a blood  concentration,  as  evidenced  by  daily 
determinations,  not  to  exceed  10  mg.  per  cent,  is 
maintained,”  the  pamphlet  warns.  “If  further 
diminution  of  the  urinary  output  occurs,  adminis- 
tration of  the  drug  should  be  stopped  immediately 
and  fluids  should  be  forced  orally,  if  possible,  and 
by  means  of  glucose  and  water  ( 5 per  cent  in  sterile 
distilled  water),  intravenously  if  necessary.  If 
anuria  due  to  bilateral  obstruction  of  the  ureters 
develops,  ureteral  catheterization  and  lavage  of  the 
renal  pelvis  may  be  required.” 

The  emergency  care  of  burns  is  outlined  as  fol- 
lows: 


“Whenever  casualties  with  extensive  bums  can 
be  admitted  to  hospitals  without  delay,  and  defini- 
tive treatment  can  be  instituted  promptly,  morphine 
sulphate,  one  half  grain,  should  be  administered  at 
the  scene  of  the  incident  and  no  local  therapy  ap- 
plied to  the  burned  area  except  sterile  gauze  to  ex- 
posed surfaces  to  prevent  infection.” 

The  most  notable  change  in  the  OCD  pamphlet 
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is  the  withdrawal  of  the  recommendation  of  the 
use  of  ointments  or  jellies  containing  tannic  acid  in 
the  first  aid  treatment  of  burns.  The  new  advice 
given  is  that  when  definitive  care  cannot  be  carried 
out  within  two  hours,  the  patient  should  receive 
sufficient  morphine  to  relieve  pain  (not  less  than 
one  half  grain,  except  in  patients  with  lung  and 
bronchial  damage,  the  very  old  or  the  very  young); 
and  the  burned  surfaces  should  be  covered  with  ster- 
ile boric  acid  ointment  or  petrolatum  over  which 
one  or  two  layers  of  gauze  of  fine  mesh  (44)  is  to 
be  smoothly  applied.  Over  this  dressing  thick  sterile 
gauze  or  sterile  cotton  waste  is  to  be  placed  and 
the  entire  dressing  is  to  be  bandaged  firmly  but  not 
tightly.  Substitution  of  jelly  containing  5 per  cent 
sulfathiazole  in  water-soluble  base,  which  is  supplied 
in  the  OCD  carrying  case  A for  Mobile  Medical 
Teams,  is  permissible. 

The  discussion  of  definitive  treatment  of  bums 
has  been  expanded  to  stress  the  necessity  for  admin- 
istration of  large  amounts  of  plasma. 

“In  patients  with  severe  burns,  quantities  up  to 
1 2 units  or  more  may  be  required  in  the  first 
twenty-four  hours,”  it  is  pointed  out.  “To  the  pa- 
tient in  critical  condition,  plasma  must  be  given 
rapidly  (as  much  as  500  cc.  in  10  minutes  may  be 
necessary)  and  not  allowed  to  flow  drop  by  drop. 
It  must  never  be  administered  by  any  other  than  the 
intravenous  route.  Syringe  injection  may  be  used. 
If  facilities  for  hematocrit  determinations  are  avail- 
able, the  following  general  rule  can  be  used  for 
guidance  regarding  the  amount  of  plasma  required. 
For  each  point  that  the  hematocrit  is  above  50  per- 
cent cells,  at  least  100  cc.  of  plasma  should  be  ad- 
ministered. If  clinically  satisfactory  results  are  not 
obtained  with  this  dosage,  larger  quantities  should 
be  given.”  A footnote  points  out  that  rapid  admin- 
istration of  intravenous  fluids  may  be  dangerous  to 
cardiac  patients  and  that  the  physician’s  judgment 
will  have  to  determine  the  amount  as  well  as  the 
rate  of  administration  in  such  cases. 

The  pamphlet  describes  “open”  and  “closed” 
treatment  for  burns.  The  “open”  treatment  which 
is  now  considered  the  treatment  of  choice  and  is 
especially  recommended  for  treatment  of  burns  of 
the  hands,  face,  feet,  perineum  and  genitalia,  con- 
sists essentially  of  the  application  of  boric  acid  oint- 
ment or  petrolatum,  with  pressure  dressings.  Such 
dressings  can  often  be  left  in  place  12  or  14  days. 

The  “closed”  treatment,  which  is  the  tanning  or 
eschar  method,  is  particularly  indicated  in  extensive 


“flash”  or  second  degree  burns  of  the  trunk.  This 
method  is  recommended  only  if  the  following  con- 
ditions are  present:  (1)  If  not  more  than  24  hours 
have  elapsed;  (2)  if  the  burned  area  has  not  been 
grossly  contaminated;  (3)  if  strict  surgical  asepsis 
is  employed  in  the  preparation  of  the  burned  sur- 
face; and  (4)  if  coagulation  is  rapidly  accomplished: 
i.e.,  by  combined  use  of  tannic  acid  and  silver 
nitrate.  The  method  of  tanning  is  described  as  in 
the  original  edition  of  the  pamphlet. 

In  the  new  directions,  additional  emphasis  is 
placed  on  masking  of  both  the  patient  and  his  at- 
tendants, in  order  to  minimize  the  danger  of  second- 
ary infection. 

Medical  Officers  Needed  for  Federal 
Civilian  War  Service 

The  critical  shortage  of  physicians  to  engage  in 
vital  war  work  in  the  civilian  branches  of  the  Gov- 
ernment continues.  The  great  need  for  these  men 
resulted  in  the  announcing  of  a liberalized  civil 
service  examination  for  Medical  Officers  in  1941. 
The  Civil  Service  Commission  has  just  revised  and 
reannounced  this  examination. 

The  twenty  optional  branches  under  which  doc- 
tors may  apply  range  from  General  Practice  to 
Aviation  Medicine.  Those  appointed  will  perform 
professional  duties  as  doctors  of  medicine  in  active 
practice  in  hospitals,  in  dispensaries,  or  in  the  field  or 
in  rural  areas;  or  in  bureaus  of  the  Government  such 
as  the  Veterans  Administration,  Civil  Aeronautics 
Administration,  Public  Health  Service,  and  Food 
and  Drug  Administration.  Doctors  will  also  be  used 
in  industrial  establishments  under  direction  of  the 
War  Department. 

Applicants  for  all  grades  must  have  received  the 
degree  of  m.d.  from  an  accredited  medical  school. 
Appplicants  for  the  Senior  Medical  Officer  grade 
($5,228  a year)  must  have  had  at  least  5 years  of 
appropriate  medical  experience;  for  the  Medical 
Officer  grade  ($4,428  a year),  3 years  of  experience 
in  addition  to  a required  intemeship;  and  for  the 
Associate  Medical  Officer  grade  ($3,828)  1 year  of 
interneship.  The  salaries  quoted  include  overtime 
pay. 

There  are  no  written  tests  and  no  age  limits. 
Persons  now  using  their  highest  skills  in  war  work 
should  not  apply  for  these  positions.  Appointments 
in  Federal  positions  are  made  in  accordance  with 
War  Manpower  policies  and  employment  stabiliza- 
tion plans.  Before  a definite  offer  of  appointment  is 
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made,  eligibles  are  cleared  through  the  Procurement 
and  Assignment  Service  for  Physicians,  Dentists,  and 
Veterinarians,  of  the  War  Manpower  Commission. 

Persons  rated  eligible  on  the  Medical  Officer 
examination  of  1941  need  not  file  applications  again 
unless  they  consider  that  they  now  possess  qualifica- 
tions for  eligibility  in  a higher  grade  or  different 
option. 

Further  information  and  application  forms  may 
be  obtained  at  first  and  second  class  post  offices, 
Civil  Service  Regional  Offices,  and  the  Commission 
in  Washington,  D.  C. 

Anesthesia  Lessons  from  the  Dieppe  Raid 

Colonel  B.  C.  Leech  of  the  Royal  Canadian  Army 
Medical  Corps,  in  the  Proceedings  of  the  Royal 
Society  of  Medicine , March  1943,  reports  the  expe- 
riences of  several  RCAMC  anesthetists,  covering 
those  Dieppe  casualties  who  were  brought  back  to 
England.  Many  of  the  wounded  who  returned  to 
England  had  been  in  the  sea  once  or  even  twice, 
having  had  landing  barges  sunk  beneath  them. 
Practically  all  wounded  who  were  successfully 
returned  came  back  aboard  destroyers  under  the 
unforeseen  conditions  of  crowding  and  limited 
medical  care.  Splendid  work  in  unloading  these  ships 
and  giving  urgent  first  aid  at  the  docks  was  carried 
out  by  two  Canadian  field  ambulance  units,  one  of 
which  had  to  move  hurriedly  fifteen  miles  in  dark- 
ness and  in  rain  and  set  up  again  on  the  docks  in 
order  to  handle  destroyer-borne  wounded. 

The  time  elapsing  between  trauma  and  induction 
of  anesthesia  for  surgery  varied  from  twelve  to  fifty- 
eight  hours,  the  average  being  thirty  and  one  half 
hours.  Preoperative  shock  was  treated  in  10  per  cent 
of  cases.  Of  these  only  about  1 per  cent  were  noted 
as  being  in  serious  shock  or  collapse. 

In  his  conclusions  Colonel  Leech  finds  that  pento- 
thal  sodium  can  care  for  upwards  of  50  per  cent  of 
anesthetic  demands.  He  believes  that  in  the  hands  of 
experienced  specialists  cyclopropane  is  the  anesthetic 
of  choice  for  most  surgery  of  the  head,  neck,  chest 
and  abdomen.  He  did  not  find  spinal  anesthesia  for 
emergency  surgery  as  useful  as  expected  because  of 
the  danger  of  adrenal  paralysis.  Ether  was  found  to 
be  the  safest  agent  in  relatively  unskilled  hands,  local 
tissue  infiltration  was  of  value  when  the  services  of 
an  anesthetist  were  not  readily  available,  and  nitrous 
oxide  was  not  popular.  Colonel  Leech  believes  that 
specialists  in  anesthesia  in  Army  hospitals  and 
casualty  clearing  stations  would  do  well  to  train 


several  medical  officers  of  their  units  in  the  use  of 
ether  and  of  intravenous  pentothal  sodium,  thus 
preventing  the  necessity  of  assigning  the  administra- 
tion of  anesthesia  to  any  but  graduates  in  medicine. 

From  Review  of  World  Affairs,  Imperial  Policy 
Group,  London,  England. 

Reconstruction  in  Europe  and  Asia 

The  task  of  reconstruction  awaiting  statesmen 
will  be  immense  all  over  the  world.  The  shortage 
of  housing,  livestock,  food  of  every  kind,  trans- 
port in  nearly  all  forms,  organized  medical  and 
education  services,  will  be  immeasurable.  These  are 
only  some  of  the  most  elementary  things. 

It  will  take  forty  years  to  clear  up  and  rebuild 
that  which  has  been  destroyed  in  Europe  and  Asia. 
Then  there  will  remain  the  task  of  necessary  new 
development. 

Britain’s  Politics 

Regimentation,  rations,  coupons,  restrictions  and 
bureaucracy  are  hated. 

# * * 

The  Nation  loves  individual  freedom.  This  is 
not  to  say  that  it  approves  of  lassez-faire,  or  for 
the  happiness  of  the  community  to  be  neglected. 
On  the  contrary,  progressiveness  in  the  right  sense 
is  widespread.  Almost  everyone  wants  improved 
health  and  educational  services,  a properly  regulated 
agriculture,  and  sensible,  instead  of  haphazard  re- 
building. 

* * * 

The  ordinary  Englishman,  although  a man  of 
strong  reactions,  is  not  an  extremist.  He  wants  the 
greatest  possible  measure  of  individual  freedom 
consistent  with  the  good  ordering  of  his  national 
affairs. 

(This  viewpoint  is  of  particular  interest  at  this 
time  when  Sir  William  Beveridge's  Plan  for  Social 
Security  is  tinder  consideration— Ed.) 

Soviet  War  Medicine 

From  a series  of  articles  written  by  Professor  N.  F 
Propper-Graschenkov  and  printed  in  the  Informa- 
tion Bulletin  of  the  Embassy  of  the  Union  of  Soviet 
Socialist  Republics. 

The  Soviet  war  medical  service  is  based  wholly 
on  the  material  and  manpower  resources  available  in 
the  health  protection  system  and  on  all  the  latest 
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achievements  of  medical  science.  In  today’s  war, 
Soviet  health  protection  has  unconditionally  placed 
all  its  resources  and  potentialities  at  the  disposal  of 
the  war  medical  service,  and  the  vast  number  of 
hospital  accommodations  already  available,  as  well 
as  all  the  medical  personnel,  today  serve  the  needs 
' of  war  medicine. 

A large  number  of  physicians  and  secondary 
medical  personnel  have  been  mobilized  and  now 
serve  in  the  various  Red  Army  and  Navy  medical 
institutions.  The  rest,  while  remaining  at  work  in 
civil  health  protection  organizations,  neverthless  do 
a great  deal  of  work  to  meet  the  needs  of  wartime. 
A system  of  evacuation  hospitals  has  been  set  up 
under  the  auspices  of  Narkomzdray  (People’s  Com- 
missariats of  Health  of  the  various  Union  Repub- 
lics), to  accommodate  wounded  and  sick  Red  Army 
men  after  initial  medical  and  surgical  treatment  in 
the  mobile  field  and  front-line  hospitals,  which  are 
under  the  province  of  the  Chief  Administration  of 
1 the  Red  Army  Medical  Service. 

I But  in  modern  warfare  the  front  and  rear  form  a 
single  entity.  Therefore,  besides  offering  all  its  per- 
sonnel, its  material  resources  and  its  hospital  accom- 
modations for  setting  up  evacuation  hospitals,  the 
civil  health  protection  is  faced  with  a number  of 
specific  tasks  posed  by  wartime  conditions. 

COMBATING  INFECTIOUS  DISEASES 

Working  jointly  with,  the  various  research  insti- 
tutes, Soviet  health  protection  achieved  notable 
I success  in  combating  infectious  disease,  the  broad- 
ening of  systematic  sanitary  hygienic  measures,  wide 
scale  inoculation,  combating  parasite  carriers  of 
typhus  fever,  etc.  Despite  the  fact  that  the  regions 
which  the  Hitlerite  army  had  temporarily  occupied 
and  from  which  they  were  subsequently  expelled  by 
the  Red  Army  were  left  by  the  Germans  in  a griev- 
ously unsanitary  condition,  Soviet  military  and  civil 
health  protection  succeeded  in  quickly  restoring 
these  areas  to  a sanitary  state.  With  the  exception  of 
solitary  instances  and  speedily  localized  cases  of 
typhus,  the  latter  reached  no  considerable  propor- 
tions despite  the  fairly  large  scale  migration  of  the 
population  and  the  great  mobility  of  modern  war- 
fare. 

Medical  science  and  Soviet  microbiology  in  par- 
ticular have  done  a great  deal  toward  preventing 
spotted  typhus,  manufacturing  anti-typhus  vaccines, 
and  in  the  wide  scale  inoculation  of  the  correspond- 
ing groups  of  the  population. 


By  utilizing  local  raw  materials  and  waste  chemi- 
cal products,  Soviet  specialists  in  parasitology, 
chemistry  and  infectious  diseases  succeeded  in 
synthesizing  and  in  preparing  several  effective  in- 
secticides from  natural  raw  materials;  these  insecti- 
cides showing  themselves  to  have  excellent  delousing 
properties. 

TREATMENT  OF  WAR  WOUNDS 

Most  of  the  measures  undertaken,  both  in  research 
and  in  practical  medicine,  were  related  to  the  treat- 
ment of  war  wounds.  In  this  connection  special 
mention  should  be  made  of  the  fruitful  research 
work  of  Professor  Magidson,  which  was  verified  in 
the  practical  treatment  of  war  wounds.  Professor 
Alagidson  worked  out  several  methods  of  synthe- 
sizing a number  of  active  chemico-therapeutic  prep- 
arations. Among  the  considerable  number  of  such 
preparations  synthesized  by  Professor  Alagidson  and 
his  collaborators,  special  mention  should  be  made  of 
the  sulfonamide  group— streptocid,  sulfidin  and  sulfa- 
sol.  These  drugs  not  only  showed  themselves  to  be 
potent  anti-bacterial  agents,  particularly  in  respect 
to  micro-organisms  causing  grave  infectious  diseases, 
but  also  powerful  bacteriostatic  agents  against 
pathogenic  micro-organisms  infecting  wounds. 

War  wounds  have  always  been  considered  as  in- 
fected wounds,  and  today,  in  view  of  the  wide  scale 
use  of  mine-throwers  and  artillery  fire,  resulting  in 
great  destructive  force  and  soiling,  all  wounds  can  be 
said  to  be  infected.  Successful  treatment  is  possible 
only  by  the  employment  of  bacteriocidal  and  bac- 
teriostatic agents. 

Commissioned  during  the  present  war  by  the  State 
Committee  for  Defense  of  the  U.  S.  S.  R.,  the  Optical 
Institute  of  the  Academy  of  the  Sciences  of  the 
U.  S.  S.  R.  has  designed  and  tested  specimens  of 
Soviet  bacteriocidal  lamps.  The  Optical  Institute  has 
worked  out  a special  kind  of  glass  for  this  purpose 
which  is  sufficiently  transparent  to  short  wave 
bacteriocidal  ultra-violet  rays.  Tests  of  the  bacterio- 
cidal effect  of  these  lamps  have  shown  that  they 
result  in  a ten-fold  reduction  in  the  growth  of 
virulent  bacteria  cultures— streptococci  and  staphylo- 
cocci. 

A much  longer  exposure  is  required  to  obtain  the 
same  effect  in  regard  to  sporophorous  forms.  The 
sterilizing  effect  of  these  lamps  was  verified  on 
septic  and  sterile  wounds  in  the  operating  and 
dressing  rooms.  Results  showed  that  with  a io-watt 
bacteriocidal  lamp  continuously  burning  in  the 
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operating  or  dressing  rooms  during  the  day,  the 
number  of  micro-organisms  discharged  into  the  air 
is  reduced  one  and  a half  to  two  times.  In  septic 
operating  and  dressing  rooms  this  lamp  was  further 
found  to  have  a deodorizing  effect  when  burning 
throughout  the  day.  In  addition  to  its  bacteriocidal 
action,  the  lamp  likewise  possesses  therapeutic  prop- 
erties, in  particular  in  regard  to  causalgia. 

Today  Soviet  medical  science  strives  to  ensure  a 
supply  of  war  medicine  with  highly  active  bacterio- 
static and  bacteriocidal  agents,  and  all  that  is  now 
required  of  medical  science  is  that  it  urgently  com- 
plete its  work  on  the  questions  of  the  derivation  and 
the  chemical  synthesizing  of  such  potent  bacterio- 
cidic  agent  as  gramicidin,  penicillin  and  bacteriocids 
obtained  from  vegetable  raw  materials.  What  must 
be  done  is  that  practical  medicine— or  rather,  the 
pharmaceutical  industry— take  over  the  prescriptions 
and  formulas  worked  out  and  set  about  the  produc- 
tion of  these  preparations  on  an  adequate  scale  and 
thus  supply  war  medicine  with  the  best  available 
means  for  treating  the  wounded. 

But  the  range— though  it  be  extensive— of  bacterio- 
static and  bacteriocidal  means  does  not  in  itself 
settle  the  entire  problem.  The  treatment  of  wounded 
men  is  not  restricted  solely  to  the  application  of 
bacteriostatic  and  bacteriocidic  means,  but  also 
necessitates  the  employment  of  numerous  physical 
agents— various  physio-therapeutic  procedures;  ra- 
tional nutrition  as  a highly  important  feature  in 
strengthening  the  organism’s  power  of  resistance 
which,  ultimately,  promotes  the  speedy  and  favor- 
able course  of  the  war  injury;  and  in  the  application 
of  various  of  the  numerous  vitamins. 

"War  Medicine”:  Vol.  3,  No.  5 — May,  1943 

Probably  the  article  in  this  issue  of  War  Medicine 
which  will  have  the  greatest  appeal  to  our  readers 
is  one  written  by  the  Medical  Department,  Pan 
American  Airways— Africa,  Limited,  and  entitled 
“Development  of  a Medical  Service  for  Airline 
Operations  in  Africa.”  This  article  will  appear  in 
two  instalments,  the  first  in  this  issue,  the  second  in 
the  June  issue.  This  instalment  deals  with  many 
general  considerations  related  to  the  project  and  then 
deals  in  detail  with  the  problem  of  malaria. 

There  is  included  the  first  instalment  of  a compre- 
hensive paper  on  “Arthropod-Borne  Diseases”  by 
Captain  Saul  Jarcho,  MC-AUS,  in  which  the  author 
deals  with  malaria,  yellow  fever,  dengue,  rickettsial 
diseases,  plague,  tularemia,  relapsing  fever,  and 


Colorado  tick  fever.  This  paper  likewise  is  to  be 
completed  in  the  June  issue. 

A short  article  on  “Pocket  Type  of  Kit  for 
Venereal  Disease  Prophylaxis”  by  Lieutenant 
Colonel  I.  A.  Pelzman  and  Captain  J.  W.  Still,  both 
MC-AUS,  appears  in  this  issue.  There  is  also  a short 
article  on  “Experimental  Burns”  by  Robert  Elman 
and  Frank  L.  Brown,  Jr.,  of  Washington  University 
Medical  School,  St.  Louis.  Two  papers  of  psychi- 
atric implications  are  included,  one  on  “Morale”  by 
Leonard  R.  Sillman  of  New  York,  the  other  entitled 
“Amblyopia  in  Hysteria”  by  Captains  Mahoney  and 
Linhart,  MC-AUS.  Sarah  E.  Stewart,  ph.d.,  con- 
tributes a short  article  from  the  National  Institute  of 
Health,  Bethesda,  AUryland,  on  “Active  Immuniza- 
tion of  Human  Beings  with  Combined  Clostridium 
Perfringens  and  Tetanus  Toxoids.” 

1'his  issue  contains  the  first  of  three  instalments 
discussing  The  Occupational  Therapy  Manual  pre- 
pared by  the  Council  on  Physical  Therapy  of  the 
A.  M.  A.,  the  Committee  of  the  America  Occupa- 
tional Therapy  Association,  and  the  Subcommittee 
on  Physical  Therapy  and  Committee  on  Information 
of  the  Division  of  Medical  Sciences  of  the  National 
Research  Council. 

Abstracts  from  Current  Literature,  Correspond- 
ence and  Book  Reviews  complete  this  issue,  one 
which  leaves  the  reader  with  much  of  the  “con- 
tinued-in-our-next”  feeling. 

"War  Medicine”:  Vol.  3,  No.  6 — June,  1943 

This  issue  concludes  the  discussion  of  “Arthro- 
pod-Borne Diseases”  and  of  the  “Development  of 
a Medical  Service  for  Airline  Operations  in  Africa,” 
both  begun  in  the  previous  issue.  It  also  continues 
the  official  statement  on  the  occupational  therapy 
manual.  Lieutenant  Colonel  Paul  F.  Russell,  Office 
of  Surgeon  General  of  the  U.  S.  Army,  contributes 
an  excellent  resume  on  Military  Malaria  Control, 
pointing  out  the  fact  that  in  hyperendemic  areas 
malaria  is  the  principal  disease  hazard  to  troops. 
Major  Walter  G.  Haynes,  M.C.-A.U.S.,  discusses 
the  common  problem  of  “Herniated  Nucleus  Pul- 
posis  in  the  Military  Service.”  In  his  conclusions 
Major  Haynes  states  “that  if  certain  major  and 
minor  principles  are  adhered  to  in  the  selection  of 
cases,  90  percent  of  patients  operated  on  can  be 
returned  to  full  military  combat  duty.” 

There  are  twenty-six  pages  of  abstracts  from 
current  literature  and  nine  book  reviews. 
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EMERGENCY  MATERNITY  AND  INFANT  CARE  PROGRAM 

Martha  L.  Clifford,  m.d.,  m.p.h.,  Hartford 


The  Author.  Director , Bureau  of  Child  Hygiene , 
Connecticut  State  Department  of  Health 


A n act  of  Congress  which  was  signed  by  the 
President  on  March  18,  1943,  provides  funds 
for  an  Emergency  Maternity  and  Infant  Care 
Program  for  wives  and  infants  of  certain  men  in 
the  armed  forces.  Federal  policies  regarding  the 
program  are  determined  by  the  Children’s  Bureau, 
United  States  Department  of  Labor.  State  policies 
are  determined  by  the  State  Department  of  Health, 
but  must  be  approved  by  the  Federal  Children’s 
Bureau. 

On  May  14,  1943,  the  Connecticut  plan  was  ap- 
proved by  the  Children’s  Bureau  and  became  effec- 
tive on  that  date.  Through  action  of  the  General 
Assembly  of  Connecticut,  State  funds  to  supple- 
ment the  Federal  program  became  effective  on  June 
r,  1943.  The  State  funds  are  available  for  profes- 
sional and  hospital  services  which  do  not  qualify  for 
Federal  funds. 

FEDERAL  CHILDREN’S  BUREAU  REGULATIONS 

Medical  care  provided  under  the  plan  may  be 
authorized  only  when  the  attending  physician  or 
consultant  is  a graduate  of  any  of  the  medical 
schools  of  recognized  standing. 

Prenatal  care  should  be  of  a quality  comparable 
to  the  care  recommended  in  the  Children’s  Bureau 
Publication  No.  153,  “Standards  of  Prenatal  Care,” 
copies  of  which  should  be  made  available  to  all  par- 
ticipating clinics  and  private  physicians. 

Specialists  who  are  certified  by  their  respective 
American  boards  or  whose  training  and  experience 
meet  the  requirements  of  special  boards  should  be 
designated  as  consultants  by  the  State  Department 


of  Health  and  whenever  possible  made  available  for 
pediatric  consultation  with  general  practitioners 
participating  in  the  plan. 

Hospital  care  may  be  authorized  only  in  hospitals 
that  have  been  approved  by  the  American  College 
of  Surgeons,  or  which,  after  inspection,  have  been 
approved  by  the  State  Department  of  Health  as 
meeting  the  standards  of  obstetric  and  pediatric 
services. 

Whenever  there  is  a choice  of  hospitals,  those  that 
employ  intern  and  resident  staffs  and  meet  the  stand- 
ards for  institutions  approved  for  interns  and  resi- 
dents should  be  selected.  Likewise,  hospitals  having 
an  obstetrician  and  a pediatrician  certified  or  other- 
wise fully  qualified  on  the  attending  staff  are  to  be 
preferred  to  those  which  do  not. 

The  minimal  requirements  for  approval  of  hos- 
pitals for  obstetric  care  require  that: 

1.  A building  be  approved  for  fire  protection, 
sanitation,  ventilation  and  heating,  and  that  it  be 
adequately  screened  to  give  protection  against  flies 
and  mosquitoes. 

2.  The  maternity  unit  be  completely  separated 
from  any  section  in  which  patients  with  communi- 
cable diseases  or  septic  conditions  are  cared  for. 

3.  The  minimum  space  for  each  maternity 
patient  be  sixty  square  feet. 

4.  Running  water  be  conveniently  available  to 
every  room  in  which  maternity  patients  or  new- 
born infants  are  cared  for. 

5.  A room  be  available  at  all  times  in  which  a 
maternity  patient  who  has  an  infection  can  be 
isolated. 

6.  Patients  be  delivered  in  a separate  delivery 
room  or  in  their  own  rooms  except  in  the  case  of 
cesarian  sections. 


For  additional  information  refer  to  June  1943  issue  of  Connecticut  Health  Bulletin 
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7.  There  be  facilities  for  a general  anesthesia. 

8.  There  be  always  available  facilities  for  oxygen 
administration  to  infants. 

9.  Facilities  and  material  for  laboratory  examina- 
tions including  blood  matching,  blood  counting, 
hemoglobin  determinations  and  urinalyses  be  avail- 
able. 

10.  At  all  times  there  be  available  sterile  sets  for 
intravenous  administration  of  fluids  and  facilities 
for  sterilization  of  equipment,  supplies  and  instru- 
ments. 

1 1 . Clerical  records  be  kept  for  both  mother  and 
infant. 

12.  An  acceptable  method  be  used  for  the  iden- 
tification of  each  infant  immediately  after  birth. 

13.  In  the  nursery  there  be  provided  facilities 
for  washing  or  disinfecting  the  hands. 

14.  If  newborn  infants  are  not  kept  in  their 
mothers’  rooms,  a separate  nursery  be  provided  to 
be  used  for  no  purpose  other  than  the  care  of  such 
infants. 

15.  Individual  bassinets  be  separated  by  at  least 
six  inches  and  the  nursery  be  large  enough  to  pro- 
vide at  least  sixteen  square  feet  of  floor  space  per 
infant. 

16.  A heated  bassinet  be  provided  for  the  care 
of  premature  infants  for  at  least  every  twenty  bas- 
sinets. 

17.  A separate  room  be  available  in  which  an 
infant  who  has  or  who  is  suspected  of  having  an 
infection  can  be  isolated. 

18.  A graduate  registered  nurse  be  responsible 
at  all  times  for  the  nursing  care  of  maternity  patients 
and  newborn  infants. 

19.  There  be  space  and  equipment  for  the  prep- 
aration of  milk  mixtures  (formulas)  using  aseptic 
technique,  and  for  their  sterilization  and  refrigera- 
tion. 

MEDICAL  SERVICES  INCLUDED  IN  THE  PROGRAM 

The  medical  program  provides  for  complete  pre- 
natal care,  delivery,  postpartum  care  of  mother  and 
infant  and  that  of  infants  through  the  first  year  of 
life.  The  schedule  of  medical  fees  has  been  designed 
to  apply  to  general  practitioners  who  give  com- 
plete care  to  the  mother  and  infant.  However, 
services  rendered  by  specialists  can  be  provided  for 
according  to  the  same  fee  schedule. 

Prenatal  Care— A fee  of  $15.00  is  provided  for 
prenatal  care  when  at  least  five  prenatal  visits  are 


made,  and  when  each  one  includes  weighing,  taking 
of  blood  pressure  and  making  a urinalysis.  At  least 
once  during  the  prenatal  period  a hemoglobin  de- 
termination and  measurement  of  the  pelvis  should 
be  done.  (A  prenatal  blood  test  for  syphilis  is  re- 
quired by  State  law  within  thirty  days  of  the  first 
visit  for  prenatal  care.) 

Delivery— A fee  of  $35.00  will  be  paid  for  medical 
service  during  labor  and  the  postpartum  period, 
including  a postpartum  examination  six  weeks  after 
delivery  and  an  examination  of  the  infant  at  six 
weeks  of  age.  This  fee  will  be  paid  to  the  physician 
selected  by  the  patient  when  delivery  occurs  at 
home  or  in  a hospital  in  which  the  patient  is  clas- 
sified  as  a “semiprivate”  or  “private-ward”  case 

Medical  Care  of  Sick  Infants— A total  amount  of 
$20.00  in  fees  can  be  paid  for  medical  services  to 
a sick  infant  if  the  illness  continues  for  as  long  as  j 
four  weeks.  The  fee  for  the  first  visit  is  $4.00  if  at 
home,  or  $2.00  if  made  at  the  office  or  hospital,  j 
Additional  visits  made  at  home  are  paid  by  a fee 
of  $2.00,  and  at  the  office  or  hospital  a fee  of  $1.00. 

Consultation  by  a Specialist— Obstetric  and  pedi- 
atric consultation  fees  for  members  of  the  Obstet- 
rical  and  Pediatric  Consulting  Services  are  $5.00  for 
office  consultation  or  hospital  consultation.  How- 
ever, if  an  emergency  requires  the  physician  to 
make  a special  trip  to  the  hospital  or  home,  the  fee 
is  $10.00.  Additional  pediatric  and  obstetric  con- 
sultation fees  will  be  approved  up  to  a total  of 
$20.00  if  the  case  requires  further  attention  by  the 
consultant.  Consultation  fees  for  specialists  other 
than  obstetricians  and  pediatricians  will  be  paid  at 
$5.00  for  the  initial  examination  and  additional  fees 
up  to  a miximum  of  $20.00  per  case.  When  the 
attending  physician  or  consultant  desires  special 
laboratory  examination  or  x-rays,  they  can  be  paid 
for  at  rates  determined  by  cost.  They  must  be  car- 
ried out  either  through  the  outpatient  service  of  a 
hospital  or  by  other  approved  laboratories  or  x-ray  j 
facilities. 

APPLICATION  FOR  MATERNITY  CARE  AND  ACCEPTANCE 
OF  CASE  BY  PHYSICIAN 

Although  the  patient  is  permitted  to  have  free 
choice  of  physician,  there  are  some  instances  in 
which  a patient  is  unacquainted  in  the  community 
or  for  some  other  reason  prefers  to  secure  prenatal 
care  at  a recognized  prenatal  clinic.  The  use  of 
clinics  for  patients  eligible  for  this  program  is 
recommended  whenever  patients  so  desire. 

The  wife  of  the  serviceman  in  the  fourth,  fifth, 
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sixth  and  seventh  grades  may  fill  out  at  the  prenatal 
clinic  or  at  her  physician’s  office  an  application  form 
for  maternity  care  under  the  Emergency  Maternity 
and  Infant  Care  Program.  The  person  in  charge  of 
the  clinic  should  check  the  serial  number  of  the 
patient’s  husband  and  should  indicate  the  expected 
date  of  delivery.  The  physician  in  his  private  office 
who  wishes  to  accept  a maternity  case  under  this 
program  is  expected  to  indicate  the  medical  services 
he  will  render  and  to  check  the  serial  number  of  the 
patient’s  husband  and  indicate  the  expected  date  of 
the  delivery  and  the  hospital  to  which  the  patient 
is  to  be  sent.  If  for  some  reason  the  physician  does 
not  wish  to  accept  medical  fees,  but  recommends 
hospitalization  for  the  delivery,  he  should  omit 
checking  the  items  which  request  authorization 
for  payment  for  his  medical  services,  but  he  should 
sign  the  application  blank.  Medical  fees  and  hospital 
charges  can  be  paid  for  eligible  cases  on  and  after 
the  date  indicated  on  the  application  form.  Fees  for 
obstetrical  services  cannot  be  made  retroactive  ex- 
cept in  the  case  of  emergency. 

APPLICATION  FOR  CARE  OF  SICK  INFANT  AND 
ACCEPTANCE  OF  CASE  BY  PHYSICIAN 

Cities  and  a large  number  of  the  rural  areas  in 
Connecticut  have  child  health  conferences  to  which 
well  infants  of  servicemen  should  be  referred. 
Medical  fees  and  hospitalization  are  available  under 
this  program  for  the  care  of  sick  infants.  1 he 
mother  of  a sick  infant  may  take  him  to  a pediatric 
clinic  or  to  a physician’s  office.  The  application 
blank  should  be  filled  out  by  the  mother  and 
checked  by  the  physician  for  the  serial  number  of 
the  sick  infant’s  father.  Authorization  for  the  care 
of  sick  infants  can  be  made  retroactive  to  cover  the 
care  rendered  during  the  first  week  of  illness  while 
authorization  was  pending,  but  cannot  cover  any 
previous  care  rendered  the  infant.  A physician  who 
accepts  the  case  under  this  program  should  indicate 
the  medical  services  required  but  if  for  any  reason 
he  does  not  wish  to  receive  payment  under  the 
program  he  may  still  recommend  hospital  care  if 
it  is  indicated. 

PAYMENTS  TO  HOSPITALS 

The  rates  paid  to  hospitals  caring  for  maternity 
cases  and  infants  under  the  Emergency  Maternity 
and  Infant  Care  Program  are  determined  on  the 
basis  of  a survey  of  ward  costs.  The  rate  is  an  all- 
inclusive  one  and  covers  all  items  except  special 
nursing  care,  blood  for  blood  transfusions,  unusually 

expensive  drugs  and  ambulance  service. 

# # # 


Since  this  paper  was  written,  the  following  in- 
formation has  been  received  by  the  State  Depart- 
ment of  Health  from  Martha  M.  Eliot,  m.d.,  Acting 
Chief  of  the  Children’s  Bureau  in  Washington: 

“The  Congress  included  the  following  language 
in  H.  R.  2935  under  the  appropriations  to  the 
Children’s  Bureau: 

‘Provided,  that  no  part  of  any  appropriation  con- 
tained in  this  title  shall  be  used  to  promulgate  or 
carry  out  any  instruction,  order,  or  regulation  re- 
lating to  the  care  of  obstetrical  cases  which  dis- 
criminates between  persons  licensed  under  State 
Law  to  practice  obstetrics.  Provided,  further,  that 
the  foregoing  proviso  shall  not  be  so  construed  as 
to  prevent  any  patient  from  having  the  services  of 
any  practitioner  of  her  own  choice,  paid  for  out 
of  this  fund,  so  long  as  State  laws  are  complied 
with.’ 

“We  have  requested  the  opinion  of  the  Solicitor 
of  the  Department  of  Labor  concerning  the  inter- 
pretation of  the  proviso. 

“Until  this  legal  opinion  is  received  it  will  not 
be  possible  to  determine  what  modifications  may  be 
necessary  in  State  maternal  and  child  health  plans 
for  the  fiscal  year  1944.” 

Also  a memorandum  dated  July  10,  1943,  from 
the  Chief  of  the  U.  S.  Children’s  Bureau  reads  as 
follows: 

“Congress,  in  appropriating  funds  for  Emergency 
Maternity  and  Infant  Care  for  the  fiscal  year  1944, 
made  eligible  for  such  services  the  wives  and  infants 
of  enlisted  men  in  the  first,  second,  and  third  pay 
grades  as  well  as  those  in  the  fourth  through  seventh 
pay  grades.  The  Children’s  Bureau  had  not  re- 
quested inclusion  of  the  first  to  third  pay  grades. 
The  House  Appropriations  Committee,  in  consider- 
ing the  emergency  maternity  and  infant  care  pro- 
grams, commented  as  follows: 

‘The  language  of  the  appropriation  as  submitted 
would  have  restricted  such  assistance  to  the  wives 
and  infants  of  enlisted  men  in  the  fourth,  fifth, 
sixth,  and  seventh  pay  grades.  However,  the  evi- 
dence indicates  that  there  are  certain  hardship  cases 
in  the  first,  second  and  third  pay  grades  which  are 
just  as  appealing  as  those  in  the  lower  pay  grades, 
and  the  committee  has  stricken  from  the  paragraph 
the  provision  which  would  prevent  aid  to  the  first 
three  pay  grades.  In  expending  the  appropriation, 
first  consideration  should  be  given  to  the  lower  four 
pay  grades,  but  assistance  should  be  rendered  where 
circumstances  require,  to  wives  of  men  in  the  first 
three  pay  grades.’  ” 
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HOW  SERVICE  MEN  ARE  TAXED 

The  Secretary’s  Office  has  received  a number  of  inquiries  concerning  the  operation  of  the  Withhold- 
ing Tax  as  it  affects  physicians  who  are  in  military  service  and  the  additional  $1,500  special  exemption 
that  is  allowed  income  tax  payers  in  military  service.  The  effort  was  made  to  pursue  these  inquiries  with 
several  income  tax  attorneys  and  specialists  but  the  new  revenue  act  is  so  recent  that  a complete  under- 
standing of  the  military  provisions  in  it  have  not  yet  been  completely  analyzed  by  the  sources  of  informa- 
tion available.  The  subject  has  recently  received  careful  and  detailed  attention  in  an  article  published  by 
the  United  States  News  and  since  this  article  clearly  states  the  operation  of  the  1943  Revenue  Act  in 
relation  to  taxpayers  in  the  service,  the  Secretary  obtained  special  permission  from  the  United  States  News 
to  reprint  the  analysis  for  the  benefit  of  readers  of  the  Journal. 


first:  does  a service  man  owe  any  income  tax  for 
*942? 

The  new  law,  in  effect,  wipes  out  the  tax  on 
income  for  the  year  1942  for  persons  in  active  mili- 
tary service.  Thus,  as  a rule,  they  will  not  have  to 
pay  the  equivalent  of  25  per  cent  on  their  1942 
income,  in  addition  to  a tax  on  1943  income,  that  is 
required  of  many  civilians  in  bringing  them  up  to 
date  on  back  taxes.  However,  this  abatement  for 
service  men  and  women  applies  only  to  the  tax  on 
earned  income,  and  income  over  $14,000  is  con- 
sidered, for  tax  purposes,  as  unearned.  The  abate- 
ment also  applies  to  members  of  the  military  services 
of  other  United  Nations  who  are  subject  to  U.  S. 
income  taxes. 

If  you  are  a man  or  woman  in  military  service  and 
have  paid  more  on  your  1942  income  than  is  needed 
to  cover  your  1943  tax,  you  will  be  entitled  to  a 
refund  or  tax  credit  next  March.  The  abatement  of 
the  1942  tax  also  applies  to  a man  who  is  in  active 
service  for  only  part  of  1942  or  1943.  Thus,  it  would 
apply  to  a man  who  does  not  enter  active  service 
until  next  December;  but  this  man  would  be  liable 
for  a tax  on  his  civilian  earnings  in  1943  up  to  the 
time  he  entered  the  service.  If  he  finds  that  his  ability 
to  pay  the  tax  has  been  impaired  materially  by  his 
being  in  the  service,  he  can  ask  for  postponement  of 
payment  until  after  his  discharge. 

WHAT  IS  THE  FIRST  STEP  THAT  A MAN  IN  THE  SERVICE 
MUST  TAKE? 

If  you  are  serving  with  the  armed  forces  within 
the  U.  S.,  you  are  supposed  to  file  with  the  Collector 
of  Internal  Revenue  for  your  district  on  or  before 
September  15  an  estimate  of  your  income  for  1943. 
If  you  are  in  the  higher-pay  brackets  and  your  tax 
liability  is  above  your  exemptions,  after  you  have 
paid  quarterly  installments  on  1943  income  on 


March  15  and  June  15,  1943,  you  are  supposed  to 
pay  by  September  15  one-half  of  the  tax  still  due 
for  1943.  There  is  no  withholding  of  taxes  from  pay 
of  service  men  and  women. 

Persons  in  the  armed  services  of  the  United  States 
and  of  other  United  Nations  get,  in  addition  to  their 
personal  exemptions,  an  exemption  allowance  on 
$1,500  of  their  service  pay.  For  a single  man,  this 
means  $1,500  plus  $500  for  personal  exemption,  or 
$2,000;  for  a married  man  without  dependent  chil- 
dren it  is  $1,500  plus  $1,200,  a total  exemption  of 
$2,700.  Thus,  most  enlisted  men  and  lowest-ranking 
officers  with  no  outside  income  would  have  no  tax 
to  pay  for  either  1942  or  1943. 

MUST  AN  ARMY  OR  NAVY  MAN  WHO  OWES  NO  TAX  FILE 
AN  INCOME  TAX  RETURN? 

Technically,  he  is  supposed  to  file  by  September 
15  an  estimate  of  his  1943  income,  even  though  he 
is  in  the  lowest  grade.  But  the  penalty  for  failure  to 
do  so  is  a 10  per  cent  addition  to  the  tax  that  is  due. 
Where  no  tax  is  due,  there  could  be  no  10  per  cent 
addition  to  it.  But  Treasurv  spokesmen  say  it  is 
important  to  file  these  declarations  if  a refund  or  tax 
credit  is  to  be  claimed  later  because  of  overpayment 
of  taxes  already  made.  Members  of  the  armed  forces 
serving  overseas  can  wait  till  after  their  return  home 
before  filing  returns  and  paying  taxes  on  their 
incomes. 

SUPPOSE  THE  WIFE  OF  A SERVICE  MAN  WORKS.  WHAT 
MUST  SHE  DO  ABOUT  INCOME  TAX? 

She  must  follow  the  same  rules  as  any  other 
woman  in  filing  returns  and  paying  taxes  on  income. 
She  and  her  husband  can  file  a joint  return;  or  they 
can  divide  the  family  exemption  of  $1,200,  or  either 
can  take  all  of  the  exemption  if  the  other  claims 
none.  A wife  can  claim  exemption  on  the  basis  of 
dependent  children  if  she  provides  their  main  sup- 
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port.  But  she  cannot  claim  exemption  from  income 
tax  on  any  of  the  additional  $1,500  exemption  that 
her  husband  in  the  service  is  allowed;  that  exemp- 
tion applies  only  to  his  service  pay  and  not  to  any 
income  from  civilian  sources.  No  tax  is  collected  on 
a service  man’s  dependents’  allowance. 

IF  A MAN  DIES  IN  THE  SERVICE,  DOES  HIS  ESTATE  HAVE 
TO  PAY  HIS  INCOME  TAX? 

The  new  law  provides  that,  in  the  case  of  any 
member  of  the  armed  forces  of  the  U.  S.  or  of  other 
United  Nations  who  dies  while  in  active  service,  the 
income  tax  for  the  year  in  which  he  dies  is  cancelled. 
There  also  is  cancellation  of  all  income  taxes  owing 
at  the  time  of  his  death.  Any  taxes  that  are  collected 
after  his  death  are  to  be  credited  or  refunded  to  the 
man’s  estate  as  an  overpayment  of  tax. 

News  from  Washington 

SENATE  COMMITTEE  TO  INVESTIGATE  DISTRIBUTION  AND 
UTILIZATION  OF  MEDICAL  PERSONNEL  AND  RE- 
LATED HEALTH  SERVICES 

The  Senate  has  agreed  to  S.  Res.  74,  a resolution 
authorizing  the  Senate  Committee  on  Education 
and  Labor  or  a subcommittee  thereof  to  make  a full 
and  complete  study  and  investigation  regarding  the 
distribution  and  utilization  of  medical  personnel, 
facilities,  and  related  health  services  and  the  deficien- 
cies in  health  and  education  among  persons  other- 
wise fit  for  service  with  the  armed  forces  and  persons 
otherwise  fit  to  be  employed  to  the  best  advantage 
in  agriculture,  industry  and  other  activities.  This 
resolution,  as  agreed  to,  carries  the  following  pre- 
amble: 

“Whereas  the  needs  of  the  armed  services  for 
medical  personnel  has  brought  about  acute  short- 
ages of  doctors,  nurses,  dentists,  and  allied  personnel 
in  many  areas;  and 

“Whereas  many  centers  of  war  production  lack 
adequate  facilities  for  the  maintenance  of  health; 
and 

“Whereas  a large  number  of  men  have  been  re- 
jected for  military  sendee  because  of  physical  or 
educational  deficiencies;  and 

“Whereas  the  physical  and  mental  fitness  of  the 
Nation  has  a direct  bearing  upon  the  efficiency  of 
both  the  armed  forces  and  civilian  efforts  in  the 
effective  prosecution  of  the  war:  Therefore  be  it 
Resolved  . . .” 

The  Chairman  of  the  Senate  Committee  on  Edu- 


cation and  Labor  has  announced  the  appointment  of 
a subcommittee  to  carry  out  the  investigations  con- 
templated by  S.  Res.  74.  This  subcommittee  will  be 
composed  of  Senator  Pepper  of  Florida,  chairman, 
Senator  Thomas  of  Utah,  Senator  Tunnell  of  Dela- 
ware, Senator  LaFollette  of  Wisconsin  and  Senator 
Wherry  of  Nebraska. 

In  a statement  issued  simultaneously  with  the 
announcement  of  the  appointment  of  the  subcom- 
mittee, Senator  Pepper  said: 

“Facts  made  public  by  the  Selective  Service  reveal 
a condition  among  the  men  rejected  by  our  armed 
forces  which  reflects  problems  of  health  and  educa- 
tion among  our  civilian  population  calling  for  Con- 
gressional study.  I am  gratified  that  the  Senate  has 
taken  the  recommendation  of  the  Committee  on 
Education  and  Labor  to  initiate  such  a study.  I am 
honored  that  my  colleagues  have  made  me  Chair- 
man of  the  Subcommittee  conducting  this  investi- 
gation. 

“Probably  it  is  unnecessary  for  me  to  say  that  I 
and  my  fellow  members  of  this  Subcommittee  are 
solely  interested  in  getting  the  facts  and  not  in 
reflecting  in  any  way  on  any  section  of  the  country 
or  any  group  of  people  who  have  been  victimized 
by  conditions  over  which  they  have  no  control.  We 
are  going  to  make  it  our  business  to  get  the  facts 
and  to  enlist  in  this  undertaking  every  group  in  the 
communities  towards  which  we  direct  our  attention. 
We  hope,  in  addition  to  holding  hearings  in  Wash- 
ington, to  send  members  of  our  Subcommittee,  one 
or  two  at  a time,  into  the  field. 

“We  believe  that  people  in  communities  through- 
out the  country  are  eager  to  have  Congress  know 
about  conditions  arising  from  wartime  pressures  and 
also  from  long  standing  situations  which  the  people 
of  these  localities  have  been  unable  to  control  with- 
out assistance.  We  look  forward  to  having  the  co- 
operation of  the  medical  and  educational  professions 
and  civic  groups,  including  public  and  private 
agencies  throughout  the  country.  We  shall  call  as 
witnesses  all  sorts  of  people  from  the  highest  to  the 
lowest  walks  of  life,  including  those  who  have  been 
the  victims  of  conditions  which  as  individuals  they 
have  been  unable  to  control. 

“It  is  our  intention  to  do  a thorough  job,  and  we 
do  not  start  with  any  preconceived  plans.  We  think 
the  facts  will  speak  eloquently  for  themselves.  We 
intend  to  keep  Congress  informed  of  our  findings 
by  interim  reports  to  be  issued  from  time  to  time.” 


566 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


ACROSS  THE  CONTINENT 


Wisconsin  on  Compulsory  Health 
Insurance 

Secretary  Crownhart  of  the  State  Medical  Society 
of  Wisconsin,  in  addressing  the  Legislative  Hearing 
on  Compulsory  and  Voluntary  Sickness  Insurance 
Bills,  called  attention  to  the  following  dangers  in 
compulsory  sickness  insurance: 

1 . It  creates  a tendency  on  the  part  of  any  organ- 
ization of  this  type  having  a contract  with  a single 
physician  or  osteopath,  or  two  or  three  in  a group, 
to  develop  mass  production  of  medical  care  and  to 
hold  the  services  available  down  to  the  physical 
resources  of  the  physician. 

2.  This  type  of  mass  production  cannot  involve 
that  same  type  of  personal  relationship  between  the 
physician  and  the  patient  that  exists  in  this  country. 

3.  If  the  premium  is  inadequate  to  pay  for  what- 
ever amount  of  service  is  rendered,  immediately 
administrators  do  not  want  to  raise  the  premiums 
but  lower  the  quality  and  quantity  of  the  service. 

4.  Quality  in  medical  care  is  not  comparable  to  the 
sale  of  a commodity  such  as  milk. 

Real  Social  Security 

Professor  Simpson  of  Northwestern  University 
in  his  report  on  compulsory  sickness  insurance  com- 
mented on  in  a recent  issue  of  the  Wisconsin  Medi- 
cal Journal , makes  the  following  interesting  pro- 
nouncements: “Real  social  security  means  security  in 
the  carrying  on  of  useful  activities  and  in  the  pur- 
suit of  progress.  We  don’t  want  a security  that 
stagnates.  We  don’t  look  forward  to  a condition  in 
which  everyone  will  be  sitting  idle  in  a public 
housing  project;  bringing  children  into  the  world 
with  the  aid  of  maternity  benefits;  rearing  them 
under  the  care  of  a school  physician  and  a visiting 
nurse;  receiving  unemployment  benefits  when  well 
and  sickness  benefits  when  ill;  drawing  a disability 
allowance  at  fifty  and  an  old  age  annuity  at  sixty; 
with  his  family  looking  forward  complacently  to 
survivors’  pensions  when  he  has  finished  his  sitting 
and  gone  to  his  further  reward.  There  must  be  a 
better  way  of  life  than  that,  and  we  believe  the 
American  people  will  insist  on  finding  it.” 


Nutrition  in  Canada 

In  1939,  under  the  auspices  of  the  Canadian  Coun- 
cil, a survey  was  conducted  to  ascertain  the  eating 
habits  of  a cross  section  of  the  population  of  Canada. 
Dr.  G.  F.  Amyot,  Provincial  Health  Officer  of 
British  Columbia,  writing  in  Public  Health  Reports, 
May  21,  1943,  informs  us  that  this  survey  conducted 
in  the  cities  of  Halifax,  Quebec,  Toronto,  and 
Edmonton  was  not  the  usual  type  of  survey,  but  the 
data  were  collected  from  volunteer  families  on  an 
individual  basis  within  the  family.  The  mother,  in 
cooperation  with  the  workers,  ascertained  the  actual 
amount  of  food  (by  weight)  consumed  by  each 
member  of  the  family  on  scales  provided  by  the 
nutritionist.  The  nutritionist  visited  the  home 
periodically  during  the  survey.  Protein,  calcium, 
iron,  the  different  vitamins,  etc.,  were  all  checked. 
Seventy  per  cent  or  less  of  the  recommended  allow- 
ance was  considered  a deficiency. 

The  results  of  this  survey  showed  that  forty  per 
cent  of  the  population  were  not  getting  a sufficient 
amount  of  the  proper  foods  according  to  the 
accepted  standards.  Only  twenty  per  cent  were 
receiving  amounts  of  food  considered  adequate  to 
provide  the  normal  requirements  of  the  body. 

In  1941  a division  of  the  Federal  Department  of 
Pensions  and  National  Health  in  Ottowa  was  set  up. 
Provincial  nutrition  committees  have  been  organized 
in  all  but  three  of  the  nine  Provinces.  An  effort  is 
being  made  to  improve  the  present  nutrition  situa- 
tion by  encouraging  more  people  to  provide  the 
foods  they  require  for  good  nutrition. 

Quarterly  Review  of  Obstetrics  and 
Gynecology 

Volume  1,  Number  1,  of  the  Quarterly  Review 
of  Obstetrics  and  Gynecology  appeared  in  April 
1943.  It  has  long  been  felt  that  there  is  a need  in  this 
field  for  an  abstract  journal  printed  in  the  English 
language  and  this  need  has  become  more  urgent 
since  the  German  abstract  journal,  Berichte  iiber  die 
Gesamte  Gynakologie  und  Geburtshilfe,  is  no  longer 
available.  The  editorial  board  comprises  twenty- 
eight  of  the  leading  gynecologists  and  obstetricians 
in  this  country. 
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This  first  issue  of  the  Quarterly  Review  fills  176 
pages  and  covers  the  important  contributions  of  the 
first  quarter  of  the  current  year  and  in  addition  a 
few  from  1942.  The  format  is  very  good  and  the 
type  very  readable.  There  is  a table  of  contents  at 
the  front  and  a subject  index  at  the  back.  Each 
article,  in  addition  to  a title,  carries  the  author’s 
name  and  address  and  the  name  of  the  original  source 
of  the  article. 

The  Founder  Subscriber  subscription  covering  a 
period  of  three  years  is  $25.  The  regular  subscrip- 
tion rate  is  $9  per  year.  Address  all  correspondence 
to  Quarterly  Review  of  Obstetrics  and  Gynecology, 
314  Randolph  Place,  N.  E.,  Washington,  D.  C. 

Physical  Training  and  Health 

Ernst  Jokl,  discussing  a Medical  Theory  of 
i Gymnastics  in  Clinical  Proceedings  (Cape  Town 
Postgraduate  Medical  Association)  calls  attention  to 
the  significance  of  the  report  from  Selective  Service 
headquarters  at  Washington  on  the  causes  of  rejec- 
tion for  military  service.  We  quote:  “With  negli- 
gible exceptions  those  medical  shortcomings  which 
render  so  many  young  men  useless  for  military 
service  and  which,  by  implication,  also  reduce  their 
economic  efficiency,  are  of  such  a nature  that  physi- 
cal training  cannot  remedy  them;  lack  of  physical 
training  certainly  cannot  be  held  responsible  for 
their  existence.  From  this  and  from  other  evidence 
we  have  drawn  the  conclusions  that  physical  train- 
ing is  a procedure  capable  of  improving  efficiency , 
but  in  cap  able  of  improving  health.  Few  erroneous 
ideas  are  so  deeply  rooted  among  the  public  as  that 
of  ‘physical  training  promoting  health.’  A rational 
evaluation  of  methods  of  physical  training  destroys 
this  myth.  No  evidence  whatever  is  available  to 
prove  general  increase  of  resistance  to  illness  as  a 
result  of  physical  training.” 

Dr.  Jokl  calls  attention  to  the  fact  that  health 
must  be  attained  through  a medical  system.  “While 
poor  health  frequently  impairs  physical  efficiency, 
a low  standard  of  physical  efficiency  does  not  neces- 


sarily indicate  illness;  nor  does  even  the  highest 
possible  level  of  athletic  prowess  prove  freedom 
from  disease.  ...  As  the  success  of  a physical 
training  scheme  depends  greatly  on  the  standard  of 
other  concomitant  services,  especially  on  medical 
care,  feeding  supervision,  housing  and  social  organi- 
zation, all  these  services  must  invariably  be  coordi- 
nated with  a scheme  of  physical  training.”  The 
erroneous  belief  that  physical  training  is  a primary 
promoter  of  health  has  done  considerable  harm. 


Seasonable  Formulae 

(From  Professional  News  and  Reviews  published  by  The 
Connecticut  Association  for  the  Advancement  of  Profes- 
sional Pharmacy.) 

FOOT-PERSPIRATION  POWDER 


Paraformaldehyde  4.0 

Tannic  Acid  6.0 

Boric  Acid  10.0 

Magnesium  Carbonate  10.0 

Adagnesium  Stearate  20.0 

Precipitated  Chalk  10.0 

Talc,  q.s.  ad  100.0 


Sig:  Apply  as  dusting  powder  as  directed. 
Price  to  patient:  90  cents  for  100  gm. 

ALUM  FOOT  POWDER 


Alum  64.0 

Tannic  Acid  4.0 

Salicylic  Acid  2.0 

Magnesium  Carbonate,  q.s.  ad  100.0 

Sig:  Dusting  powder. 


Price  to  patient:  75  cents  for  100  gm. 

FOOT-BATH  POWDER 


Salicylic  Acid  2.00 

Tartaric  Acid  6.00 

Boric  Acid  6.16 

Borax  50.00 

Sodium  Bicarbonate,  q.s.  ad  100.00 


Sig:  One  teaspoonful  to  two  quarts  of  water  as  foot  bath. 
Price  to  patient:  75  cents  for  100  gm. 

Reference:  Goodman,  Cosmetic  Dermatology,  Foot  Prep- 
arations, pp.  365-367. 


AFTER  HITLER’S  FUNERAL  you  medical  draftees  and  vol- 

unteers will  want  a new,  modern  office.  Why  not  let  us  issue  you  a credit 
to  apply  on  your  post-war  medical  equipment  and  furniture?  When  Uncle 
Sam  calls,  ask  us  for  the  details  of  our  liberal  credit-balance  plan,  or  for  our 
cash  proposition.  Turn  over  to  us  the  headache  of  disposing  of  your  present 
equipment!  Professional  Equipment  Co.,  36  Howe  Street,  New,  Haven,  Conn. 

(See  PAGE  2) 
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MEDICAL  LITERATURE  WANTED  FOR 
RUSSIA 


Russian  War  Relief,  which  is  sending  American  medical 
textbooks  to  Russian  schools  training  surgeons  and  doctors 
for  the  front  lines,  has  issued  a new  appeal  for  contributions 
of  medical  literature. 

The  appeal  was  in  response  to  requests  from  the  Russian 
Society  for  Cultural  Relations  with  Foreign  Countries.  Rus- 
sian officials  point  out  that  many  Soviet  schools  of  medicine 
were  evacuated  thousands  of  miles  to  Central  Asia  and  the 
Urals  from  Kharkov,  Kiev  and  other  occupied  cities.  In 
most  cases  libraries  had  to  be  left  behind.  The  Kiev  Medical 
Institute,  cited  as  one  example,  was  moved  to  Chelyabinsk 
in  the  Urals,  1300  miles  away.  The  Kharkov  Medical  Insti- 
tute, whose  faculty  and  student  body  were  evacuated  as  the 
Reichswehr  battered  at  the  city’s  gates,  is  now  at  Chkalov, 
on  the  Ural  River. 

Many  of  the  books  sent  from  America  to  these  and  other 
medical  schools  were  contributed  by  doctors  and  medical 
associations  from  all  parts  of  the  United  States.  They  range 
in  subject  from  child  development  to  neuroses  in  war. 

Inquiries  or  gifts  of  medical  books  should  be  sent  to  Rus- 
sian War  Relief,  Inc.,  11  East  35  Street,  New  York  16, 
N.  Y.  A complete  list  of  the  books  needed  in  the  Soviet 
Union  will  be  sent  upon  request.  Donors  may  attach  to 
their  contributed  books  notes  which  will  be  forwarded  to 
Russian  medical  libraries  receiving  the  books. 


PRIZE  ANNOUNCED  FOR  PAPER  ON 
GLAUCOMA 

The  National  Society  for  the  Prevention  of  Blindness 
announces  that  a prize  of  $250  will  be  awarded  for  the 
most  original  paper  adding  to  the  present  knowledge  about 
medical  treatment  of  non-congestive  glaucoma.  Papers  should 
be  in  the  office  of  the  Society,  1790  Broadway,  New  York 
City,  by  September,  1944.  (This  prize  is  being  offered  in 
addition  to  one  that  was  previously  announced  for  the  most 
valuable  original  paper  concerning  the  diagnosis  of  early 
glaucoma.) 

Papers  may  be  presented  by  any  practicing  ophthalmolo- 
gist of  the  Western  Hemisphere  and  may  be  written  in 
English,  French,  German,  Italian,  Spanish  and  Portuguese, 
but  those  written  in  any  of  the  last  four  languages  should 
be  accompanied  by  a translation  in  English. 

I he  award  will  be  made  by  the  Society  with  the  guidance 
of  an  ophthalmological  committee  composed  of  Doctors 
Evans,  Keil,  Kirby,  McLean,  Reese,  Samuels,  Schlivek, 
Schoenberg  and  Webster. 


OPPORTUNITY  TO  STUDY  WAR  CASUALTIES 

An  opportunity  to  study  Army  and  Navy  treatment  of 
casualties  at  two  of  the  nation’s  leading  military  hospitals 
will  be  afforded  physicians  attending  the  annual  convention 


of  the  Association  of  Military  Surgeons  of  the  United  States 
here  October  21-23  inclusive. 

\ isits  to  the  U.  S.  Naval  Hospital,  Philadelphia,  and  the 
Lh  S.  Army  Hospital  at  Valley  Forge,  where  patients  from 
v ar  zones  are  under  treatment,  may  be  arranged  for  mem- 
bers of  the  Association  during  the  three-day  convention  at 
the  Bellevue-Stratford  if  they  so  wish. 

1 he  Army  Hospital  is  near  the  site  of  George  Washing- 
ton’s winter  headquarters  in  the  bitter  season  of  1777-78. 
Its  location  accentuates  the  fact  that  the  1943  convention 
will  be  held  in  a city  rich  in  both  military  and  medical 
history. 

Philadelphia  rightly  claims  the  distinction  of  being  the 
birthplace  of  the  nation  and  of  American  medicine.  Here  the 
Declaration  of  Independence  was  signed.  Here  also  were 
founded  the  first  medical  school,  the  first  hospital  and  the 
first  woman’s  medical  college. 

The  College  of  Physicians  was  formed  in  Philadelphia 
during  the  same  year  that  the  Constitution  of  the  United 
States  was  being  written  here. 

The  Navy  s Bureau  of  Medicine  and  Surgery  was  estab- 
lished originally  in  Philadelphia. 

Throughout  the  years  Philadelphia  has  maintained  its  high 
place  in  medical  circles  and  today  boasts  of  six  of  the  coun- 
try’s outstanding  medical  schools.  They  are:  The  Univer- 
sty  of  Pennsylvania,  Graduate  School,  Jefferson,  Temple, 
Hahnemann,  and  the  Woman’s  Medical  College  of  Penn- 
sylvania. 

Within  a short  distance  of  convention  headquarters  are 
such  national  shrines  as  Independence  Hall,  the  Liberty  Bell, 
the  Betsy  Ross  House,  Commodore  John  Barry’s  grave  and 
other  points  that  offer  both  interest  and  inspiration  during 
these  trying  war  days. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

fVill  hold  its  twenty-second  annual  scientific  and  clinical 
session  September  8,  9,  10  and  n,  1943,  inclusive,  at  the 
Palmer  House,  Chicago.  Rehabilitation  is  in  the  spotlight 
today  Physical  Therapy  plays  an  important  part  in  this 
work.  The  annual  instruction  course  will  be  held  from 
8:00  to  10:30  a.  m.,  and  from  1:00  to  2:00  p.  m.  during  the 
days  of  September  8,  9 and  10,  and  will  include  a round 
table  discussion  group  from  9:00  to  10:30  a.  m.,  Thursday, 
September  9.  The  scientific  and  clinical  sessions  will  be 
given  on  the  remaining  portions  of  these  days  and  evenings. 
A feature  will  be  an  hour  demonstration  showing  technic 
from  5:00  to  6:00  p.  m.  during  the  days  of  September  8,  9 
and  10.  All  of  these  sessions  will  be  open  to  the  members 
of  the  regular  medical  profession  and  their  qualified  aids. 
For  information  concerning  the  instruction  course  and 
program  of  the  convention  proper,  address  the  American 
Congress  of  Physical  Therapy,  30  North  Michigan  Avenue, 
Chicago,  Illinois. 
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Massachusetts 

The  registration  at  the  annual  meeting  of  The 
Massachusetts  Medical  Society  held  recently  in 
Boston  was  1275,  a drop  of  only  281  from  that  of 
1942.  A Section  of  Anesthesiology  was  created. 
Two  significant  committees  were  established,  one 
to  consider  the  ways  and  means  of  establishing  a 
postwar  loan  fund  for  the  use  of  commissioned 
members  of  the  Society  on  their  return  to  civilian 
practice,  the  other  to  assist  the  OPA  in  matters 
I pertaining  to  supplementary  food  rations  demanded 
j by  special  diets  necessary  for  some  patients.  Roger 
I.  Lee  of  Boston,  a Trustee  of  the  American  Med- 
ical Association,  was  elected  president.  James  A. 
Hamilton,  director  of  the  New  Haven  Hospital  and 
president  of  the  American  Hospital  Association,  was 
the  principal  speaker  at  the  annual  banquet. 

New  Hampshire 

According  to  the  Bulletin  of  the  National  Tuber- 
culosis Association,  New  Hampshire  was  the 
first  State  to  provide  chest  x-rays  for  National 
Guard  and  Selective  Service  men  in  the  present  war. 
The  program  began  in  September,  1940,  was  a joint 
project  of  the  State  Department  of  Health  and  the 
State  Tuberculosis  Association  until  taken  over  by 
the  War  Department  with  the  opening  of  the  induc- 
tion center  in  Manchester.  Follow-up  of  those  re- 
jected for  tuberculosis  has  been  the  responsibility 
of  the  State  Tuberculosis  Association  since  the 
initiation  of  the  program.  The  procedure  of  taking 
and  interpreting  the  x-ray  films  at  the  present  time 
is  similar  to  that  carried  out  in  Connecticut. 

New  Jersey 

The  maternal  mortality  statistics  report  for  1942 
represent  the  final  year’s  labors  of  the  chairman  of 
the  Committee  on  Maternal  Welfare  of  the  Medical 
Society  of  New  Jersey,  Arthur  W.  Bingham.  In  his 
years  of  effort,  lavished  generously  on  the  cause  of 
Maternal  Welfare  in  New  Jersey,  Dr.  Bingham  ex- 
emplified the  characteristics  of  a leader  so  ably 
expressed  in  the  appreciative  note  sounded  by  a 
fellow  physician.  “He  did  not  drive  people;  he 
coaxed;  he  educated;  he  persuaded;  he  showed.” 

The  maternal  mortality  rate  in  New  Jersey  for 


1942  dropped  to  1.9  per  1,000  or  19  per  10,000  live 
births.  Concomitant  with  this  the  number  of  births 
rose  from  64,469  in  1941  to  80,812  in  1942.  Toxemia 
and  puerperal  hemorrhage  led  the  list  of  causes  with 
sepsis  running  a close  third.  These  three  causes  to- 
gether accounted  for  54.8%  of  all  maternal  deaths. 

The  incidence  of  cesarean  sections  in  hospitals  in 
New  Jersey  for  1942  was  1 in  41  cases  contrasted 
with  1 in  38  in  1941.  For  the  State  as  a whole  the 
incidence  in  1942  was  1 in  45  with  a mortality  rate 
of  2.2  per  cent. 

New  York 

According  to  the  New  York  State  Journal  of 
Medicine,  this  year  marks  the  twenty-second  anni- 
versary of  the  group  Malpractice  Insurance  Plan  of 
that  State  Medical  Society.  Since  1921,  when  the 
plan  was  adopted,  over  3500  suits  and  claims  have 
been  closed  by  the  companies  operating  under  it, 
with  the  assistance  of  the  legal  counsel  of  the 
Society,  and  all  liabilities  have  been  fully  discharged. 
The  Society  is  hoping  that  an  improved  experience 
may  ultimately  produce  lower  rates  for  this  kind 
of  protection. 

An  Experiment  In  Medical  Care  For  Low 
Income  Families 

The  report  of  the  Corlears  Hook  Medical  Asso- 
ciation recently  filed  with  Mayor  LaGuardia  con- 
tains much  of  interest  to  all  interested  in  prepaid 
medical  service  plans. 

The  Corlears  Hook  Medical  Association  was  es- 
tablished in  1940  under  the  sponsorship  of  the 
Medical  Socitey  of  the  County  of  New  York  with 
funds  provided  by  the  New  York  Foundation.  Its 
purpose  was  to  provide  medical  care  for  the  resi- 
dents in  Valdeck  Flouse  consisting  of  1,771  families 
of  the  low  income  group  with  a mean  annual  income 
of  $1,050  a family. 

After  two  years  of  operation  the  Association  had 
695  families  on  its  rolls.  Each  person  payed  twenty- 
five  cents  a month,  with  a limit  of  one  dollar  for  a 
family.  The  payment  entitled  the  individual  or 
family  to  unlimited  house  or  office  treatments  from 
any  doctor  on  the  Association’s  panel,  the  patient 
having  the  right  to  choose  his  own  physician  and  to 
change  doctors  whenever  he  wished. 

Fifty-eight  doctors  in  the  vicinity  of  Valdeck 
House  volunteered  their  services  and  although  the 
panel  has  since  shrunken  to  about  half  that  number, 
adequate  care  is  said  to  have  been  maintained  for  all 
families  in  the  plan.  Administrative  expenses  of  the 
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Association  are  paid  by  the  New  York  Foundation 
and  all  of  the  funds  collected  from  subscribers  go 
for  professional  services.  The  average  remuneration 
received  by  physicians  has  been  ninety  cents  a visit. 

Dr.  Morris  A.  Brand,  the  medical  director  of  the 
Association,  admits  that  the  plan  has  not  been  par- 
ticularly profitable  for  the  doctors  but  he  points  out 
that  contacts  made  through  Association  patients  have 
enabled  some  of  the  doctors  to  increase  their  regu- 
lar practice.  One  of  the  doctors  on  the  panel  added 
that  since  most  physicians  do  a certain  amount  of 
charity  work  at  no  fee  at  all,  the  income  from  Asso- 
ciation patients  could  be  regarded  as  something  of 
a bonus. 

One  of  the  more  interesting  facts  brought  out  in 
the  report  is  the  admission  by  the  Association  that 
the  amount  received  by  the  doctor  is  too  small  and 
it  is  recommended  that  the  fee  collected  from  sub- 
scribers be  increased  in  order  that  more  nearly  ade- 
quate recompense  for  professional  services  could  be 
provided.  The  report  also  disclosed  that  the  cost  of 
administrative  overhead  is  now  more  than  double 
the  amount  paid  to  physicians. 

The  Association  has  asked  for  assistance  from  the 
City  and  bases  its  request  on  the  fact  that  it  saves 
the  City  a considerable  amount  in  ambulance  costs 
and  clinical  treatments.  Before  the  plan  was  inau- 
gurated many  low  income  families  called  a city 
ambulance  whenever  they  were  ailing  and  unable  to 
visit  a clinic  and  the  cost  of  each  ambulance  trip 
was  estimated  at  $2.15,  exclusive  of  any  professional 
service. 

Although  the  number  of  physicians  participating 
in  the  panel  has  declined  it  is  stated  that  in  the 
majority  of  cases  the  relationship  between  patient 
and  doctor  is  entirely  satisfactory  with  only  a few 
complaints  that  the  patients  were  exacting  in  their 
demands,  especially  for  night  visits. 

Rhode  Island 

The  Executive  Committee  of  the  Providence 
Medical  Association  has  approved  the  consolida- 
tion of  its  monthly  publication,  Medical  News,  with 


the  Rhode  Island  Medical  Journal.  John  E.  Farrell, 
formerly  editor  of  Medical  News,  as  announced 
in  the  July  issue  of  The  Connecticut  State  Medical 
Journal,  will  become  the  managing  editor  of  the 
Rhode  Island  Journal  as  well  as  executive  secretary 
of  the  State  Society.  Dr.  Peter  Pineo  Chase  will 
continue  as  editor  of  the  Journal.  It  is  believed  that 
this  consolidation  of  effort  will  benefit  all  physicians 
in  Rhode  Island  and  result  in  a stronger  and  more 
excellent  publication. 

Vermont 

The  trustees  of  the  Vermont  Tuberculosis  Associ- 
ation have  appropriated  $3,000,  which  will  be 
matched  by  federal  funds,  to  establish  a special 
rehabilitation  program  for  the  tubercular  in  that 
State.  The  money  will  be  expended  under  the  super- 
vision of  the  committee  on  rehabilitation  of  the 
Association  in  consultation  with  the  rehabilitation 
division  of  the  State  Department  of  Education  and 
physicians  in  the  State  Sanatoria. 


NEWS 

from  County  Associations 

Hartford 

Charles  Mirabile  of  Hartford  is  the  author  of 
“Resection  of  the  Bladder  Neck  for  Obstruction  in 
Women,”  published  in  The  New  England  Journal 
of  Medicine,  June  10,  1943. 

The  Hartford  Hospital  held  its  Annual  Reunion 
of  interns  and  staff  members  on  July  1.  A clinic 
was  held  at  the  hospital,  followed  by  luncheon.  In 
the  afternoon  horse  shoes  and  softball  were  partici- 
pated in  at  Avery  Convalescent  grounds.  For  the 
first  time  in  three  years  the  interns  emerged  victori- 
ous from  the  softball  game.  A buffet  supper,  fol- 
lowed by  the  award  of  diplomas  to  the  graduating 
interns  and  prizes  to  the  successful  participants  of 


THE  PSYCHOLOGICAL  EFFECT  — on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
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7-2138,  New  Haven,  Connecticut. 
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the  afternoon  sports,  completed  the  program  of  the 
day.  There  were  no  alumni  returning  from  any 
great  distances  and  the  gathering  was  much  smaller 
than  in  peace  times,  yet  the  spirit  of  comradeship 
for  which  the  Hospital  is  so  well  known  was  every- 
where in  evidence  as  of  old. 

New  Haven 

A.  E.  Reichenbach,  who  recently  entered  the 
Army,  is  stationed  at  the  present  time  in  Denver, 
Colorado. 

Ulrich  Dionne  left  the  last  of  June  also  for  service 
in  the  Army. 

Frank  Reichenbach  left  July  5 when  he  was 
commissioned  in  the  Navy  Medical  Corps. 

John  E.  Harty  left  recently  when  he  was  com- 
missioned in  the  Navy  Medical  Corps. 

New  London 

F.  Clark  White  of  Uncas-on-the-Thames  leaves 
that  institution  on  July  20  to  accept  another  posi- 
tion at  the  Raybrook  Sanatorium,  Raybrook,  N.  Y., 
where  he  will  have  charge  of  the  1 .B.  Control  of 
the  five  surrounding  counties.  It  is  with  great  regret 
that  we  report  Dr.  White  leaving  Norwich. 
During  his  stay  there  he  established  himself  firmly 
as  an  excellent  physician  and  a gentleman  in  every 
sense  of  the  word.  The  New  London  County 
Medical  Association  wishes  him  all  success  and 
Godspeed  in  his  new  work. 

On  Wednesday  evening,  July  7,  the  Semi-Annual 
Pathological  Conference  was  held  at  Uncas-on-the- 
Thames.  Cases  were  presented  by  Bruno  Gerstl  and 
discussed  by  Milton  Winternitz  of  Yale  University 
School  of  Medicine.  The  meeting  was  most  inter- 
esting and  instructive. 

Mr.  Emery  Davis,  formerly  secretary  of  the  Nor- 
wich Y.M.C.A.  was  recently  appointed  Assistant 
Superintendent  of  W.  W.  Backus  Hospital,  Nor- 
wich. Mr.  Davis,  very  popular  and  wellknown, 
brings  to  his  new  position  a wealth  of  business 


experience  and  executive  ability  and  his  association 
with  the  hospital  is  bound  to  be  successful.  We 
extend  best  wishes  for  continued  success. 


News  from  Yale  University 
School  of  Medicine 

1'he  sound  of  marching  feet  and  the  sight  of 
Medical  students  in  uniform  are  new  features  of 
the  medical  school  atmosphere  since  the  beginning 
of  the  new  term  on  June  28.  Medical  students,  who 
had  hitherto  been  deferred  from  military  service  for 
completion  of  their  medical  school  training,  are  now 
enlisted  as  privates  in  the  Army  or  ensigns  in  the 
Navy  and  attend  medical  school  as  their  military 
assignments.  Some  military  discipline  together  with 
a measure  of  non-medical  instruction  and  training 
are  now  part  of  the  medical  student’s  life.  In  return 
for  some  loss  of  liberty  the  students  enjoy  a com- 
pletely free  medical  education  with  tuition,  food, 
lodging,  clothing,  etc.,  furnished  by  the  govern- 
ment; and  each  obtains  the  customary  soldier’s  and 
sailor’s  pay  of  fifty  dollars  monthly.  School  will 
keep  for  48  weeks  in  each  year,  and  the  medical 
degree  will  be  acquired  in  three  years  without 
fundamental  curtailment  of  the  curriculum.  The 
medical  school  may  also  continue  to  enroll  private 
students,  but  the  latter  must  not  exceed  20  per  cent 
of  the  total  enrollment.  The  faculty  was  not  in- 
volved in  this  change. 

William  U.  Gardner,  formerly  associate  professor 
of  anatomy,  has  succeeded  the  late  Edgar  Allen  as 
professor  of  anatomy. 

Harry  S.  N.  Greene,  formerly  associate  professor 
of  pathology,  has  been  promoted  to  the  rank  of 
professor. 

The  Medical  School  has  received  one  of  twenty- 
eight  grants  recently  made  by  the  National  Founda- 
tion for  Infantile  Paralysis  to  universities,  hospitals, 
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Haven,  Connecticut. 


(See  PAGE  2) 


572 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


laboratories  and  other  organizations  in  eleven  states 
to  continue  the  fight  against  this  disease.  The  Yale 
grant  of  $37,200  represents  the  first  year  of  a five 
year  grant  and  is  one  of  four  made  on  long  term 
projects  for  virus  and  after-effects  research. 

The  Yale  Journal  of  Biology  and  Medicine,  May, 
1943,  contains  two  articles  which  may  interest  many 
physicians.  The  first  entitled,  “Historical  Review 
of  the  Teaching  of  Ophthalmology  at  the  School 
of  Medicine,  Yale  University,”  is  written  by  Eugene 
M.  Blake,  clinical  professor  of  ophthalmology.  The 
second  is  entitled  “An  Ecologic  Study  of  Polio- 
myelitis in  Connecticut,  1931-1941”  and  is  written 
by  Herbert  A.  Wenner  of  the  Department  of 
Pediatrics.  Dr.  Wenner  was  unable  to  demonstrate 
any  relation  of  poliomyelitis  to  inland  waterways 
in  this  State,  nor  did  he  find  any  evidence  sup- 
ported by  data  to  show  that  poliomyelitis  and 
typhoid  fever  are  spread  through  common  epidemi- 
ologic pathways. 


English  Experience  In  Supplementary 
Vitamin  Feeding 

A mass  experiment  covering  a period  of  seven  to 
nine  months  carried  out  by  the  British  Ministry  of 
Health  showed  no  discernible  difference  in  the 
weight,  height  or  sickness  record  between  school 
children  who  took  multiple  vitamin  tablets  regularly 
and  others  who  went  without.  A similar  experiment 
carried  out  with  war  workers  engaged  in  the  heavy 
smelting  industry  likewise  failed  to  show  any  differ- 
ence between  the  workers  who  took  vitamin  tablets 
regularly  and  those  who  did  not. 

These  experiments  were  made  under  careful  con- 
trols and  under  health  and  school  authorities  and  the 
results  may  come  as  a shock  to  those  who  hold 
extravagant  notions  on  the  beneficent  effects  of 
synthetic  vitamins,  says  a recent  dispatch.  They  do, 
however,  tend  to  endorse  the  wartime  nutritional 
program  of  the  Ministry  of  Health  and  Food  in 
England.  This  program  is  designed  to  provide  ade- 
quate natural  vitamins  in  the  regular  diet. 


NEW  BOOKS  IN  REVIEW 

MILITARY  SURGICAL  MANUALS.  Volume  V.  Bums, 
Shock,  Wound  Healing  and  Vascular  Injuries:  Prepared 
under  the  Auspices  of  the  Committee  on  Surgery  of  the 
Division  of  Medical  Sciences  of  the  National  Research 
Council.  Philadelphia  & London:  W.  B.  Saunders  Co. 
1943.  272  pp.  82  illustrations.  $2.50. 

Volume  VI.  Neurosurgery  and  Thoracic  Surgery:  Pre- 
pared and  Edited  by  the  subcommittee  on  Neurosurgery 
and  Thoracic  Surgery  of  the  Committee  on  Surgery  of 
the  Division  of  Medical  Sciences  of  the  National  Research 
Council.  Philadelphia  and  London:  W.  B.  Saunders  Co. 
1943.  310  pp.  103  illustrations.  $2.50. 

Reviewed  by  G.  E.  Lindskog 

These  highly  readable  volumes  are  two  in  a series  of 
six,  prepared  under  the  auspices  of  the  Division  of  Medical 
Sciences  of  the  National  Research  Council.  Each  chapter 
or  group  of  chapters  is  contributed  by  a recognized  civilian 
authority  in  the  field  of  surgery  under  discussion.  Together 
these  articles  constitute  a very  compact,  up  to  date  manual, 
designed  to  acquaint  the  general  physician  in  the  Army  and 
Navy  with  accepted  principles  of  emergency  treatment,  as 
well  as  the  definitive  care  of  every  variety  of  war  wound. 
The  physical  appearance  of  the  volumes  fits  well  their  pur- 
pose. They  are  conveniently  small,  light  weight,  and  sturdily 
finished.  The  pagination,  titles  and  paragraph  headings 
make  for  ease  in  reading  and  rapid  reference.  The  section 
on  burns  is  developed  in  a logical  chronological  fashion  and 
should  lend  particular  value  to  this  volume.  In  this  section 
the  accompanying  illustrations  are  numerous  and  well 
chosen.  Only  in  this  section  is  a basic  list  of  references  and 
relevant  reading  added.  Similar  lists  for  the  other  sections 
might  have  been  advantageous  for  the  new  military  surgeon 
when  time  and  library  facilities  are  available. 

The  controversial  field  concerning  the  etiology  of  shock 
is  handed  skillfully,  pointing  up  the  available  clinical  and 
experimental  knowledge  in  the  direction  of  practical  therapy. 
The  section  on  thoracic  surgery  consists  of  four  chapters 
which  are  a masterpiece  of  condensation  and  might  have 
formed  a good  example  for  the  neurological  section  in  which 
is  admittedly  found  a great  deal  of  duplication  and,  in  the 
chapter  on  peripheral  nerve  injuries,  a lapse  into  detailed 
and  almost  monographic  style. 

These  volumes  are  highly  recommended,  not  only  for  the 
military  but  for  the  civilian  surgeon  as  well.  They  will  prove 
to  be  a stimulating  review  for  the  specialist  as  well,  par- 
ticularly in  looking  outside  his  own  field. 


GOT  A MATCH?  — You  don’t  need  to  have,  to  test  for  urine  sugar 
with  the  new  “Galatest”  method,  which  dispenses  with  the  need  for  bunsen 
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grains  of  Galatest  powder  instantly  reveals  the  presence  or  absence  of  sugar. 
Price?  $1.00  per  hundred  tests.  The  Professional  Equipment  Co. 
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A GUIDE  TO  PRACTICAL  NUTRITION.  A series  of 
articles  on  nutrition,  sponsored  by  the  Committee  on 
Nutrition  and  Deficiency  Diseases  of  The  Philadelphia 
County  Medical  Society.  Edited  for  the  Committee  by 
Michael  G.  Wohl,  m.d.,  and  John  H.  Willard,  m.d.  Re- 
printed from  Philadelphia  Medicine,  1941-1942.  100  pp. 

I943- 

Reviewed  by  John  C.  Rowley 

I he  indifference  of  many  a practitioner  to  nutrition,  his 
failure  to  perceive  the  great  importance  of  proper  food 
in  maintaining  health,  and  his  ignorance  of  food  values, 
reflects  no  credit  on  our  medical  societies. 

The  Philadelphia  County  Medical  Society  has  set  a fine 
example  of  its  active  interest  in  Public  Health  and  its 
appreciation  of  the  importance  of  nutrition  in  general  prac- 
tice. 

This  group  of  13  short  articles  is  part  of  a program  of 
Public  Health  education,  presented  by  the  committee  in 
order  to  increase  the  interest  of  the  practicing  physician 
in  the  new  knowledge  of  nutrition. 

A series  of  articles  can  seldom  be  as  complete  and  well 
rounded  as  a treatise  by  a single  author.  However  the  articles 
in  this  manual  of  ioo  pages  are  practical  and  well  edited. 

In  the  appendix  is  a complete  and  excellent  table  of  the 
vitamins,  listing  the  name  and  properties  of  each  vitamin 
together  with  its  functions,  results  of  deficiency  absence, 
concentrated  sources,  excellent  food  sources  and  good  food 
sources,  also  tables  of  food  composition,  weights  and  meas- 
ures and  a table  of  vitamin  and  mineral  requirements. 

ATLAS  OF  OBSTETRIC  TECHNIC.  By  Paid  Titus, 
m.d.,  Obstetrician  and  Gynecologist,  St.  Margaret’s  Hos- 
pital, Pittsburgh;  Secretary,  American  Board  of  Obstetrics 
and  Gynecology.  St.  Louis:  C.  V.  Mosby  Co.  1943.  180 
pp.  $7.00. 

Review  by  Stanley  B.  Weld 

The  title  of  this  book  hardly  does  justice  to  its  scope  since 
it  includes,  in  addition  to  modern  obstetric  technic,  a section 
on  the  technic  of  sterility  studies.  One  should  not  make 
use  of  such  a pictorial  review  in  place  of  but  as  a supple- 
ment to  the  use  of  clinical  material.  Perhaps  its  greatest 
function  is  as  a source  of  rapid  review  for  the  purpose  of 
refreshing  one’s  knowledge  of  the  conduct  of  abnormal 
obstetrics. 

The  source  of  the  illustrations  were  actual  sketches  made 
in  the  delivery  and  operating  rooms.  There  is  very  little 
text  and  the  legends  are  brief  descriptions  of  the  details  of 
technic  found  in  the  drawings.  Blank  pages  are  afforded  at 
the  end  of  each  section  for  the  reader’s  own  comments  or 
sketches.  Within  a limited  field  this  volume  performs  a 
valuable  function. 

THE  PRINCIPLES  AND  PRACTICE  OF  OBSTETRICS. 
(8th  edition.)  By  Joseph  B.  DeLee,  a.m.,  m.d.,  Formerly 
Professor  of  Obstetrics  and  Gynecology,  Emeritus,  Uni- 
versity  of  Chicago;  Consultant  in  Obstetrics.  Chicago 
Lying-in  Hospital  and  Dispensary;  Consultant  in  Obstetrics 
Chicago,  Maternity  Center;  and  J.  P.  Greenhill , b.s.,  m.d., 
Attending  Obstetrician  and  Gynecologist,  Michael  Reese 


Hospital;  Obstetrician  and  Gynecologist,  Associate  Staff 
Chicago  Lying-in  Hospital;  Attending  Gynecologist,  Cook 
County  Hospital;  Professor  of  Gynecology,  Cook  County 
Graduate  School  of  Medicine.  Philadelphia:  W.  B.  Saun- 
ders Co.  1943.  1101  PP-  I074  illustrations.  $10.00. 

Reviewed  by  Stanley  B.  Weld 

The  obstetrician  who  has  used  DeLee’s  text  book  as  his 
obstetrical  reference  and  guide  will  find  this  latest  edition 
prepared  by  Dr.  Greenhill  the  same  valuable  source  of 
information  as  previous  editions  proved  to  be.  Dr.  Green- 
hill has  brought  this  monumental  book  up  to  date  by  rear- 
ranging the  material  in  the  first  third  to  avoid  some  confusion 
of  sequence  in  previous  chapters.  He  has  also  rewritten  many 
chapters,  and  added  new  chapters  on  obstetric  and  gyneco- 
logic endocrinology,  the  use  of  vitamin  K,  erythroblastosis 
fetalis,  vitamins  and  minerals,  roentgenography,  the  sulfona- 
mide drugs,  and  the  Waters  extraperitoneal  Cesarean  section. 

The  chapter  on  toxemias  contains  the  new  classification 
proposed  by  the  American  Committee  on  iMaternal  Health. 
The  Thoms’  classification  as  well  as  that  of  Caldwell  and 
Moloy  is  given  in  the  chapters  on  contracted  pelves.  The 
comparative  value  of  the  principal  sulfonamides  is  listed  in 
the  treatment  of  puerperal  infection.  The  use  of  pituitary 
extract  in  initiating  labor  and  in  the  third  stage  of  labor 
represents  modern  thought  and  practice.  The  chapter  on 
analgesia  and  anesthesia  contains  much  of  the  old  as  well 
as  most  of  the  new  advances. 

The  cuts  are  excellent  as  in  previous  editions.  References 
to  the  literature  at  the  end  of  each  chapter  are  limited  to 
those  of  the  most  value,  both  in  point  of  time  and  content. 

Both  student  and  practitioner  will  continue  to  find  this 
volume  an  outstanding  addition  to  his  library. 

ADOLESCENT  SPONDYLITIS  OR  ANKYLOSING 
SPONDYLITIS.  By  S.  Gilbert  Scott.  London:  Oxford 
University  Press.  1942.  130  pp.  $4.50 

Reviewed  by  Charles  W.  Goff 

In  the  British  Isles  there  are  more  sufferers  from  the 
ravishes  of  rheumatism  and  arthritis  per  capita  than  any 
where  else  in  the  world.  An  enlightened  medical  profession 
is  fully  aware  of  this  phenomenon  and  has  accordingly 
taken  more  interest  in  the  subject.  This  particular  mono- 
graph of  130  pages  constitutes  an  excellent  example  of 
imaginative  thought  coupled  with  scientific  investigation. 

The  author  has  been  radiologist  to  the  London  Hospital 
and  to  the  British  Red  Cross  Society’s  Clinic  for  Rheumatism 
for  many  years.  In  this  capacity  he  presents  roentgenological 
studies  as  well  as  clinical  material,  which  have  been  treated 
by  wide  field  x-ray  therapy.  Spondylitis  deformans,  also 
known  as  Marie-Strumpell  syndrome,  which  the  author  pre- 
fers to  call  adolescent  spondylitis  will  always  show  pre- 
spondylitis changes  in  the  sacroiliac  joints,  designated  as 
an  infectious  sacroilitis. 

In  the  author’s  plea  for  an  early  diagnosis  he  shows  how 
the  radiologist  can  bring  to  the  attention  of  the  clinician 
slight  changes  which  only  the  radiologist  can  detect. 

In  the  early  stages  wide  field  x-ray  therapy,  according  to 
results  in  some  300  cases,  can  effect  a definite  cure.  The 
disease  is  divided  into  three  stages. 
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First  Stage:  X-ray  plates  will  show  loss  of  definition 

of  the  anterior  or  posterior  fissures  of  the  sacroiliac  joint 
together  with  a broadening  and  blurring  of  the  whole  joint. 
Occasionally  mottling  of  the  cartilaginous  section  of  the 
joint  occurs. 

In  the  second  stage  the  findings  are  more  clearly  marked 
and  of  greater  significance.  The  usually  well  defined  narrow 
pear-shaped  linear  shadow  of  the  sacroiliac  joint  now  be- 
comes broad  and  indefinite  with  small  rounded  cavities 
occasionally  present  on  the  margins  of  the  shadow.  These 
cavities  can  coalesce  forming  larger  cavities. 

The  third  stage,  which  the  author  states  is  the  stage  most 
often  presented  when  the  sufferer  first  appears  before  the 
average  roentgenologist,  shows  fissures  obliterated  and 
replaced  by  irregular  areas  of  rarefaction  with  osteosclerosis 
in  the  neighborhood  of  the  joint.  If  the  patient’s  resistance 
is  high  an  osteoporosis  develops;  if  resistence  is  low  decal- 
cification together  with  obliteration  of  the  sacroiliac  joint. 
This  condition  in  the  end  becomes  bilateral.  The  author 
describes  later  other  changes  commensurate  with  calcifica- 
tion of  the  anterior  vertebral  ligament  with  spur  formation, 
etc. 

The  sedimentation  rate  and  also  a new  test  known  as  the 
differential  sedimentation  test  are  used  in  conjunction  with 
treatment.  In  order  to  effectively  appreciate  the  treatment, 
gradual  increase  in  weight  must  take  place  with  disappear- 
ance of  signs  of  activity  of  the  disease.  There  must  be  im- 
provement of  skin  texture  and  improvement  in  mental  and 
physical  well  being. 

The  anemia  which  so  frequently  accompanies  the  disease 
must  be  reduced  and  the  sedimentation  rate  must  return  to 
normal.  Incidentally,  there  must  be  relief  from  pain. 

This  form  of  treatment  is  not  new  and  apparently  pre- 
sents but  few  difficulties  that  can  be  readily  surmounted 
by  a roentgenologist.  The  principal  is  essentially  a general 
metabolic  tonic  produced  by  medium  long  rays  affecting 
the  entire  constitution  with  improvement  of  symptoms 
resulting  from  this  general  improvement.  The  earlier  the 
case  is  seen  and  treated  in  this  way,  the  more  satisfactory 
the  end  result.  Even,  however,  cases  that  are  essentially 
third  degree  in  character  according  to  the  author’s  results 
show  considerable  improvement  as  far  as  general  health  and 
control  of  pain  are  concerned.  Of  course  the  deformities  are 
not  improved  in  any  way,  but  are  arrested  at  the  stage  when 
the  patient  is  first  treated. 

The  author  believes  that  plaster  bed  frames  to  sleep  upon, 
plaster  corsets,  back  braces,  etc.,  are  superfluous.  He  quotes 
many  examples  in  which  these  have  been  used,  showing  a 
slow  and  definite  progressive  deformity  developing,  even 
though  these  forms  of  apparatus  were  used  continuously. 

The  author  makes  a final  plea  for  a trial  of  this  form  of 
treatment.  He  believes  some  day  the  disease  will  be  found 
to  result  from  a low  grade  tuberculous  infection  of  the 
sacroiliac  joints  which  is  producing  a generalized  effect. 
This  general  effect  causes  a definite  derangement  in  the 
calcium  metabolism  with  its  accompanying  influence  on  the 
organism  as  a whole. 

X-ray  plates  published  in  this  monograph  are  excellent 
and  of  great  help  to  the  roentgenologist  and  to  the  ortho- 
pedist. Coming  from  the  British  Isles  where  rheumatic  dis- 
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turbances  have  received  most  careful  study  this  monograph 
with  the  author’s  conclusions  should  be  respected  by  the 
medical  profession.  It  will  be  of  great  interest  to  the  intern- 
ist, orthopedist  and  roentgenologist. 

OBSTETRICAL  PRACTICE.  By  Alfred  C.  Beck,  m.d., 
Professor  of  Obstetrics  and  Gynecology,  Long  Island 
College  of  Medicine;  Obstetrician  and  Gynecologist-in- 
chief,  Long  Island  College  Hospital,  Brooklyn.  Baltimore: 
Williams  & Wilkins  Co.  1942.  938  pp.  Over  1000  illus- 
trations. $7.00. 

Reviewed  by  Stanley  B.  Weld 

Since  the  days  of  John  Osborn  Polak  to  whom  this  volume 
is  dedicated,  Long  Island  College  of  Medicine  has  been 
renowned  for  its  practical  teaching  in  obstetrics  and  gyne- 
cology. Dr.  Beck  has  brought  his  text  book  up  to  date  in 
this  volume  and  in  so  doing  offers  student  and  practitioner 
a very  complete  and  valuable  source  of  information.  The 
section  on  operative  obstetrics  has  been  revised  and  rewrit- 
ten and  the  illustrations  improved  over  those  in  the  previous 
editions  by  the  addition  of  color.  To  the  busy  practitioner 
this  section  may  make  a particular  appeal  since  the  illustra- 
tions serve  as  a source  of  information  quite  sufficient  unto 
themselves  without  the  added  use  of  the  text. 

There  is  little  to  criticize  in  this  volume.  The  few  x-ray 
cuts  are  poorly  reproduced  but  one  cannot  be  too  critical 
of  such  when  it  is  a result  of  inferior  paper,  a necessary 
sequence  of  war.  The  cuts  of  historical  characters  are  of 
little  added  value  as  their  arrangement  is  a bit  too  informal 
and  not  sufficiently  impressive. 
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The  author  has  been  quite  fair  in  his  evaluation  of  methods 
of  treatment,  old  and  new.  These  are  changing  so  rapidly 
that  to  be  dogmatic  about  such  in  any  text  book  of  this 
nature  is  to  tread  on  uncertain  ground.  Hence,  one  finds 
in  this  volume  many  methods  outmoded  in  some  sections  of 
this  country,  but  along  with  these  may  be  found  the  latest 
methods  accepted  by  the  larger  teaching  centers.  The  refer- 
ences with  each  chapter  and  each  subdivision  are  many  and 
form  a valuable  part  of  the  text  for  the  student  of  medicine. 

SYNOPSIS  OF  PATHOLOGY.  By  W.  A.  D.  Anderson, 

m.a.,  m.d.,  Assistant  Professor  of  Pathology,  St.  Louis 

University  School  of  Medicine;  Pathologist,  St.  Mary’s 

Group  of  Hospitals.  St.  Louis:  C.  V.  Mosby  Co.  1942. 

661  pp.  294  text  illustrations  and  17  color  plates.  $6.00. 

Reviewed  by  Robert  Tennant 

In  a volume  of  handbook  size,  “A  Synopsis  of  Pathology” 
presents  in  concise  form  the  subject  of  general  and  special 
pathology. 

The  book  follows  the  usual  format  of  pathologic  texts. 
There  are  several  chapters  devoted  to  the  general  principles 
of  pathology  which  include  tissue  response  to  injury,  re- 
gressive and  progressive  tissue  changes,  disturbances  in  cir- 
culation, response  to  specific  injurious  agents — bacterial, 
viral  and  chemical — deficiency  states  and  neoplastic  disease. 
In  the  succeeding  chapters  the  pathology  of  the  various 
organs  is  given  in  systematic  fashion.  Here  the  essential 
facts  are  presented  without  elaboration  of  the  details  of 
individual  cases. 

Although  such  a volume  may  prove  of  but  slight  value 
to  the  trained  pathologist,  it  should  fill  the  needs  of  the  busy 
medical  student  or  clinician  who  wishes  to  refresh  himself 
on  the  essentials  of  pathology. 

The  book  is  outstanding  in  the  number  and  quality  of 
its  illustrations  which  include  17  plates  in  color.  The  chap- 
ters on  viral  and  rickettsial  diseases  by  Henry  Pinkerton 
are  especially  noteworthy. 
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1933  *Horn,  Benjamin,  620  Clinton  Ave. 

1916  Horn,  Martin  Irving,  915  North  Ave. 

1920  Howard,  Joseph  Henry,  144  Golden  Hill 
1938  *Hurlburt,  Edward  Glens,  3366  Alain 

1912  Hyde,  Charles  Elias,  881  Lafayette 

1932  James,  Arthur  Gregory  Boswell,  1424  Stratford  Ave. 
1932  Kalman,  Eugene,  1389  Fairfield  Ave. 

1942  Kaplan,  Leon,  881  Lafayette 

1941  Kaufman,  William,  541  Brooklawn  Ave. 

1927  Keegan,  Daniel  Francis,  144  Golden  Hill 
1938  *Keys,  Robert  C.,  881  Lafayette 

1924  Kneale,  Halford  Benson,  144  Golden  Hill 
1941  *Knepp,  James  AA^arren,  144  Golden  Hill 

1924  *Kornblut,  Alfred,  1539  Fairfield  Ave. 

1913  Lambert,  Henry  Bertram,  Bridgeport  Hospital 
1926  Laszlo,  Andras  E.,  881  Lafayette 

1940  Lengyel,  Paul,  500  Clinton  Ave. 

1943  Lesko,  Joseph  M.,  1395  Boston  Ave. 

1925  Levenson,  Albert,  881  Lafayette 
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1904  Leverty,  Charles  Joseph,  528  Park  PI. 

1933  Levinsky,  Maurice,  480  Noble  Ave. 

1927  Levy,  Maurice  Noel,  480  Clinton  Ave. 

1942  * Lieberthal,  Milton  M.,  881  Lafayette 

1940  Little,  Olga  A.  G.,  1278  East  Main 

1931  Lockhart,  Reuben  Harold,  144  Golden  Hill 

1937  Lynch,  Hubbard,  881  Lafayette 

1887  Lynch,  John  Charles,  826  Myrtle  Ave. 

1904  Lynch,  Robert  Joseph,  144  Golden  Hill 

1941  *Martin,  Raymond  Alfred,  654  Clinton  Ave. 

1932  Marglis,  Ben,  171  Harrison 

1942  * Massey,  Daniel  H.,  1025  Noble  Ave. 

1922  Maxwell,  John  Alphonsus,  919  Stratford  Ave. 

1938  McLean,  Thomas  Smith,  Jr.,  1403  Boston  Ave. 

1923  McManus,  James  Patrick,  1390  East  Main 

1913  McQueeney,  Andrew  Michael,  1315  Noble  Ave. 

1931  Meyer,  Fritz  Martin,  144  Golden  Hill 
1892  Miles,  Henry  Shillingford,  144  Golden  Hill 

1942  *Mitchell,  Gerald  Vincent,  Remington  Arms  Co.,  Inc. 

1940  *Monahan,  David  Tuite,  144  Golden  Hill 

1932  Mooney,  Sydney,  1116  Stratford  Ave. 

1936  Murray,  William  J.  C.,  784  Noble  Ave. 

1938  Nespeco,  James  V.,  2546  Main 

1901  Nettleton,  Irving  La  Field,  775  Washington  Ave. 

1919  Neumann,  Harry  Aaron,  588  State 

1937  Newton,  Louis,  881  Lafayette 

1925  Nichols,  Charles  Williams,  1221  Stratford  Ave. 

1920  Nickum,  John  Stanley,  144  Golden  Hill 

1936  Nolan,  John  Francis,  1260  East  Main 

1941  O’Connell,  John  Gabriel,  1950  Park  Ave. 

1940  Panettieri,  Andrew  Joseph,  3084  Main 

1942  Parker,  Ralph  Layton,  67  Sedgewick 

1921  Parmelee,  Berkley  Alelvin,  144  Golden  Hill 

1937  Pascal,  Thomas  J.,  385  Noble  Ave. 

1909  Patterson,  Daniel  Cleveland,  881  Lafayette 
1930  Pileggi,  Peter,  743  Washington  Ave. 

1942  Pitegoff,  Charles  Haskell,  588  State 

1935  Plukas,  Joseph  Martin,  339  South  Ave. 

1942  *Popkin,  Michael  Sherman,  3223  Alain 

1933  *Quatrano,  Joseph  Charles,  835  Fairfield  Ave. 

1916  Quinn,  John  Francis,  144  Golden  Hill 

1941  Quinn,  Katherine  Sarah,  127  Ann 
1916  Reich,  Upton  Sharetts,  2095  Main 

1940  *Reiter,  Benjamin  Reynolds,  144  Golden  Hill 

1942  Resnik,  Harry,  881  Lafayette 

1938  *Ribner,  Harold,  88 1 Lafayette 

1918  Roberts,  Edward  Russell,  144  Golden  Hill 
1913  Roche,  Thomas  Joseph,  1815  Noble  Ave. 

1936  Rockwell,  Alice  Elizabeth,  1775  Noble  Ave. 

1942  Scalzi,  Leonard  Conrad,  932  East  Main 

1928  Sekerak,  Arthur  Joseph,  408  Barnum  Ave. 

1938  Sekerak,  Raymond  Andrew,  1400  East  Alain 
1938  Sekerak,  Richard  John,  938  East  Main 

1938  Shea,  Cornelius  Joseph,  1153  Park  Ave. 

1913  Shea,  John  Francis,  144  Golden  Hill 

1937  Shea,  Richard  O’Brien,  835  Washington  Ave. 

1903  Smith,  Edward  Dorland,  88 x Lafayette 

1935  Smith,  Joseph  Jacob,  1280  Stratfield  Rd. 

1919  Smith,  Stanton  Reinhart,  144  Golden  Hill 

1913  Smykowski,  Bronislaw  Louis,  405  Barnum  Ave. 

1930  *Sollosy,  Alexander,  645  Bostwick  Ave. 

1941  Spinelli,  Nicholas  Victor,  1285  Noble  Ave. 

1909  Sprague,  Charles  Harry,  29  Hanover 

1937  Strayer,  Estella  M.,  955  Alain 

1935  * Strayer,  Luther  Milton,  Jr.,  955  Alain 
1940  Tarasovic,  Thomas  Joseph,  49  Dover 

1920  Taylor,  Clifton  Clark,  881  Lafayette 

1938  Ter  Kuile,  Roger  Couvelle,  881  Lafayette 
1925  Tolk,  Nathan  Robert,  558  Clinton  Ave. 


1942  Trautman,  Edwin  Frederick,  5385  Main 
1929  Turchick,  Frank,  1831  Barnum  Ave. 

1941  I'utles,  Alexander  James,  2180  Alain 
1932  Uvitsky,  Irving  Harry,  3101  Main 

1941  Vioni,  R.  Edward,  842  North  Ave. 

1923  Walsh,  James  Francis,  583  Noble  Ave. 

1942  Ward,  James  P.,  1657  Stratford  Ave. 

1903  Warner,  George  Howell,  144  Golden  Hill 
1920  Watts,  Joseph  Francis,  881  Lafayette 

1913  Weadon,  William  Lee,  144  Golden  Hill 

1934  Wehger,  Roland  Theodore,  144  Golden  Hill 
1941  Weis,  Henry  H.,  1026  State 

1922  Weise,  Ellwood  Carl,  144  Golden  Hill 

1914  Weldon,  Edwin  Bernard,  144  Golden  Hill 

1936  Yeager,  Charles  Frederick,  2139  East  Main 

1935  *Zaur,  Israel  Sidney,  881  Lafayette 

DANBURY 

1929  *Amos,  Isadore  Louis,  8 West 

1929  Booth,  John  Dibble,  173  Main 

1941  Brochu,  Eugene  Dalva,  229  A-lain 
1902  Bronson,  William  Thaddeus,  41  West 

1942  *DeKlyn,  Ward  B.,  5 Wooster  Heights 

1928  Delohery,  Cornelius  Leo,  215  Main 
1935  Driscoll,  Jerome  James,  206  Main 

1937  *Eckert,  George  Robert,  394  Alain 
1931  *Gaffney,  John  James,  179  Main 

1931  Genovese,  Frank  Thomas,  172  White 

1938  Genovese,  Serafino,  390  Main 

1930  *Gibson,  Donald  Farnham,  75  West 

1929  Goldys,  Frank  Max,  209  Main 

1897  Gordon,  William  Francis,  26  West 

1940  Howard,  Leonard  Arnold,  87  West 
1912  Moore,  Howard  Delano,  203  Main 

1912  Mullins,  Samuel  Frederick,  116  Main 
1937  Murphy,  James  Joseph,  147  Main 

1939  Murray,  Thomas  Oscar,  145  Deer  Hill  Ave. 

1937  *Rogoi,  Louis,  85  West 

1926  Selleck,  Nathaniel  Benedict,  215  Main 

1913  Smith,  Arthur  Charles,  246  Alain 

1934  * Smith,  Stephen  Alunro,  R.  F.  D.  # 3,  Candlewood  Isle 
1920  Stahl,  William  Martin,  343  Main 

1907  Sunderland,  Paul  Ulysses,  160  Deer  Hill  Ave. 

1929  Sunderland,  William  Alexander,  158  Deer  Hill  Ave. 

1932  Tomaino,  Felix  Francis,  8 West 

DARIEN 

1941  *Moore,  Gilbert  Emerson,  162  Post  Rd. 

1940  Ross,  Allan  Maxwell,  188  Post  Rd. 

1943  Soley,  Paul  J.,  West  Norwalk  Rd. 

1938  Van  Tassel,  Walter,  194  Post  Rd. 

FAIRFIELD 

1939  *Biehn,  Donald  M.  Frick,  133  Reef  Rd. 

1928  Biehn,  Sidney  Lister,  22  Reef  Rd. 

1935  Davis,  Thomas  Francis,  703  Post  Rd. 

1938  Fulstow,  A-larjorie,  1248  Post  Rd. 

1940  Tittle,  Alervyn  Henry,  970  Old  Post  Rd. 

1932  #Pitock,  Morris  Philip,  570  Post  Rd. 

SOUTHPORT 

1938  *Mathews,  Frank  Pelleutreau,  Alain 

GREENS  FARMS 

1942  Paul,  Francis,  Box  31 
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GREENWICH 

1940  Adams,  Mary,  40  West  Elm 

1935  Amoss,  Harold  Lindsey,  21  Field  Point  Rd. 

1939  * Anderson,  Clifton  Winthrop,  1 1 6 East  Elm 

1938  *Carter,  Gray,  29  Hillside  Ave. 

1934  Clark,  J.  Bayard,  18  Field  Point  Rd. 

1904  Clarke,  John  Alexander,  92  Mason 

1933  Close,  John  Frederick,  66  Millbank  Ave. 

1937  Gates,  Aaron  Billings,  305  Millbank  Ave. 

1937  Hawthorne,  Julian,  Greenwich  Towers 

1934  Hitchcock,  Freeman  St.  Clair,  275  North  Maple  Ave. 
1927  Knapp,  Charles  Stanley,  18  Field  Point  Rd. 

1918  Knapp,  Charles  Whittemore,  43  Maple  Ave. 

1916  Knowlton,  Donald  Jerome,  36  Mason 

1940  Larimore,  Louise  D.,  Greenwich  Hospital 

1933  Lockwood,  Jane,  271  Lake  Ave. 

1932  McCreery,  John  Alexander,  43  Maple  Ave. 

1924  O’Donnell,  Thomas  James,  224  Milbank 

1939  *Reynolds,  Whitman  Mead,  53  Mason 

1935  *Rogers,  Robert  Page,  111  North 

1938  *Serrell,  Howard  P.,  43  Maple  Ave. 

1940  Shaw,  Lillian  Eloise,  Ituri  Towers 
1943  Squier,  Raymond  R.,  40  West  Elm 

1937  *Thompson,  Sidney  Attilio,  161  Mason 

1940  Tiebout,  Harry  Morgan,  Blythewood 

1934  *Tinkess,  Donald  Ewing,  Ituri  Towers 

1939  *Tunick,  George  L.,  193  Mason 

1933  Vickers,  James  Leonard,  40  West  Elm 

1942  *Weber,  Frederick  Clarence,  Jr.,  40  West  Elm 

Cos  Cob 

1940  * Ayres,  Payson  Bryan,  10  Old  Post  Rd. 

1912  Bergin,  Thomas  Joseph,  2 Mead  Ave. 

1942  Halloran,  James  Vincent,  18  Suburban  Ave. 

Old  Greenwich 

1926  Kaprielian,  Haigazoon  Kruger,  312  South  Beach  Ave. 

1936  Kelly,  James  Colman  Francis,  282  Sound  Beach  Ave. 
1939  Read,  Francis  Arnold,  127  Sound  Beach  Ave. 

1929  Shermak,  Joseph  V.,  13  Arcadia  Rd. 

MONROE 
Stepney  Depot 
1912  Wales,  Francis  Joseph 

NEW  CANAAN 

1937  *Abrahams,  Meyer,  191  South 
1942  Bradley,  Edwin  Tremain,  28  Elm 

1933  Bucciarelli,  John  Anthony,  93  East  Ave. 

1939  Cammann,  Oswald  DeNormandie,  80  South  Ave. 

1941  Cody,  Thomas  Patrick,  222  South  Main 

1938  DuBois,  Franklin  Smith,  Silver  Hill 

1939  *Frothingham,  John  Gerrish,  149  South  Main 

1941  *Hebard,  George  Whiting,  28  Elm 

1935  Ludlow,  George  Craig,  8 Oenoke  Ave. 

1939  Mcllroy,  Patrick  Thomas,  25  Church 

1908  O’Shaughnessy,  Edmund  Joseph,  29  Cherry 

1942  * Robinson,  Roy  Calvin,  245  South  Main 

1938  Selenger,  Jerome,  Elm 

1935  Terhune,  William  Barclay,  Silver  Hill 

1941  *Twachtman,  Eric,  201  Park 

1931  Wadsworth,  Ruth  Flanigen,  Smith  Ridge 

1942  *Wood,  Horatio  C.,  3rd,  Silver  Hill,  Valley  Rd. 

NEWTOWN 

1934  Clow,  Henry  Leon,  Fairfield  State  Hospital 
1927  Desmond,  Waldo  Fairfield,  Main 

r 937  Egee,  J.  Benton 


1941  *Friedman,  Samuel,  Fairfield  State  Hospital 

1940  *Green,  William  Frederick,  Fairfield  State  Hospital 

1935  Grout,  Stillman  Proctor,  Fairfield  State  Hospital 

1941  *Kennedy,  Robert  Edward,  Fairfield  State  Hospital 

1936  Moore,  Clifford  Douglas,  Fairfield  State  Hospital 

1941  Oltman,  Jane  Elizabeth,  Fairfield  State  Hospital 
1943  Robey,  Nathaniel  C.,  Fairfield  State  Hospital 

NORWALK 

1933  *Chipman,  Sidney  Shaw,  520  West  Ave. 

1937  ^Diamond,  Edward  H.,  154  East  Ave. 

1940  Fitzpatrick,  Wesley  Fenton,  85  East  Ave. 

1938  Gorham,  Grace  Viola,  64  Wall 

1915  Kellogg,  Henry  Kirke  White,  725  West  Ave. 

1930  Adiller,  John,  71 1 West  Ave.,  and  63  North  St., 
Greenwich 

1938  Northrop,  Robert  Arthur,  64  Wall 
1938  Padula,  Ralph  Domenick,  502  West  Ave. 

1929  *Patterson,  Frederick  Arthur,  520  West  Ave. 

1938  Perdue,  Robert  E.,  625  West  Ave. 

1930  Perkins,  Charles  Winfield,  520  West  Ave. 

1920  Perry,  Mabelle  Jeane,  676  West  Ave. 

1938  Piasecki,  Joseph  L.,  520  West  Ave. 

1939  *Scanlon,  John  Joseph  276  West  Ave. 

1928  Scanlon,  Thomas  Francis,  394  West  Ave. 

1929  Tracey,  Edward  John,  637  West  Ave. 

1890  Tracey,  William  Joseph,  637  West  Ave. 

1920  Tracey,  William  Wallace,  637  West  Ave. 

1904  Turner,  Arthur  Robert,  701  West  Ave. 

1942  Upham,  Charles  E.  H.,  Toilsome  Ave. 

1938  Vollmer,  John  William,  654  West  Ave. 

1934  WVallace,  Victor  George  Henry,  463  West  Ave.  and 

1 Atlantic  St.,  Stamford 
1938  *Weinstein,  Nathan,  463  West  Ave. 

1943  Willis,  Thayer,  Bettswood  Rd. 

1942  *Yohn,  Albert  Klamroth,  502  West  Ave. 

South  Norwalk 

1936  *Beck,  Eugene  Cornelius,  75  South  Main 
1918  Bradley,  Theron  Robert,  9 Washington 

1941  Cody,  George  Richard,  61  South  Main 
1938  Corridon,  James  Donald,  47  Seaview  Ave. 

1922  Fawcett,  George  Gifford,  8 Washington 
1941  Flanagan,  Edwin  Daniel,  141  West  Ave. 

1938  Giuliano,  Louis  Augustine,  111  West  Ave. 

1941  Green,  H.  Howard,  75  South  Main 

1940  Heafey,  John  Robert,  3 Washington 
1938  Hunkemeir,  Edna,  75  South  Main 

1941  *McMahon,  John  David,  3 Washington 

1923  McMahon,  William  Henry,  Jr.,  13  Washington 

1938  Paris,  Marcus,  64  South  Main 
1941  Rosenthal,  Isidor,  72  South  Main 
1941  Shain,  Joseph  H.,  76  South  Main 
1896  Sherer,  Henry  Clifford,  1 Washington 

1931  Simon,  Louis  Goodwin,  59  South  Main 

1937  Stietzel,  Eric  Ernst,  19  Franklin 

1939  Zweben,  Albert,  74  South  Main 

REDDING 

1941  Grevatt,  Kenneth  Lloyd 

RIDGEFIELD 

1937  Bell,  Joseph  Sloane,  54  Main 

1926  Lowe,  Russell  Walter,  126  Main 

1927  Woodford,  Francis  Bowditch,  62  Main 

SHELTON 

1939  Edson,  Ralph  Howard,  77  Oak  Ave. 

1917  Finn,  Edward  James,  452  Howe  Ave. 
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1930  Gaetz,  Thomas  Harold,  Laurel  Heights 

1937  Howlett,  Kirby  Smith,  Jr.,  Laurel  Heights 

1925  Lynch,  Edward  James,  Laurel  Heights 
1941  ‘Pagliaro,  Joseph  John,  476  Howe  Ave. 

1895  Randall,  William  Sherman,  241  Coram  Ave. 

1941  Reid,  Lee  Rhodes,  Laurel  Heights 

1938  Rilance,  Arnold  Boon,  Laurel  Heights 

STAMFORD 

1937  *Aldwin,  Francis  Joseph,  295  Atlantic 

1936  ‘Bannon,  Frederick  Michael,  65  South 

1907  Barnes,  Frank  Haslehurst,  Dr.  Barnes  Sanitarium 

1927  Bissell,  Addison  Hayes,  65  South 

1926  Bowman,  Stuart  Howard,  58  South 
1940  Bria,  William  Francis,  25  Bedford 

1928  Brown,  Paul  Hemingway,  52  South 
1935  Carpenter,  Robert  Morse,  636  Summer 

1937  Carwin,  Joseph  Lucian,  Jr.,  115  West  Main 
1940  Cognetta,  James  John,  366  Atlantic 

1942  Colmers,  Rudolph  Albert,  295  Atlantic 
1940  ‘Connolly,  Joseph  Patrick,  79  Warren 
1937  Costanzo,  James  Joseph,  300  Main 

1940  ‘Crane,  James  Everett,  50  Glenbrook  Rd. 

1909  Crane,  Ralph  William,  50  Glenbrook  Rd. 

1937  ‘Cunningham,  Robert  D.  M.,  1 Atlantic 

1934  D’Andrea,  Frank  Henry,  29  South 

1938  Dean,  Stanley  Rochelle,  31  Third 
1909  Dichter,  Charles  Levi,  33  Forest 

1935  Dichter,  Irving  Samuel,  65  Broad 
1937  ‘Dorion,  Robinson  Harry,  610  Summer 

1933  Fincke,  Charles  Louis,  1 Atlantic 
1937  Fine,  Barnet,  49  Grove 

1936  Fine,  Joseph,  96  Main 

1931  Fiske,  Madeline,  29  Suburban  Ave. 

1942  Fisher,  Frank  Lemuel,  65  South 

1934  Friedberg,  Solomon,  21  Forest 
1931  Gandy,  Raymond  Alfred,  65  South 
1913  Gandy,  Raymond  Reeves,  65  South 
1931  Giles,  Newell  Walton,  1 Atlantic 
1909  Godfrey,  William  Truitt,  65  South 

1941  ‘Gradv,  Joseph  Francis,  65  South 

1929  ‘Hamilton,  John  Stewart  Marshall,  88  South 

1937  Harrison,  Francis  Murphy,  512  Atlantic 

1908  Harrison,  John  Francis,  512  Atlantic 

1916  Henderson,  Alfred  Collard,  55  Glenbrook  Rd. 

1935  Henderson,  Jean,  25  Forest 

1930  ‘Hertzberg,  Reinhold  Frederick,  126  Woodside  Village 
1937  ‘Hopper,  Edward  Bernard,  58  South 

1937  ‘Hymovich,  Leo,  74  Park  PI. 

1929  Keddy,  Russell  Alfred,  Stamford  Hospital 

1938  Kezel,  Albert  Patrick  C.,  23  Atlantic 

1939  ‘Koffler,  Arthur,  71  River 

1934  Malloy,  Edward  Francis,  65  South 

1933  McFarland,  Frederick  William,  65  South 

1928  McGourty,  Andrew  Frederick,  7 Glenbrook  Rd. 

1935  McGourty,  David  Philip,  70  Strawberry  Hill 
1924  McMahon,  Francis  Cash,  62  Suburban  Ave. 

1934  Meade,  Charles  Havelock  Beverly,  433  Atlantic 

1930  Meschter,  Eugene  Funk,  Yale  & Towne  Co. 

1938  ‘Adurphy,  Charles  Anthony,  65  South 

1931  Murray,  Henry  Joseph,  53  South 

1940  Nemoitin,  Bernard  Oscar,  96  Main 
1 9 1 1 Nemoitin,  Jacob,  96  Main 

1928  Paul,  Voyle  Abrams,  58  South 
1938  ‘Rawls,  Edward  Cotton,  1 Atlantic 

1929  Resnik,  William  Harry,  65  South 

1936  ‘Rose,  Samuel  Allison,  25  Bedford 

1937  Rowell,  Edward  Everett,  104  South 

1929  Rynard,  William  Morvel  Wesley,  29  South 


1932  ‘Schmidt,  Norman  Louis,  29  Wenzel  Ter. 

1930  ‘Sette,  Alfred  Joseph,  308  Atlantic 

1938  ‘Sherman,  Saul  Harvey,  81  Bedford 
1909  Shirk,  Samuel  Martin,  218  Bedford 

1936  Shockley,  Francis  Milton.  Stamford  Hall 

1941  Smith,  Leo  Michael,  449  Atlantic 
1917  Smith,  William  Earl,  65  South 
1934  ‘Starrett,  Jay  Ellis,  885  Summer 
1907  Staub,  John  Howard,  100  South 

1931  Stone,  Aderlin  Jones,  76  Glenbrook  Rd.,  also  161 

Mason,  Greenwich 

1920  Stringfield,  Oliver  Linwood,  1416  Bedford 
1940  ‘Swarts,  William  B.,  1 Atlantic 

1937  Throckmorton,  Verl  John,  Stamford  Trust  Bldg. 

1940  ‘Troy,  William  Daniel,  3 St.  George  Ave. 

1931  Turnley,  William  Henry,  1 Atlantic 

1939  Washburn,  Wendell  James,  65  South,  and  261  Lake 

Ave.,  Greenwich 

1937  Weaver,  Bruce  Stevens,  77  South 

Glenbrook 

1942  Cram,  George  Eversleigh,  1 Elm  PI. 

1938  ‘O’Meara,  Francis  Patrick,  1 Elm  PI. 

1885  Phillips,  Alfred  Noroton,  Middlesex  Rd. 

Springdale 

1942  ‘Stankard,  William  Francis,  833  Hope 

STRATFORD 

1938  Ashcroft,  Allan  Davis,  3585  Adain 

1941  ‘Benton,  Philip  Eglin,  972  East  Broadway 

1938  ‘Findorak,  Francis  George,  1882  Barnum  Ave. 

1936  ‘Friedman,  Nathan  Harris,  2336  Adain 
1927  ‘Haberlin,  Chester  Edward,  2921  Main 

1924  ‘Heidger,  Luther  Caldwell,  972  East  Broadway 

1929  Hennessey,  Edward  Henry  Joseph,  2390  Main 

1939  Levy,  Samuel  Howard,  2528  Main 
1934  Maher,  John  Rodden,  2184  Adain 
1931  Oesau,  Harold  Thomas,  1949  Main 

1943  O’Neill,  John  J.,  1445  Stratford  Rd. 

1940  Penner,  Sidney  Lincoln,  2692  Main 

1942  Roberge,  George  Edward,  170  Oakland  PI. 

1942  Thomases,  Saul,  2336  Main 

TRUMBULL 

Long  Hill 

1912  Smith,  George  Arthur 

WESTPORT 

1943  Bernstein,  Eric  L.,  Westport  Sanit. 

1930  ‘Ellrich,  David  Lionel,  125  East  State 
1943  ‘Gerow,  George  H.,  State  St. 

1943  Houze,  Harry  G.,  Westport  Sanit 

1941  ‘Kelsey,  Weston  Maynard,  South  Compo  Rd. 

1934  Morgan,  William  Oliver,  193  Main 

1927  Adunson,  William  Russell,  20  Church  Lane 

1937  ‘Nespor,  Robert  Venzel,  89  Main 

1925  ‘Phillips,  Harry  Shaw,  44  East  Church 
1941  Pratt,  George  Kenneth,  80  Myrtle  Ave. 

1941  Shoup,  Homer  B.,  Jr.,  58  East  State  St. 

1936  Teuscher,  William  Philip,  18  Compo  Rd. 

WILTON 

1941  Ingram,  Herbert  Duncan,  Cannon  Dale  Rd. 

1939  Knauth,  Adarjorie  Strauss,  Drum  Hill  Rd. 

OUT  OF  COUNTY 

1939  Brewer,  Francis,  United  Aircraft,  West  Hartford 

1937  ‘Craighill,  Margaret  D.,  Women’s  Medical  College  of 

Pennsylvania,  Henry  Ave.  and  Abbottsford  Rd., 
Philadelphia,  Penn. 
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1939  Ireland,  Richard  Milton,  66  Bridge,  New  Milford 
1939  *Keating,  John  Joseph,  20  South  Alain,  New  Milford 

1907  Pratt,  Nathan  Tolies,  Old  Saybrook 

1939  *Simses,  John  Peter,  1147  15th  St.,  N.  W.,  Washington, 
D.  C. 

Hartford  County  Association 

President:  Edward  J.  Whalen,  750  Main  St.,  Hartford 
Vice-President:  D.  C.  Y.  Moore,  689  Main  St.,  South  Man- 
chester 

Secretary -Treasurer:  Austin  Kilbourn,  38  Prospect  St., 
Hartford 

Councilor:  Arthur  B.  Landry,  50  Farmington  Ave.,  Hartford 
Business  Office:  38  Prospect  St.,  Hartford 
Annual  Meeting,  First  Tuesday  in  April 
Semi-Annual  Adeeting,  Fourth  Tuesday  in  October 

AVON 

1941  Farquhar,  Lucille  Reed,  Adain 

1941  *Wiepert,  William  Adurray 

BERLIN 

1908  Hodgson,  Thomas  Cady,  Worthington  Ridge 

Kensington 

1938  *Lo  Vetere,  Angelo  Arthur,  528  Farmington 
BLOOAdFIELD 

1936  Burgdorf,  Alfred  Louis,  Duncaster  Rd. 

BRISTOL 

1930  Appell,  Paul  Harry,  227  Main 

1934  Beatrice,  Alphonse  Anthony,  331  Adain 

1936  *Bird,  Frederick  Stanford,  124  Main 
1932  Borkowski,  Boleslaus  Joseph,  4 School 
1900  Brackett,  Arthur  Stone,  321  Main 

1934  Donohue,  Bartholomew  Francis,  481  North  Adain 

1935  Flynn,  William  Henry,  9 North  Main 
1925  Gore,  Adichael  Alvord,  321  Adain 

1937  Hall,  Martin  Irving,  214  Belridge  Rd. 

1921  Hanrahan,  William  Richard,  209  Center 

1938  *Hudon,  Frederick  Alfred,  321  Alain 

1939  *Labuz,  Eugene  Frank,  342  Adain 

1928  LaPlume,  Albert  Antonio,  218  West 

1942  *Littwin,  Ralph  J.,  Bristol  Hospital 

1929  Nestos,  Peter  Alexander,  63  Main 
1935  Papa,  John  Smith,  124  Adain 

1921  Park,  Paul  Archibald,  133  Adain 

1921  Richardson,  Ralph  Augustus,  4 School 

1922  Robbins,  Benjamin  Bissell,  47  Adain 

1935  Siliciano,  Raoul  Andrew  Victorius,  no  South 

1936  *Stevenson,  William  Robb,  7 Prospect 
1939  Mirella,  Fred  Francis,  481  North  Adain 
1942  Vogel,  Siegfried,  288  Main 

1909  Whipple,  Benedict  Nolasco,  45  North  Main 
1934  * Winters,  Hyman  W.,  405  North  Main 

1914  Woodward,  Harold  Burton,  321  Main 

CANTON 

Collinsville 

1906  Cox,  Ralph  Benjamin 

EAST  HARTFORD 

1931  Brecker,  Francis  Wellington,  9 Burnside  Ave. 

1936  Gallivan,  John  Norman,  74  Connecticut  Blvd. 

1927  Goddard,  Harvey  Burton,  970  Adain 

1923  Haylett,  Howard  Bulkeley,  1109  Main 


1933  Houle,  Raymond  Theodore,  5 Central  Ave. 

1934  Lublin,  Raymond  David,  759  Adain 

1935  AdacLean,  Ethel  Adargaret,  59  Burnside  Ave. 

1937  AdcCue,  Adartin  Patrick,  1429  Main 

1939  Mirabile,  Thomas  Joseph,  59  Burnside  Ave. 

1916  Onderdonk,  Harrie  Jay,  61  Richard  Rd. 

1942  *Trantolo,  Arthur,  2 Roberts  Court 

EAST  WINDSOR 
Broad  Brook 

1923  * Robinson,  Wilfred  John  Thomas,  Main 

1937  Adaslak,  Rudolph,  South  Adain,  AVarehouse  Point 

ENFIELD 

Hazardville 

1906  Bridge,  John  Law,  P.  O.  Box  272 

1923  Shepard,  William  Gordon,  Adain 

Thompsonville 
1937  #Bloom,  David  Irving,  134  Pearl 

1937  Dignam,  Bernard  Stephen,  133  Pearl 
1904  Dowd,  Michael  Joseph,  25  Church 
1932  Fancher,  Henry  Wilson,  1070  Enfield 

1938  *Gourlie,  Howard  Wallace,  53  New  King 

1941  Kucewicz,  William  Joseph,  41  Pearl 

1932  McHugh,  John  Francis,  29  Central 

1916  Simonton,  Frank  Forester,  75  North  Adain 

1917  Vail,  Thornton  Edwin,  124  Main 

1940  * Valenski,  Thaddeus  James,  Main 

FARAdINGTON 

1933  Bunnell,  Walls  Willard,  Main 

1933  Ellis,  Francis  Duffy,  Jr.,  Elm  Tree  Inn 

1939  *Ewell,  John  Woodruff,  Farmington 

GLASTONBURY 

1933  Earle,  Benjamin  Baylis,  2458  Adain 

1935  Griswold,  Edwin  Adonroe,  28  Ripley  Rd. 

1939  Raffa,  Joseph,  2638  Adain 

1924  Whittles,  Lee  Jay,  2205  Main 

South  Glastonbury 
1908  Ward,  James,  972  Adain 

GRANBY 

1923  Pendleton,  Ernest  Raymond 

HARTFORD 

1942  * Allen,  George  Francis,  179  Allyn 

1927  Allen,  Wilmar  Mason,  20  South  Hudson 

1935  Angus,  Leslie  Robert,  200  Retreat  Ave. 

1927  Antupit,  Louis,  242  Trumbull 

1936  *Apter,  Harry,  1453  Main 

1932  Arons,  Adilton  Robert,  750  Adain 
1904  Backus,  Harold  Simeon,  99  Pratt 

1934  Bailey,  Harry,  242  Trumbull 
1913  Bailey,  Neil  Herbert,  550  Adain 
1923  Bancroft,  Harold  Arthur,  179  Allyn 

1940  Barker,  Norman  J.,  55  Elm 

1933  *Bausch,  Carl  Philipp,  36  Pearl 

1886  Beach,  Charles  Coding,  54  AVoodland 

1907  Beach,  Charles  Thomas,  50  Farmington  Ave. 

1929  Beatman,  Israel,  650  Alain 

1934  Beizer,  Edmund,  17 11  Park 

1923  Bestor,  Eugene  Leonard,  36  Pearl 

1941  Bick,  John  William,  Jr.,  200  Retreat  Ave. 

1926  *Bidgood,  Charles  Young,  179  Allyn 

1936  *Bingham,  Charles  Tiffany,  576  Farmington  Ave. 

1913  Biram,  James  Harrington,  c/o  Colt’s  Patent  Fire  Arms 
Adfg.  Company,  17  Van  Dyke  Ave. 
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1938  *Birge,  Henry  L.,  179  Allyn 

1907  Blair,  Edward  Holden,  43  Farmington  Ave. 

1941  *Bobrow,  Aaron,  242  Trumbull 
1897  Botsford,  Charles  Porter,  219  Collins 

1941  Brandon,  Kenneth  Francis,  15 1 Farmington  Ave. 
1916  Branon,  Anthony  William,  179  Allyn 

1912  Brayton,  Howard  Wheaton,  179  Allyn 

1939  Brennan,  Edward  F.,  200  Retreat  Ave. 

1931  Brewer,  Timothy  Francis,  21 1 Church 
1943  Browne,  Florence  A.,  550  Main 

1942  Bruskin,  Chaim  Elias,  1840  Park 

1929  *Buck,  Burdette  Jay,  50  Farmington  Ave. 

1931  Buckley,  Richard  Cotter,  683  Asylum  Ave. 

1932  Burlingame,  Clarence  Charles,  200  Retreat  Ave. 
1937  Burns,  Maudie  Marie,  165  Capitol  Ave. 

1928  Butler,  Nicholas  George,  50  Farmington  Ave. 

1930  Byrne,  David  Walter,  179  Allyn 
1942  Cabaniss,  Joseph  Turner,  700  Main 

1931  Calverley,  Eleanor  Jane  Taylor,  143  Sigourney 
1942  Canby,  Joseph  Edward,  125  Trumbull 

1934  Cappiello,  Silvestro,  97  Vine 

1933  Carey,  Thomas  Cornelius,  50  Farmington  Ave. 

1931  Carniglia,  Ettore  Francis,  50  Farmington  Ave. 

1929  Carroll,  James  Edward,  220  Farmington  Ave. 

1915  Carter,  Earl  Buell,  99  Pratt 

1930  Caulfield,  Ernest  Joseph,  683  Asylum  Ave. 

1933  *Cenci,  Vincent  Peter,  242  Trumbull 

1940  *Clancy,  John  James,  179  Allyn 

1935  Clarke,  Ralph  deBallard,  Cedarcrest 
1922  Clason,  Freeman  Pell,  179  Allyn 

1937  Clifford,  Martha  Fouise,  165  Capitol  Ave. 

1931  Climan,  Max,  242  Trumbull 

1928  Cogan,  George  Eugene,  50  Farmington  Ave. 

1940  *Cogland,  John  Fee,  550  Main 

1913  Cogswell,  Eliot  Sanborn,  179  Allyn 

1936  Cogswell,  Lawrence  Perley,  50  Farmington  Ave. 

1938  *Cohn,  Samuel  Hills,  235  Cornwall 

1935  Connor,  Joseph  Joyce,  750  Main 

1933  Corcoran,  Michael  Anthony,  37  Webster 

1913  Costello,  Henry  Nicholas,  134  Beacon 

1924  Couch,  Arthur  Rockwell,  95  Farmington  Ave. 
1921  Cragin,  Donald  Brett,  151  Farmington  Ave. 

1933  *Crosbv,  Edward  Harding,  50  Farmington  Ave. 

1941  *Cullen,  James  Rescott,  50  Farmington  Ave. 

1936  Cunningham,  James  Adorrow,  165  Capitol  Ave. 

1938  *Curtis,  Burr  Harding,  4 Atwood 

1914  Daly,  Charles  William,  750  Adain 

1935  Daly,  AVilliam  Patrick,  342  Edgewood 

1929  Davenport,  Anna  Keith  Prentiss,  54  Church 

1932  Dawson,  Lionel  Adontrose,  700  Adain 
1909  DeBonis,  Domencio  A.,  183  Westland 
1914  Deming,  Clinton  Demas,  179  Allyn 

1914  Deming,  Edward  Adams,  715  Asylum  Ave. 

1931  *DePasquale  Francis  Lawrence,  380  Campfield  Ave. 

1937  *DePasquale,  John  Anthony,  381  West  Preston 

1934  DeVito,  Michael  Joseph,  525  Adain 

1930  Dignam,  Edward  Anthony,  750  Main 
1921  Dinsmore,  William  Wirt,  700  Main 

1931  Dion,  Asa  Joseph,  207  Washington 

1939  *Dodd,  Burwell,  689  Asylum 
1934  Donner,  Samuel,  99  Pratt 

1938  Donovan,  William  Francis,  47  Main 

1937  *Duffv,  Leo  Thomas,  18  Chaplin  PI. 

1942  Duksa,  Walter  Joseph,  535  Adain 

1923  Dunne,  Richard  Edwin,  30  Farmington  Ave. 

1938  *Durkee,  Ralph  Everett,  Jr.,  179  Allyn 
1916  Dwyer,  William,  18  Asylum 

1942  Edson,  Reginald  Campbell,  State  Office  Building 
1927  Elliot,  K.  Gregory,  631  Park 


1937  Fdlison,  Frederick  Speirs,  50  Farmington  Ave. 
1895  Elmer,  Edward  Oliver,  1731  Park 
1914  Emmett,  Francis  Arthur,  410  Asylum 

1933  Farland,  Victor  Louis,  54  Pratt 
1919  Fay,  William  James,  179  Allyn 

1941  Feeney,  Thomas  Michael,  50  Farmington  Ave. 

1929  Felty,  Augustus  R.,  846  Asylum  Ave. 

1942  Finesilver,  Edward  Adax,  410  Asylum 

1934  Finley,  George  Clark,  50  Farmington  Ave. 

1913  Flaherty  Claude  Vincent,  50  Farmington  Ave. 
1931  Friery,  Clarence  Adilton,  no  Greenfield 

1943  Fritz,  John,  216  Washington 

1919  Furniss,  Henry  Watson,  1337  Adain 

1927  Gaberman,  David,  179  Allyn 

1937  Galinsky,  David,  780  Wethersfield  Ave. 

1921  Garland,  Robert  Bernard,  689  Asylum  Ave. 

1941  Gibson,  Forrest  Davis,  50  Farmington  Ave. 

1898  Gill,  Adichael  Henry,  36  Pearl 

1941  * Gillespie,  Harry,  98  3 Adain 

1922  Gills,  William  Lee,  179  Allyn 

1934  Giorgio,  Nicholas  Anthony,  61  Edwards 

1937  Giuliano,  Sebastian,  468  Franklin  Ave. 

1935  Glass,  George  Courtenay,  476  Farmington  Ave. 

1934  Glaubman,  Henry  Aditchell,  20  Lenox 
1927  Goff,  Charles  Weer,  30  Farmington  Ave. 

1936  Gold,  Louis  Henry,  184  North  Beacon 

1930  Goldenberg,  Jacob  Joseph,  832  Albany  Ave. 

1933  Goodell,  Robert  Alvan,  79  Elm 

1900  Goodrich,  Charles  Augustus,  5 Haynes 

1919  Gosselin,  George  Adelor,  50  Farmington  Ave. 

1935  Gould,  Adax  Adartin,  434  Main 

1923  Grau,  Leroy  Charles,  700  Adain 

1924  Griswold,  Matthew  Hammond,  165  Capitol  Ave. 
1941  Grosman,  Walter,  750  Main 

1921  Grosvenor,  Frank  Livingston,  700  Adain 
1941  *Gudger,  James  Roby,  140  Garden 

1930  Hall,  Llewellyn,  79  Elm 

1939  *Hall,  Wendell  Charles,  179  Allyn 

1938  * Harris,  Louis  David,  242  Trumbull 

1936  Harvey,  Daniel  Foster,  218  North  Beacon 

1930  Hastings,  Louis  Pease,  370  Collins 
1941  Hayman,  Adax,  200  Retreat  Ave. 

1937  Hazen,  Donald  Robert,  179  Allyn 

1931  Hennessy,  James  Joseph,  Cedarcrest 
1907  Hepburn,  Thomas  Norval,  179  Allyn 

1940  *Heublein,  Gilbert  Whipple,  179  Allyn 

1930  Heyman,  Joseph,  650  Adain 

1941  Hickcox,  Curtis  Bronson,  20  South  Hudson 

1934  Hirschfield,  Otto  Adax,  1037  Albany  Ave. 

1931  Hirshberg,  Adanuel  Shelton,  135  Blue  Hills  Ave. 

1925  Hoffman,  Charles  Curtis,  700  Adain 
1924  Hogan,  Walter  Louis,  750  Adain 

1929  Holt,  Kerchival  Rogers,  50  Farmington  Ave. 

1930  Holtz,  Raymond  Sidney,  242  Trumbull 

1935  *Hough,  Perry  Tvler,  178  Beacon 

1922  Howe,  Glover  Elbridge,  576  Farmington  Ave. 

1936  *Hurwitz,  George  Hillel,  75  Pearl 

1920  Hurwitz,  Herman  Adax,  75  Pearl 

1917  Hutchinson,  James  Elder,  125  Trumbull 

1937  *Irving,  James  Grant,  151  Farmington  Ave. 

1939  Jackson,  Allen  Francis,  2137  Adain 
1934  James,  Lewis  Paul,  68  Pratt 

1941  *January,  Derick  Algernon,  111  Gillett 

1942  January,  Adildred  Hartshorn,  in  Gillett 
1912  Jarvis,  Henry  Gildersleeve,  179  Allvn 

1940  *Jenovese,  Joseph  Francis,  179  Allyn 
1930  Jones,  Frank  Stafford,  179  Allyn 
1928  Kalin,  Jacob  Isaac,  725  Asylum  Ave. 

1933  Kardys,  John  Albert,  487  Main 
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1935  Karotkin,  Robert  Harold,  816  Albany  Ave. 

1935  Kaschmann,  Joseph,  42  Asylum 
1937  Katz,  Dewey,  99  Pratt 

1924  Katz,  Henry,  750  Main 

1941  Katzman,  Samuel  Sidney,  11  Asylum 

1926  Keefe,  George  Gregory,  30  Sisson  Ave. 

1934  Keefe,  Raymond  Starkey,  272  Franklin  Ave. 

1934  Keefe,  Walter  Joseph,  30  Sisson  Ave. 

1908  Keith,  Albert  Russell,  50  Farmington  Ave. 

1920  Kelly,  Claude  Currie,  179  Allyn 

1930  Kendall,  Ralph  Emerson,  20  South  Hudson 

1927  Kilbourn,  Austin,  1039  Asylum  Ave. 

1920  Kilbourn,  Joseph  Birney,  36  Pearl 

1906  Kingsbury,  Isaac  William,  125  Trumbull 
1941  Kinley,  John  William,  200  Retreat  Ave. 

1937  Kleiman,  Abraham  Ober,  750  Main 

1932  Klein,  Abraham  Arthur,  509  Farmington  Ave. 

1925  Knowlton,  Millard,  165  Capitol  Ave. 

1930  Kunkel,  Frederick  Earle,  179  Allyn 

1941  Lamoureaux,  Eugene  Edward,  165  Capitol  Ave. 

1901  Lampson,  Edward  Rutledge,  175  North  Beacon 

1938  *Lampson,  Rutledge  Starr,  179  Allyn 

1913  Landry,  Arthur  Bernard,  50  Farmington  Ave. 

1926  Landry,  Benedict  Bernard,  50  Farmington  Ave. 

1940  * Lankin,  Joseph  John,  525  Main 

1943  Lapenta,  Rocco  George,  1207  Albany  Ave. 

1929  Larrabee,  John  Whitfield,  650  Main 
1920  Leichner,  William,  66  Farmington  Ave. 

1942  1 enehan,  John  Richard,  683  Asylum  Ave. 

1933  Levin,  Albert  Eliot,  242  Trumbull 

1942  Levin,  Charles  Alec,  854  Asylum  Ave. 

192  s I evine,  Sinclair  Simcha,  54  Church 

1936  Lewis,  Samuel  Donald,  1168  Albany  Ave. 

1937  Lischner,  Moses  David,  75  Pearl 

1934  Little,  Milton  Frederick,  49  Pearl 

1915  Locke,  Harry  Leslie  Franklin,  179  Allyn 

1941  *Lowell,  William  Holbrook,  Jr.,  580  Asylum 
1923  Lubv,  Thomas  John,  410  Asylum 

1913  Madden,  Leon  Irving,  50  Farmington  Ave. 

1919  Maislen,  Samuel,  2138  Main 

1931  Mancoll,  Morris  Max,  242  Trumbull 

1943  Marinaro,  Nicholas  Anthony,  Cedarcrest 

1932  Marranzini,  Samuel,  763  Albany  Ave. 

1930  McClellan,  Wilbert  Ernest,  75  Pearl 
1898  McCook,  John  Butler,  390  Main 

1926  McCormack,  Christopher  Joseph,  50  Farmington  Ave. 

1928  *McCrann,  Donald  Joseph,  50  Farmington  Ave. 

1 9-*,4  McDermott,  John  Francis,  750  Main 

1933  McGrath,  John  Francis,  663  Maple  Ave. 

1934  McLean,  John  Joseph,  650  Main 

1932  *McLellan,  Philip  Garretson,  683  Asylum  Ave. 

1935  * McNulty,  Terence  Francis,  21  Sisson  Ave. 

1907  McPartland,  Patrick  Farrell,  410  Asylum 

1916  McPherson,  Sidney  Horace,  4 Atwood 

1932  Middlebrook,  Louis  Francis,  Jr.,  689  Asylum  Ave. 

1916  Miller,  James  Raglan,  179  Allyn 

1933  Mirabile,  Charles  Samuel,  179  Allyn 

1938  *Montano,  Charles  Carl,  525  Main 

1937  *Montano,  Rocco  Anthony,  242  Trumbull 

1909  Morrissey,  Michael  Joseph,  18  Asylum 

1929  Morse,  Lyman  Rogers,  Cedarcrest 

1939  *Moxness,  Bennie  Arthur,  165  Capitol  Ave. 

1927  Moylan,  Thomas  Patrick,  50  Farmington  Ave. 

1930  Moyle,  Henry  Brown,  79  Farmington  Ave. 

1942  *MulvilIe,  Maurice  Francis,  214  Franklin  Ave. 

193  5 * Murphy,  Thomas  Francis,  619  Park 
1897  Naylor,  James  Henry,  1 Main 

1938  *Neidlinger,  William  James,  576  Farmington  Ave. 


1926  Oberg,  Frank  Thorwald,  30  Farmington  Ave. 

1942  O’Brien,  Henry  Rust,  165  Capitol  Ave. 

1923  O’Connell,  John  Francis,  865  Park 

1928  O’Connell,  Maurice  Francis,  50  Farmington  Ave. 

1902  O'Flaherty,  Ellen  Pembroke,  140  Main 

1928  Ogden,  Ralph  Trafton,  179  Allyn 

1931  Olmstead,  John  Gerald  Maurice,  404  Farmington  Ave. 

1937  O’Neil,  Charles  William,  18  Asylum 

1921  Osborn,  Stanley  Hart,  165  Capitol  Ave. 

1927  Osmond,  Robert  Hunter,  50  Farmington  Ave. 

1938  *Padula,  Vincent  Domenica,  1210  Broad 
1933  Paladino,  Joseph  Salvator,  300  Franklin  Ave. 

1919  Parker,  John  Woodcock,  84  Forest 

1926  Partridge,  Winthrop  Prescott,  403  Farmington  Ave. 
1938  *Peacock,  Albert  Upham,  576  Farmington  Ave. 

1933  Phelps,  Maxwell  Overlock,  576  Farmngton  Ave. 

1937  Phelps,  Paul  Stetson,  State  Tuberculosis  Commission, 

165  Capitol  Ave. 

1929  Pike,  Maurice  Aditchell,  179  Allyn 

1943  * Preston,  Thomas  Raymond,  133  North  Quaker  Lane 

1934  Priddy,  Foster  Eugene,  30  Farmington  Ave. 

1936  Quarrier,  Sidney  Sayre,  576  Farmington  Ave. 

1923  Radin,  Morris  Jacob,  36  Pearl 

1928  Radom,  Myron  Michael,  242  Trumbull 
1923  Rankin,  Bertrand  Fred,  57  Pratt 

1913  Reardon,  William  Francis,  750  Main 
1934  Reidy,  David  Dillon,  750  Main 

1927  Resnisky,  Andrew  Francis,  57  Pratt 

1928  Reynolds,  Harry  St.  Clair,  410  Asylum 
1916  Reynolds,  Harry  Stephen,  18  Asylum 

1930  Reynolds,  Robert  Gardner,  179  Allyn 

1922  Roberts,  Douglas  James,  179  Allyn 

1932  Robinson,  Albert  James,  55  Elm 

1940  Roche,  Arthur  F.,  50  Farmington  Ave. 

1934  Rollins,  Henry  Brock,  140  Garden 

1932  Romaniello,  Rocco  John,  415  Hillside  Ave. 

1909  Rooney,  James  Francis,  410  Asylum 

1936  Rosenbaum,  George  Jonas,  647  New  Britain  Ave. 

1938  Rosenthal,  Ernest,  18  Asylum 

1935  Roth,  Frank  Edward,  650  Main 
1907  Rowley,  Robert  Lee,  79  Elm 

1921  Russell,  George  Gardiner,  1.79  Allyn 

1936  *Ryan,  Francis  James,  63  Webster 
1926  Salvin,  Benjamin  Lloyd,  242  Trumbull 
1932  Samponaro,  Nicholas,  650  Main 

1937  *Sayers,  John  Joseph,  656  Park 

1923  St.  John,  Leopold  Albert,  25  Charter  Oak  Ave. 

1928  Scafarello,  Peter  Joseph,  410  Asylum 

1932  Schaefer,  Abraham  Maurice,  262  Maple  Ave. 

1934  Schuman.  David  Harold,  909  Albany  Ave. 

1940  *Scoville,  William  Beecher,  179  Allyn 

1922  Scudder,  Winthrop  Davis,  179  Allyn 

1932  *Seibert,  Alfred  Frank,  700  Alain 
1942  Serbin,  Aaron  Frederick,  99  Pratt 

1920  Shafer,  Alexander  Samuel,  68  Pratt 

1928  Shaw,  George  Hammil,  700  Main 

1920  Shea,  Daniel  Edward,  137  North  Whitney 

1933  *Shulman,  Davis,  Nathaniel,  422  Farmington  Ave. 

1940  *Shupis,  Anthony,  Jr.,  444  Park 
1932  Sigal.  Jacob  Bernard,  99  Pratt 

1936  Slossburg,  David  Seymour,  541  Park 
1942  Smith,  Hueji  Allen,  179  Allyn 

1939  *Smith,  Wilson  Fitch,  576  Farmington  Ave. 

1937  *Sneidman,  George  Irving,  18  Asylum 

1929  Snelling,  Pinckney  Welch,  179  Allyn 
1937  Spekter,  Louis,  165  Capitol  Ave. 

1921  Spillane,  Bernard,  30  Farmington  Ave. 

1941  Sponzo,  James  Joseph,  3 Webster 
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1927  Standish,  Erland  Myles,  179  Allyn 

1897  Standish,  James  Herbert,  665  Asylum  Ave. 

1931  *Standish,  Welles  Adams,  665  Asylum  Ave. 

1905  Starr,  Robert  Sythoff,  179  Allyn 

1930  Steincrohn,  Peter  Joseph,  705  Asylum  Ave. 

1930  Stephenson,  Charles  Wattles,  179  Allyn 

1903  Storrs,  Eckley  Raynor,  179  Allyn 
1923  Storrs,  Ralph  Warren,  179  Allyn 

1923  Stoughton,  Dwight  Harold,  247  South  Whitney 

1907  Swan,  Horace  Cheney,  Trinity  College 
1914  Sweet,  John  Henry  Throop,  Jr.,  179  Allyn 

1905  Swett,  Paul  Plummer,  4 Atwood 

1932  Talbot,  Henry  Pierce,  165  Capitol  Ave. 

1930  *Taylor,  Andrew,  179  Allyn 

1906  Taylor,  Maude  Winifred,  914  Asylum  Ave. 

1939  Tennant,  Robert,  Hartford  Hospital 

1922  Thompson,  Hartwell  Greene,  179  Allyn 
1942  Tombari,  Seraphino  Paul,  Cedarcrest 

1938  *Tonken,  Louis  Clarence,  485  Farmington  Ave. 

1938  *Tovell,  Ralph  Moore,  20  South  Hudson 

1930  *Townsend,  Wilmot  Charles,  50  Farmington  Ave. 
1912  Truex,  Edward  Hamilton,  99  Pratt 

1942  *Truex,  Edward  Hamilton,  Jr.,  99  Pratt 

1908  Tuch,  Morris,  99  Pratt 

1907  Turbert,  Edward  Joseph,  703  Asylum  Ave. 

1937  *Unsworth,  Arthur  Charles,  179  Allyn 

1933  Urrichio,  Joseph  George,  260  Wethersfield  Ave. 

1908  Vail,  George  Francis,  36  Pearl 

1923  VanKleeck,  Euen,  700  Adain 

1904  VanStrander,  William  Harold,  179  Church 
1926  VanWart,  William  Haley,  650  Main 

1917  Vernlund,  Carl  Frithiof,  179  Allyn 

1921  Vershbow,  Nathan,  28  Sisson  Ave. 

1914  Wate,  Robert  Lester,  68  Pratt 

1932  Wallace,  Charles  Kenneth,  700  Main 

1937  Walton,  Loftus  Linwood,  179  Allyn 

1932  Warring,  Howard  Lewis,  1756  Adam 

1934  Weiner,  Julius  Gills,  750  Main 

1931  *Weisenfeld,  Nathan,  608  Blue  Hills  Ave. 

1936  Weissenborn,  Walter,  50  Farmington  Ave. 

1907  Welch,  Thomas  Francis,  50  Farmington  Ave. 

1920  Weld,  Stanley  Burnham,  179  Allyn 

1916  Wells,  Donald  Breckinridge,  580  Asylum 

1922  Wentworth,  John  Alexander,  50  Farmington  Ave. 

1924  Whalen,  Edward  Joseph,  750  Adain 

1938  *Whitcomb,  Benjamin  Bradford,  179  Allyn 
1938  * White,  Benjamin  Vroom,  179  Allyn 

1942  Whiting,  Richard  Charles,  700  Main 

1933  Whitty,  Charles  Aloysius,  Cedarcrest 
1907  Wiedman,  Otto  George,  179  Allyn 

1931  Wienski,  John  Casimer,  502  Park 

1930  * Wilson,  William  Augustus,  683  Asylum  Ave. 

1941  Wineck,  Adorris  Samuel,  66  Farmington  Ave. 

1904  Witter,  Orin  Russell,  179  Allyn 

1933  Wood,  Frank  Oliver,  576  Farmington  Ave. 

1934  Woodford,  Chester  North,  703  Asylum  Ave. 

1916  Worthen,  Thacher  Washburn,  179  Allyn 
1922  Wright,  William  Witter,  700  Main 

1932  Wulp,  George  Adolf,  50  Farmington  Ave. 

1912  Yergason,  Robert  Moseley,  50  Farmington  Ave. 

1938  Young,  William  Greenhill,  200  Retreat  Ave. 

1028  Zariphes,  Constantine  Argyros  Paleslogos,  96  Adain 
1934  Zeman,  Bumhardt,  983  Adain 

MANCHESTER 

1931  Aiken,  Sidney,  489  Adain 
1924  Boyd,  Howard,  935  Main 

1939  *Conlon,  William  Linas,  15  Adain 

1940  *Diskan,  Albert  Elmer,  869  Main 


1936  Keeney,  Robert  Raymond,  Jr.,  791  Adain 

1925  Knapp,  Robert  Phineas,  147  Hartford  Rd. 

1941  Segal,  Jacob  A.,  647  Alain 

1937  *Sunquist,  Alfred  Bernhardt,  843  Adain 
1936  *Zaglio,  Edmond  Robert,  12  Myrtle 

South  AdANCHESTER 

1926  Caldwell,  David  Adanchester,  935  Adain 

1926  Friend,  Amos  Edgar,  935  Main 

1927  Higgins,  Edwin  Carlton,  875  Adain 

1921  I.undberg,  George  Albin  Ferdinand,  755  Ma'n 
1916  Adoore,  Demarquis  DeCasso  Ye  Rujo,  689  Main 
1930  Adoriarty,  Adortimer  Emmett,  905  Main 

NEAV  BRITAIN 

1932  Benoit,  Raoul  Joseph,  51  Cedar 

1934  Bernstein,  Dwight  J.,  55  West  Adain 

1930  Blogoslawski,  Walter  Joseph,  419  Adain 
1909  Bodley,  George  Houghton,  155  West  Main 

1935  Bristol!,  Donald  Andrews,  55  West  Adain 

1940  *Buccheri,  Francis  Salvatore,  419  Adain 

1927  Buol,  Robert  Stanley.  99  West  Main 

1935  Chalmers,  Harriet  Elizabeth,  45  Walnut 
1926  Chernaik,  Samuel  Julius,  300  Adain 

1913  Cooley,  Clifton  Mather,  44  South  High 
1939  Daley,  Louis  William,  99  West  Main 

1938  Dalton,  George  Henry,  99  AVest  Adain 

1931  Darrow,  John  Edward,  55  West  Adain 

1928  Donnelly,  Stephen  Patrick,  55  W.  Main 

1941  Dorian,  George  David,  300  Adain 

1941  *Dorian,  Neshon  Edward,  300  Adain 
1934  Dray,  Edward  Joseph,  259  Main 

1915  Dunn,  George  Washington,  55  West  Adain 

1942  Eisenberg,  Sidney  Edwin,  55  West  Adain 

1936  Enander,  Fred  Conrad,  25  Arch 

1922  Flanagan,  AVilliam  Francis,  55  West  Adain 
1931  Geeter,  Isadore  Stolper,  92  Grand 

1941  * Goldschmidt,  Myer,  300  Main 

1921  Grant,  Arthur  Sheldon,  55  West  Adain 

1937  Hart,  Carl  Jay,  259  Adain 
1930  Kalett,  Joseph,  99  West  Adain 
1924  Kinsella,  Adichael  Allen,  52  Adain 

1942  *Kraszewski,  Henry  Walter,  55  West  Adain 
1926  Lekston,  Roman  Francis,  197  West  Main 
1930  Adatteis,  Joseph  Theodore,  55  AVest  Adain 

1939  AdcMahon,  George  William,  272  Adain 

1934  Adichalowski,  Valerian  Stanislaus,  489  Adain 

1937  * Miller,  Harry  Bernard,  81  AVest  Main 

1935  Moorad,  Philip  Jacob,  55  West  Main 

1923  Adouradian,  Marion  Garoudy,  87  Prospect 

1940  *Nevulis,  Anthony  Victor,  140  Main 

1938  Orbach,  Egmont  Julius,  81  West  Adain 

1939  Paolillo,  Charles  Gerald,  99  West  Main 
1938  Parlato,  Harry  Anthony,  55  AVest  Adain 

1938  Perakos,  George  Peter,  300  Adain 

1939  *Pola,  William  Edward,  99  West  Main 
1930  * Pullen,  Richard  Woollard,  55  AVest  Adain 

1936  Resnik,  Edward,  1 66  Main 

1940  Rosahn,  Paul  Dolin,  New  Britain  Hospital 

1930  Schechtman,  Charles  Theodore,  81  AVest  Adain 

1931  Schupack,  Samuel  David,  99  West  Main 
1938  Scully,  Roger  Tehan,  55  West  Main 
1930  Slysz,  Ladislaus  Bernard,  247  AATst  Adain 
1928  Smith,  Vincent  Joseph,  55  West  Main 
1936  Squillacote,  Vincent  Joseph,  33  South  High 
1938  Sullivan,  Charles  Noyes,  55  AVest  Adain 

1940  Tisher,  Paul  AVinslow,  99  AVest  Main 
1935  Tokarczyk,  John  Joseph,  32  North 

1941  *Trapp,  Francis  W.,  55  West  Adain 
1928  AVaskowitz,  David,  81  West  Main 
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1934  Watson,  William  James,  272  Main 

1932  White,  John  Cowles,  New  Britain  Hospital 

NEWINGTON 

1942  Freeman,  John  Jay,  1100  Afain 
1934  Sills,  Theodore  Hopkins,  866  Main 

PLAINVILLE 

1878  Bull,  John  Norris,  57  Whiting 
1931  Cook,  George  Francis,  4 East  Main 

1931  Frost,  Lawrence  Hubbard,  98  West  Main 

1934  Afenousek,  Joseph  Albert,  14  East  Main 
1938  Tortolani,  Aresto  Peter,  75  East  Main 

PLANTSVILLE 

1937  Connor,  George  Michael,  772  South  Main 
ROCKY  HILL 

1943  * Greene,  Gerald  Gabried,  Veterans  Hospital 

1940  Kelley,  Newell  Raymond,  23  Riverview  Rd. 

1904  Moser,  Oran  Alexander,  Elm 

1937  *Twaddle,  Paul  Holmes,  7 Elm 

SIMSBURY 

1941  *Fuller,  Roger  Holden,  Post  Office  Bldg. 

1925  Murphy,  Owen  Lee,  Weatogue 

1932  Stretch,  James  Edison,  Hopmeadow 

SOUTHINGTON 

1935  Dudac,  Thomas  William,  9 Center 

1933  Gura,  George  Michael,  22  Main 

1935  Nagle,  William  Thomas,  23  Woodruff 

1929  Simmons,  Eric  Melville,  93  Main 

1929  Thalberg,  Reuben  Edward,  32  North  Main 

SUFFIELD 

1938  *Coates,  Stephen  Paul,  328  Main 

1929  Levy,  William,  339  Main 

1930  Upson,  William  Hart,  394  Main 

UNIONVILLE 

1937  Dunne,  Edward  Patrick,  Main 
1941  O’Connell,  Enos  Joseph,  60  Main 

WEST  HARTFORD 

1937  * Andrews,  Egbert  Morrill,  18  Four  Mile  Rd. 

1903  Brainard,  Clifford  Brewster,  10  Mountain  View  Drive 

1931  *Case,  Edward  Percy,  28  Brunswick  Ave. 

1905  Clifton,  Harry  Colman,  P.  O.  Box  18 
1896  Cochran,  Levi  Bennett,  15  Golf  Rd. 

1932  Crawley,  George  Andrew,  330  Park  Rd. 

1928  Cushman,  Laurence  Arnold,  23  South  Main 
1922  Davis,  James  Edward,  1961  Boulevard 

1910  Denne,  Thomas  Harmon,  39  North  Main 
1932  Filson,  Ralph  Marshall,  54  Crestwood  Rd. 

1926  Glazier,  J.  Raymond,  26  Sequin  Rd. 

1939  Gray,  Albert  Stanley,  1271  Farmington  Ave. 

1930  Griggs,  John  Bolter,  38  Orchard  Rd. 

1913  Harrington,  Amos  Thomson,  31  Foxcroft  Rd. 

1939  *Hollinhead,  Joseph  Bentley,  1018  Farmington  Ave. 
1941  *Johnson,  Paul,  678  Farmington  Ave. 

1932  Lundborg,  Francis  Ludwig,  31  North  Alain 
1935  * Martin,  John  Garthwaite,  7 South  Main 
1939  *Murphy,  Thomas  Denis,  957  Farmington  Ave. 

1930  *Parshley,  Philip  Ford,  20  South  Quaker  Lane 
1937  ^Rogers,  Frederick  Peckham,  783  Farmington  Ave. 
1924  Root,  Maurice  Timothy,  51  North  Main 
1935  Root:,  Sophie  Andrews,  51  North  Afain 
1910  Rowley,  John  Carter,  17  Colony  Rd. 


1920  Schaefer,  Jacob,  787  Farmington  Ave. 

1941  'Shull,  John  Coulter,  735  Farmington  Ave. 

1901  Smith,  Earl  Terry,  Sunset  Farm 

1935  Standish,  Hilda  Crosby,  Greenridge  Lane,  Sunset 

Farm 

1936  *Stewart,  Lester  Quentin,  69  South  Main 

1941  *Sullivan,  Arthur  Bland,  15  Bainbridge  Rd. 

1937  *Tait,  Arthur  Alfred,  333  Park  Rd. 

1921  Thenebe,  Carl  Leonard,  720  Farmington  Ave. 

1942  Wells,  Jean,  1018  Farmington  Ave. 

1934  * Winters,  John  Thomas,  3 South  Afain 

Elmwood 

1941  Sewall,  Sydney,  1700  New  Britain  Ave. 

WETHERSFIELD 

1938  *Carvey,  Edward  Vincent,  121  Broad 

1933  Howard,  Harold  Amasa,  330  Afain 

1938  Lewis,  Henry  Rvle,  382  Ridge  Rd. 

1927  *Smith,  William  Bowers,  91  Center 

1935  Stempa,  Henry,  504  Wolcott  Hill  Rd. 

1932  Storms,  William  Frederick,  147  Main 
1940  Warren,  Henry  Stanley,  184  Afain 

WINDSOR 

1930  AfacCready,  William  Harold,  38  Elm 

1939  *Afonacella,  John  Afanilla,  18  Elm 
1924  Pratt,  Aaron  Paul,  253  Broad 

WINSDOR  LOCKS 

1921  Coyle,  Anna  Elizabeth  Afulheron,  16  Church 
1937  Coyle,  Bruce  James,  2 Chestnut 

OUT  OF  COUNTY 

1942  Brackin,  John  Tudor,  Jr.,  Hines  Hospital,  Hines, 

Illinois 

1 9 1 1 Cobb,  Albert  Edward,  Canaan 

1937  *Fagan,  Francis  Xavier,  35  Herkimer,  Waterbury 

1934  Horning,  Benjamin  Graham,  1790  Broadway,  N.  Y.  C. 
1942  *Lacava,  John  James,  Columbia  Hospital  for  Women, 

AVashington,  D.  C. 

1928  Afahoney,  Daniel  F.  C.,  P.  O.  Box  908,  Palm  Springs, 

Calif. 

1939  Phillips,  Paul  Lange,  Lt.  AfC-USNR,  Dispensary, 

Norfolk,  Va. 

1902  Purinton,  Charles  Oscar,  U.  S.  Veterans  Hospital, 

Sunmount,  N.  Y. 

1940  *Silver,  Gershon  Benjamin,  Fort  Wright,  L.  I.,  N.  Y. 
1923  Walker,  William  Hastings,  Newtown 

1942  *Weigle,  Luther  Alan,  Jr.,  142  Cold  Spring,  New  Haven 

Litchfield  County  Association 

President:  Richard  J.  Lawton,  9 North  Main  St.,  Terryville 
Vice-President:  Arthur  H.  Jackson,  Washington 
Secretary -Treasurer:  W.  Bradford  Walker,  Cornwall 
Councilor:  Charles  H.  Turkington,  On-the-Green,  Litch- 
field 

Annual  Meeting,  Fourth  Tuesday  in  April 
Semi-Annual  Afeeting,  First  Tuesday  in  October 

CORNWALL 

1940  *Walker,  Robert 

1922  Walker,  Wilmarth  Bradford 

Cornwall  Bridge 

1931  Evarts,  Josephine,  Warren  Rd. 

LITCHFIELD 

1921  Childs,  Albert  Ewing,  West 
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1942  Downs,  Elinor  Fosdick,  East 
1942  * Downs,  Roger  Sherman,  East 

1935  Kilgus,  John  Frank,  Jr.,  80  West 

1910  Turkington,  Charles  Elenry,  On-the-Green 
1896  Warner,  Charles  Norton,  North 
1939  Warner,  Charles  Norton,  Jr.,  North 

1936  *Wray,  Edward  Halloway,  Jr.,  Torrington  Rd. 

NEW  HARTFORD 

1937  Ashley,  Homer  Champion,  Main 

1942  Markwald,  Heinz  Wolfgang,  Steele  Rd. 

NEW  MILFORD 

1938  Day,  Rupert  F. 

1938  Ignace,  Stephen  James,  40  Church 
1938  Stevens,  Floward  Granson 

NORFOLK 

1937  Barstow,  Richard  Iddings,  The  Village  Green 

1934  Ursone,  Frank  Domenico,  Greenwoods  Rd.,  W. 

NORTH  CANAAN 
Canaan 

1929  Adam,  Forbes  Sampson 

1935  Eliott,  John  Richard 
1924  Sellew,  Robert  Cowan 

1938  Sellew,  Richard  Cowan,  Jr. 

PLYMOUTH 

Terryville 

1913  Lawton,  Richard  John,  9 North  Main 

1939  Wilcox,  Lloyd  Mather,  19  Maple 

SALISBURY 

Lakeville 

1943  Mackay,  William  D. 

1923  Peterson,  Clark  Kimball 

1936  Wieler,  Harry  Julius,  Hotchkiss  School 

SHARON 

1904  Chaffee,  Jerome  Stuart,  Sharon  Hospital 
1942  Gudernatch,  Gert  Steuerwald 

THOMASTON 

1938  Atha,  Henry  George,  44  Union 

1903  Hazen,  Robert,  45  Union 

1910  Kane,  James  Hugh,  205  South  Main 

1922  Wight,  Winfield  Emmons,  24  Goodwin  Court 

TORRINGTON 

1898  Barker,  Abram  James,  216  Main 

1937  Bienkowski,  Joseph  George,  40  Adain 
1898  Carlin,  Charles  Henry,  236  Alain 

1930  Danaher,  Thomas  Joseph,  106  Litchfield 

1938  Dobbs,  William  G.  H.,  24  Church 

1935  Garston,  Louis  Edward,  49  Alain 

1931  Giobbe,  Michael  Fidward,  24  East  Alain 

1936  Goldberg,  Isadore  Solomon,  5 Water 
1908  Hanchett,  Harry  Bigelow,  51  Alain 
1936  Hill,  Emerson  Stanley,  51  Alain 

1941  Hubert,  Gilbert  Richard,  24  Church 
1917  * Kennedy,  William  Clement,  106  Main 
1938  Kott,  Joseph  Henry,  18  Pearl 
1936  LoRusso,  Domenico  Leonardo,  40  Alain 
1938  *Murcko,  William  John,  497  Main 

1923  Oelschlegel,  Herbert  Charles,  19  Alaiden  Lane 
1923  Polito,  Frank  Leonard,  16  Litchfield 


1887  Pratt,  Elias,  27  Daycoeton  PI. 

1942  Riendeau,  Fernand  Maurice,  30  Adason 
1942  Riendeau,  Pauline  Laure,  30  Adason 
1936  *Sutherland,  Francis  Alexander,  24  Mason 
1917  Thomson,  Thomas  Leonard,  24  Adason 
1898  Wadhams,  Sanford  Hosea,  908  Main 
1942  Wallach,  Gert  Ad.  K.,  382  Prospect 
1917  Weed,  Floyd  Albert,  199  Main 

WASHINGTON 
1927  Jackson,  Arthur  Hartt 
1908  Wersebe,  Frederic  William 

WATERTOWN 
1936  Cleary,  Harold  John,  Main 
1897  Loveland,  Ernest  Kilborn,  48  North 
1922  Adartin,  James  Smith 

1936  *Meyers,  Royal  Abbott,  162  Adain 
1919  Reade,  Edwin  Godwin,  429  Main 

1937  *Reichenbaeh,  Frank,  429  Adain 

WINCHESTER 

WlNSTED 

1938  Baker,  Philip  George,  442  Main 

1936  *Cornelio,  Farncis  Joseph,  153  Adain 
1933  Derwin,  James  Joseph,  350  Main 
1915  English,  Chester  Ferrin,  64  Adain 

1937  *Gallo,  Francis,  384  Main 

1927  Herman,  Donald  Warner,  486  Adain 
1936  *Levy,  Aaron,  384  Main 

1912  Reidy,  Maurice  Joseph,  350  Main 
1922  Sanderson,  Roy  Voter,  570  Main 

WOODBURY 

1913  Allen,  Howard  Sanford 

NORTH  WOODBURY 
1940  *Adarkle,  Raymond  Dunsmore,  Pleasant 

OUT  OF  COUNTY 

1938  Bruyere,  Paul  Tulane,  4621  Q.  St.,  N.  W.,  Washing- 

ton, D.  C. 

1939  *La  Taif,  C.  George,  96  Park  Ave.,  Danbury 

1938  *Orlowski,  Andrew  Williams,  115  Brooklyn,  Rockville 
1881  Platt,  William  Logan,  State  Hospital,  P.  O.  Box  476, 
Norwich 


Middlesex  County  Association 

President:  Walter  N.  Nelson,  76  Main  St.,  Cromwell 
Vice-President:  Louis  Loffredo,  77  Crescent  St.,  Middletown 
Secretary:  Frank  H.  Couch,  Cromwell  Hall,  Cromwell 
Councilor:  Charles  Russman,  Box  361,  Middletown 
Annual  Adeeting,  Second  Thursday  in  April 
Semi-Annual  Adeeting,  Second  Thursday  in  October 

CHESTER 

1941  Callender,  Eugene  Frederick,  Drawer  F 
1935  *Lieberman,  David  Leonard 

1942  Owen,  Philip  Stanley,  Parker’s  Pt. 

CLINTON 

1937  *Rindge,  Norman  Pember,  20  Commerce 
1935  Stone,  Harry  Russell,  67  West  Adain 

CROAdWELL 

1934  Couch,  Frank  Hallock,  Cromwell  Hall 
1934  Couch,  Adildred  Warden,  Cromwell  Hall 
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1940  Grant,  Richard  Francis,  221  Main 
1928  Nelson,  Walter  Nathaniel,  76  Adain 

1925  Pierson,  Emily  Miller,  107  Main 

DURHAM 

1940  Sherwood,  Henry,  Main 

EAST  HADDAM 

1924  Crook,  Joseph  Bruce,  P.  O.  Box  No.  133 

Moodus 

1935  Horsefield,  Thomas  Earl,  P.  O.  Box  40 

EAST  HAMPTON 

1936  Gardner,  Norman  Homer 
1934  Soreff,  Louis,  15  Main 

ESSEX 

1942  Ames,  William  Gard 

1903  Bradeen,  Frederick  Barton,  P.  O.  Box  No.  221 
1942  * Hansen,  Paul  Scott,  King’s  Comer 

MIDDLETOWN 

1942  *Apuzzo,  Anthony  Albert,  Connecticut  State  Hospital 
1933  *Beauchemin,  Joseph  Adelard,  Connecticut  State  Hos- 
pital 

1941  * Buckley,  Willard  Emrich,  Middlesex  Hospital 

1937  * Calhoun,  Hazen  Albert,  Jr.,  647  Main 

1926  Chase,  Carl  Clarence,  121  Main 

1928  Compson,  Florence  Eberly  Mentzer,  Connecticut  State 
Hospital 

1924  Craig,  George  Mansfield,  119  Main 

1942  Crampton,  Clair  Beebe,  363  Main 
1912  Fauver,  Edgar,  327  High 

1933  Fekety,  Stephen  Henry,  675  Main 

1921  Felt,  Paul  Revere,  Connecticut  State  Hospital 
1900  Fisher,  Jessie  Weston,  28  Crescent 

1927  Frank,  Harry  Selig,  144  Washington 
1937  Geek,  Otto  Francis,  Box  361 

1931  *Gissler,  Norman  Edwin,  164  Court 

1927  Grower,  Julius  Harry,  164  Court 
1920  Harvey,  Carl  Clifford,  119  Main 

1924  Joyce,  William  Michael,  121  Main 

1928  LaBella,  Louis  Oronato,  P.  O.  Box  417 

1920  Leak,  Roy  Lathen,  Connecticut  State  Hospital 

1942  Lindsay,  Marie  Strom,  Connecticut  State  Hospital 

1925  Loffredo,  Louis,  77  Crescent 

1929  Magnano,  Joseph,  100  Broad 

1940  McLeod,  Christie  Ellen,  28  Crescent 

1934  Adinor,  Lloyd  Wesley,  119  Main 

1941  *Adozzer,  Alexander  John,  Connecticut  State  Hospital 
1896  Murphy,  James,  101  Broad 

1939  Palmieri,  Mario  Lorenzo,  43  South  Main 

1928  Piasta,  Peter  Ferdinand,  602  Main 
1889  Potter,  Frank  Edward,  160  College 

1940  Powers,  John  T.  H.,  363  Main 

1943  Rafkind,  Abraham  Benjamin,  Adiddlesex  Hospital 
1934  Roccapriore,  Benjamin  Anthony,  504  Main 

1926  Russman,  Charles,  Connecticut  State  Hospital 

1942  *Simon,  Benjamin,  Connecticut  State  Hospital 

1929  Speight,  Harold  Edmund,  642  Main 

1943  Statham,  John  Claude,  Connecticut  State  Hospital 

1924  Sweet,  Alfred  Norton,  70  Crescent 
1933  Tracy,  Frederick  Erwin,  Old  Adill  Rd. 

1919  Van  Cor,  Chester  Arthur,  Connecticut  State  Hospital 

1942  Vinci,  Vincent  John,  256  William 

1933  Whiting,  Harry  St.  John,  Connecticut  State  Hospital 

1925  Wilder,  Ella  Annis,  80  South  Adain 

1943  Wilk,  Edward  Kennard,  Connecticut  State  Hospital 

1922  Wrang,  William  Emil,  294  Main 


OLD  SAYBROOK 

1941  Deming,  Nelson  Lloyd 

1905  Granniss,  Irwin,  P.  O.  Box  312 
1934  Greenberg,  Aaron,  Adain 

PORTLAND 

1942  Alexander,  Stanley  Joseph,  229  Adain 

1943  Meehan,  Marjorie  C.,  Elmcrest  Manor 

1938  Prout,  Edgar  Bacon,  48  Bartlett 
1941  ' Ryan,  V.  Gerard,  25  Marlborough 

1933  Schwartz,  Philip  Edward,  309  Main 

1934  AVaterman,  Chester,  Bartlett 

SAYBROOK 

Deep  River 

1939  Lobb,  Russell  Albert,  131  Adain 

1903  Pratt,  Arthur  Milton,  P.  O.  Box  477 
1932  *Tate,  William  James,  Elm 

OUT  OF  COUNTY 

1924  Holley,  Erving,  Brattlcboro  Retreat,  Brattleboro,  Ver- 
mont 

1904  Kingman,  James  Henry,  96  Everit,  New  Haven 

New  Haven  County  Association 

President:  Louis  H.  Nahum,  i 142  Chapel  St.,  New  Haven 
Vice-President:  Andrew  J.  Jackson,  20  East  Alain  St.,  Water- 
bury 

Secretary:  Ralph  E.  McDonell,  158  Whitney  Ave.,  New 
Haven 

Councilor:  Herbert  Thoms,  789  Howard  Ave.,  New  Haven 
Annual  Meeting,  Fourth  Thursday  in  April 
Semi-Annual  Meeting,  Fourth  Thursday  in  October 

ANSONIA 

1916  Aaronson,  Michael  S.,  410  Adain 

1937  Alu,  Anthony  F.,  290  Alain 

1935  *Blumenthal,  Edward  Jedediah,  88  Adain 

1938  Casagrande,  John  Joseph,  178  Adain 

1941  O’Neil,  William  Henry,  156  Main 
1907  Parmelee,  Edward  Kibbe,  50  Adain 
1932  Renehan,  John  Michael,  100  Alain 
1924  Senfield,  Alaxon  Adajor,  no  Adain 
1924  Steudel,  Henry,  88  Adain 

1924  Thomas,  John  Joseph,  290  Adain 

BEACON  FALLS 

1942  Tarbell,  Luther  Allen,  43  South  Circle 

BRANFORD 

1934  Blanchard,  Dana  Lincoln,  87  Main 
1931  *Bodie,  William  Joseph,  146  Montowese 

1940  Carpinella,  Michael  Joseph,  48  Kirkham 

1917  Gaylord,  Charles  AVoodward,  93  South  Adain 
1929  Levy,  Nathan,  94  Adain 

1916  McQueen,  Arthur  Samuel,  187  Montowese 

Pine  Orchard 

1919  Smith,  George  Milton 

CHESHIRE 

1911  Herr,  Edward  Albert,  Main 
1927  Lindsay,  Aderrill  Kirk,  Adaple  Ave. 

1923  Adoore,  Wilbur  John,  Maple  Ave. 

1940  *Neff,  William  Everett,  Jr.,  Main 

1939  Oxnard,  Edward  Warren,  Adaple  Ave. 
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DERBY 

1916  Baldwin,  Charles  Tomlinson,  74  Fourth 

1927  Burns,  George  Dewey,  272  Main 

1941  *D’Alessio,  Charles  Adagno,  18  Elizabeth 

1940  *D’Ambruoso,  Dominic  Charles,  3 Elizabeth 

1940  Dreher,  Samuel  Meyers,  282  Adain 

1910  Parlato,  Michael  Antonio,  270  Elizabeth 

1890  Pinney,  Royal  Watson,  116  Derby  Ave. 

1925  Rentsch,  Samuel  Burton,  61  Seymour  Ave. 

1940  Stygar,  Joseph  Stanislaus,  272  Adain 

1910  Treat,  William  Howard,  166  Adinerva 

EAST  HAVEN 

1940  Balletto,  Vincent,  535  Thompson  Ave. 

1940  Grenon,  Ovilda  Arzidas,  586  Thompson  Ave. 

1941  Lehndorff,  Peter,  265  Main 

1924  Taylor,  Robert  Mitchell,  578  Thompson  Ave. 

GUILFORD 

1941  *AdcGuire,  Frank  James,  29  Whitfield 
1916  Smith,  Frederic  DeWitt,  55  Park 

HAAdDEN 

1939  Boisvert,  Paul  Leo,  129  Ridge  Rd. 

1937  Case-Downer,  Muriel,  95  Wayland 

1936  Corey,  Walter  Van  Arsdale,  1188  Whitney  Ave. 

1926  Ematrudo,  Frederick  Roys,  1756  Whitney  Ave. 

1941  Grillo,  Vincent  James,  1324  Dixwell  Ave. 

1942  *Hersey,  Thomas  F.,  44  Park  Ave. 

1943  James,  George  R.,  25  Central  Ave. 

1942  Lawrence,  Edwin  Alunzo,  175  Treadwell 
1904  Lay,  Walter  Sidders,  2320  Whitney  Ave. 

1942  AdcKeon,  James  Joseph,  1828  Dixwell  Ave. 

1938  Parente,  Leonard,  126  Church 

1941  *Riccio,  Joseph  Salvatore,  1059  Dixwell  Ave. 

1927  *Slater,  Morris,  1100  Dixwell  Ave. 

1942  * Wilcox,  Frederick  C.,  157  Woodlawn 

MADISON 

1929  Hughson,  Donald  Thomas,  Boston  Post  Rd. 

1942  Hughson,  Frances  Gramling,  Boston  Post  Rd. 
1908  Rindge,  Milo  Pember,  Boston  Post  Rd. 

MERIDEN 

1934  Affinito,  Thomas,  128  West  Main 

1929  ^Campbell,  Sherbourne,  147  AVest  Main 

1928  Caplan,  Henry  27 14  AVest  Adain 

1939  Caplan,  Adax,  197  Cooke  Ave. 

1937  *Carey,  William  Clark,  61  Colony 
1924  Carroll,  William  Edward,  Undercliff 
1937  Cohen,  David  Jerome,  3 Colony 

1926  Conroy,  Michael  Joseph,  64  ‘4  East  Adain 

1939  de  La  Vergne,  Paul  Mason,  Undercliff 

1927  DeRosa,  Sylvester  Frank,  90  AVest  Main 

1930  Foster,  Edward  Wendell,  147  West  Main 

1940  Fox,  George  Graham,  147  West  Main 
1921  Gibson,  Cole  Blease,  Undercliff 

1929  *Hall,  William  Edward,  147  West  Main 

1941  *Katz,  Irving,  42  !4  East  Main 

1939  L’Heureux,  Jerome  Arthur,  93  East  Main 

1896  LaPointe,  John  William  Henry,  56 14  AVest  Main 

1939  *Liebow,  Averill  Abraham,  12  King 

1934  *Lirot,  Stephen  Leo  Robert,  53 14  AVest  Main 

1907  Lockwood,  Howard  DeForest,  248  East  Main 

1934  Mekrut,  Joseph  Anthony,  34/2  West  Main 

1928  Adills,  Bernard  Litchfield,  94  East  Main 
1934  Adisuk,  Joseph  Francis,  489  Broad 

1913  Adurdock,  Thomas  Patrick,  147  AVest  Adain 


1921  Otis,  Fessenden  Newport,  165  West  Adain 

1920  Otis,  Israel  Sabine,  165  West  Adain 
1932  Pennington,  Harry  Freeman,  455  Broad 

1937  Petrucelli,  Rocco  Joseph,  147  AVest  Main 
1931  Pierson,  Louis  A.,  199  West  Main 

1916  Quinlan,  Raymond  Vincent,  5 State 
1913  Smith,  David  Parker,  199  West  Main 
1942  Smith,  Edward  Rice,  199  West  Main 

1935  Solomon,  Charles  Isadore,  State  School  for  Boys  ' 
1940  Stoddard,  John  Elias,  119  West  Adain 

1934  *Strickland,  Harold,  128  West  Adain 

1931  Thompson,  Lawrence  Everett,  Undercliff 

1921  Tower,  Arthur  Augustus,  147  AVest  Main 

1936  Wan  Antwerp,  Lee  Douglas,  Undercliff 

1940  Van  Leuvan,  James  Sipple,  61  Colony 

1921  Wilson,  James  Alfred,  61  Colony 

AdlLFORD 

1938  Barney,  Walter  Edward,  186  Broad 

1932  Budau,  John  Harry  Diederichs,  741  East  Broadway 
1942  Davis,  George  Breed,  Adilford  Health  Department 
1913  Fischer,  William  John  Henry,  3 Lafayette 

1929  Geib,  Henry  Albert,  Zion  Hill  Rd. 

1928  Hyde,  Clinton  John,  157  Gulf 

1939  Lee,  Frank  Nelson,  56  Broad 

1941  *Stetson,  Charles  Greaves,  114  Broad 

1933  Stetson,  Harry  Warren,  114  Broad 

1940  Viola,  Carl  Philip,  2/2  Broad 

Devon 

1934  * Andrus,  Oliver  Burton,  531  Daytona  Ave. 

1941  Lee,  John  Ranks,  522  Colonial 

NAUGATUCK 

1941  Bluestone,  David  Harrison,  18  Hillside  Ave. 

1922  Duffy,  Vincent  Paul,  83  Adeadow 

1923  Hill,  William  Edward,  150  Adeadow 
1940  Kennedy,  Charles  Stephen,  175  Adeadow 

1936  Pine,  Clifford  Shepard,  181  Meadow 
1938  *Reilly,  Walter  John,  170  Adeadow 

1937  Towne,  Nehemiah  Alvarado,  19  Hillside  Ave. 

1926  * Williams,  Edward  Everett,  269  Church 

1942  Zonn,  Seymour  Israel,  131  Park  Ave. 

Union  City 

1940  *Tylec,  Leo  Louis,  359  North  Main 

NEAV  HAVEN 

1935  * Abbey,  Edward  Augustin,  255  Bradley 
1937  *Abrashkin,  Adortimer  Dick,  1187  Chapel 

1941  * Aiello,  Louis  James,  37  Adaple 

1921  Alderman,  Irving  Saunders,  204  Park 

1925  Allen,  Edward  Pratt,  27  Elm 

1902  Allen,  Millard  Filmore,  65  Dixwell  Ave. 

1893  Ailing,  Arthur  Nathaniel,  257  Church 
1932  Amatruda,  Frank  Gabriel,  542  Chapel 

1930  * Arnold,  Hermann  Bruno,  49  Dwight 
1916  Baldwin,  William  Pitt,  1226  Chapel 

1940  *Barald,  Fred  Charles,  487  Dixwell  Ave. 

1920  Barker,  Creighton,  258  Church 

1908  Barrett,  William  Joseph,  546  Chapel 
1896  Bartlett,  Charles  Joseph,  183  Bishop 

1936  *Bassin,  Alexander  Lewis,  789  Howard  Ave. 

1930  Batclli,  Clement  Francis,  161  Church 

1925  Battista,  Anthony  William,  111  Osborn  Ave. 

1934  *Bayne-Jones,  Stanhope,  310  Cedar 

1941  *Bearg,  Philip  Arnold,  Dept,  of  Health 

1909  Beck,  Frederick  George,  193'  York 

1926  Behan,  Edmund  Joseph,  1370  Chapel 
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1931  Benedict,  Mary  Kendrick,  85  Whitney  Ave. 

1940  *Berlowe,  Max  Llewellyn,  315  Whitney  Ave. 

1920  Berman,  Harry  Loring,  1142  Chapel 
1940  Biondi,  Benedict,  120  Blatchley  Ave. 

1939  * Bishop,  Courtney  Craig,  158  Whitney  Ave. 

1907  Blake,  Eugene  Maurice,  303  Whitney  Ave. 

1922  Blake,  Francis  Gilman,  789  Howard  Ave. 

1927  Blodinger,  Israel  Edward,  291  Whitney  Ave. 

1 91 1 Boardman,  Albertus  Kellogg,  441  Forbes  Ave. 

1922  Boardman,  Emma  Irene,  161  Church 
1926  Bodie,  John  Allen,  221  Columbus  Ave. 

1919  Breczfelder,  Karl  Benjamin,  315  Whitney  Ave. 
1935  Brody,  Bernard  Stephen,  303  Whitney  Ave. 

1940  *Brown,  Warren  Thompson,  333  Cedar 
1938  *Bruckner,  William  J.,  129  Whitney  Ave. 

1930  *Bumstead,  John  Henry,  256  Bradley 

1942  Bunting,  Henry,  310  Cedar 

1934  * Canfield,  Norton,  789  Howard  Ave. 

1928  Capecelatro,  Alfonso,  142  Columbus  Ave. 

1916  Carelli,  Genesis  Frank,  27  Elm 

1932  Celentano,  Luca  Eugene  Humbert,  115  Howe 

1943  Centrone,  Patrick  Anthony,  253  West  Carlisle 
1892  Cheney,  Benjamin  Austin,  265  Church 

1934  *Claiborn,  Louie  Nixon,  303  Whitney  Ave. 

1938  *Clarke,  Clement  Cobb,  158  Whitney  Ave. 

1935  Climo,  Samuel,  1172  Chapel 

1923  Cobey,  James  Francis,  1210  Chapel 
1922  Coffey,  James  Ryle,  216  Grand  Ave. 

1925  Cofrances,  Louis  William,  190  Winthrop  Ave. 
1904  Cohane,  Timothy  Francis,  400  Congress  Ave. 

1924  Cohen,  William,  1195  Chapel 

1917  Collins,  William  Francis,  66  Trumbull 

1921  Colwell,  Howard  Spencer,  129  Whitney  Ave. 

1914  * Comfort,  Charles  Williams,  Jr.,  27  Elm 

1931  Connolly,  Arthur  James,  59  Trumbull 
1914  Conte,  Harry  Albert,  5 Elm 

1939  Conte,  Mario  Gero,  334  Grand  Ave. 

1943  Conway,  David  Francis,  Jr.,  743  Winchester  Ave. 
1921  Cook,  Robert  Jay,  85  Whitney  Ave. 

1931  Corradino,  Charles  Louis,  516  Howard  Ave. 

1921  Creadick,  Abraham  Nowell,  79  Trumbull 

1936  Culotta,  Charles  Salvatore,  291  Whitney  Ave. 

1940  *Cutler,  Herman  Shepard,  425  Forbes  Ave. 

1924  Dallas,  Marion,  248  Bradley 

1935  * D’Amico,  Michael,  303  Whitney  Ave. 

1934  Darrow,  Daniel  Cady,  789  Howard  Ave. 

1939  *Davis,  Jachin  Boaz,  158  Whitney  Ave. 

1920  Dayton,  Arthur  Bliss,  129  Whitney  Ave. 

1942  de  Forest,  Gideon  Knapp,  256  Bradley 
1920  Deming,  Charles  Kenneth,  257  Church 

1922  Deming,  Clyde  Leroy,  789  Howard  Ave. 

1925  Dennehy,  William  James,  158  Whitney  Ave. 

1935  *D’Esopo,  Joseph  Nicholas,  789  Howard  Ave. 

1908  Diefendorf,  Allen  Ross,  121  Whitney  Ave. 

1940  DiStasio,  Frank,  434  Temple 

1943  Doff,  Simon  David,  Grace  Hospital 

1922  Duffy,  William  Core,  608  Whitney  Ave. 

1943  Durlacher,  Stanley  Henry,  294  Livingston 
1943  *Epstein,  Charles  j.,  265  Church 

1923  Errico,  Louis,  26  Elm 

1925  Evans,  Theodore  Schlosser,  59  Trumbull 
1943  Eveleth,  Malcoln  Standish,  789  Howard  Ave. 

1935  *Fenney,  Philip  William,  705  Dixwell  Ave. 

1913  Ferguson,  Robert  John,  59  College 

1941  *Feyder,  Samuel,  789  Howard  Ave. 

1942  Fiorito,  Joseph  Anthony,  303  Whitney  Ave. 

1929  Fiskio,  Peter  William,  307  Humphrey 

1914  Flynn,  Charles  Thomas,  41  Trumbull 
1929  Flynn,  Harold  Aloysius,  464  Dixwell  Ave. 


1940  Foley,  Francis  Edward,  588  Ferry 
1888  Foote,  Charles  Jenkins,  257  Church 

1929  Foster,  Lewis  Chandler,  256  Bradley 

1925  *Fox,  James  Charles,  Jr.,  789  Howard  Ave. 
1924  Freedman,  Barnett  Philip,  322  George 

1936  Freeman,  David,  60  Trumbull 

1940  *Friedman,  Irving,  315  Whitney  Ave. 

1937  Fry,  Clements  Collard,  109  College 

1941  *Fuldner,  Russell  Victor,  158  Whitney  Ave. 

1940  *Garofalo,  Mario  Louis,  258  Franklin 

1938  Geiger,  Arthur  Joseph,  789  Howard  Ave. 

1939  *Gendel,  Benjamin  Robert,  113  Sherman  Ave. 
1937  Gentile,  Angelo  Louis,  601  Chapel 

1920  Geraci,  Lucian  Arthur,  730  Whitney  Ave. 
1937  German,  William  John,  789  Howard  Ave. 

1941  Gerstl,  Bruno,  310  Cedar 

1923  Gettings,  James  Augustus,  209  Whalley  Ave. 

1924  Giamarino,  Henry  James,  532  Chapel 

1923  Giannotti,  Carl  Charles,  214  Lafayette 
1943  Gillson,  Reginald  Eric,  255  Bradley 

1926  Glazer,  Morris,  1204  Chapel 

1941  Godfried,  Adilton  Simons,  59  College 
1910  Goldberg,  Samuel  James,  43  Trumbull 
1941  Goldberg,  Samuel  James,  Jr.,  43  Trumbull 
1912  Goldman,  George,  201  Park 

1927  Goldstein,  Adorris,  451  George 

1935  Goldstein,  Richard  Moses,  333  Cedar 

1941  Granoff,  Adorris  Aaron,  419  Whalley  Ave. 

1924  Greenhouse,  Barnett,  107  Whitney  Ave. 

1927  Groak,  Joseph  Anthony,  145  Grand  Ave. 

1931  Grodin,  Herman  Wolmer,  840  Howard  Ave. 

1939  *Guida,  Francis  Paul,  107  Whitney  Ave. 

1941  Halpern,  Lena,  291  Whitney  Ave. 

1936  Hankin,  Adorris  Albert,  43  Trumbull 

1930  ^'Harris,  Benedict  Richard,  315  Whitney  Ave. 

1937  Harris,  Jesse  Samuel,  176  Dwight 

1931  Harrison,  Elizabeth  Ross,  255  Bradley 
1935  Hart,  James  Clement,  820  Elm 

1920  Harvey,  Samuel  Clark,  789  Howard  Ave. 

1937  ^Hathaway,  John  Seabury,  109  College 

1941  Heinemann,  Adartin,  107  Whitney  Ave. 

1916  Hendricks,  Albert  Ludwig,  26  Trumbull 
1907  Henze,  Carl  William,  466  Orange 

1925  Herrmann,  Julian  Bertram,  291  Whitney  Ave. 

1937  *Hess,  Orvan  Walter,  79  Trumbull 
1930  Higgins,  Joseph  John,  48  Dwight 

1922  Hillman,  Adaurice  Manuel,  115  Dwight 
1927  Hippolitus,  Jean  DeFrancis,  1447  Chapel 

1916  Hirata,  Isao,  1455  Chapel 

1943  Elodgkins,  Charles  Henry,  59  College 
1924  Howard,  Albert  Joseph,  432  Whitney  Ave. 

1935  Howard,  Marion  Edith,  789  Howard  Ave. 

1915  Hynes,  Frederick  Henry,  195  Church 
1914  Jack,  Gabriel  Joseph,  347  Orange 

1924  Jack,  John  Louis,  412  Orange 

1936  Jackson,  Edith  Banfield,  333  Cedar 
1943  Jaffe,  Samuel  A.,  Grace  Hospital 

1927  Jenkins,  Ralph  Hathaway,  59  College 
1933  Johnson,  Carl  Edward,  158  Whitney  Ave. 

1938  ^Jordan,  Robert  Hough,  59  Trumbull 

1937  Kahn,  Eugen,  333  Cedar 

1938  Kennard,  Adargaret  A.,  333  Cedar 

1942  Kirby,  Sam  Bartholomew,  620  Dixwell  Ave. 
1938  *Klatskin,  Gerald.  2 Lincoln 

1928  *Klebanoff,  Harry  Erwin,  1497  Chapel 

1917  Kleiner,  Simon  Bretzfelder,  315  Whitney  Ave. 

1940  *Koufman,  William  Bernard,  45  Trumbull 
1942  *Krosnick,  Gerald,  234  Ellsworth  Ave. 

1935  Krosnick,  Morris  Yale,  291  Whitney  Ave. 


ROSTER 


591 


1937  Kushlan,  Samuel  Daniel,  303  Whitney  Ave. 

1940  Latimer,  Marvin  Luther,  129  Whitney  Ave. 

1942  Laube,  Paul  Julius,  789  Howard  Ave. 

1936  Lavietes,  Paul  Harold,  789  Howard  Ave. 

1915  Lear,  Maxwell,  1172  Chapel 

1942  Leary,  Deborah  Cushing,  789  Howard  Ave. 

1935  Leddy,  Percy  Allen,  109  College 

1939  Lehman,  Edward  Burton,  1142  Chapel 
1923  Levin,  Hyman  Alexander,  1142  Chapel 

1920  Levy,  Daniel  Frederick,  1288  Chapel 
1905  Lewis,  Dwight  Milton,  169  Church 
1923  Lewis,  Robert  Morton,  52  Trumbull 
1911  Linde,  Joseph  Irving,  City  Hall 

1934  Lindskog,  Gustaf  Elmer,  789  Howard  Ave. 

1919  Little,  Herman  Clark,  303  Whitney  Ave. 

1927  Logan,  William  Joseph,  412  Whalley  Ave. 

1942  Lopatin,  Colman,  Grace  Hospital 

1942  Lowman,  Robert  Morris,  108  Livingston 

1926  MacCready,  Paul  Beattie,  442  Temple 

1927  Marshall,  Carter  Lee,  198  Dixwell  Ave. 

1928  Marvin,  Harold  Myers,  303  Whitney  Ave. 

1921  Massa,  Anthony  Francis,  24  Beers 

1931  Mastroianni,  Luigi,  248  Bradley 
1925  Maurer,  Lloyd  Leslie,  41  Trumbull 

1920  *Maynard,  Harry  Hilts,  882  Howard  Ave. 

1934  McAlenney,  Paul  Francis,  Jr.,  79  Trumbull 

1922  * McDonnell,  Ralph  Edward,  158  Whitney  Ave. 

1913  McGuire,  William  Charles,  104  Park 

1899  McIntosh,  Edward  Francis,  307  Alden  Ave. 

1940  Mendelsohn,  William,  442  Temple 

1916  Mendillo,  Anthony  Joseph,  45  Trumbull 
1933  Mendillo,  John  Carleton  Francis,  255  Bradley 

1941  *Merriman,  Henry,  789  Howard  Ave. 

1938  *Mignone,  Joseph,  291  Whitney  Ave. 

1941  Miller,  Herbert  Chauncey,  Jr.,  789  Howard  Ave. 

1942  Mogil,  Marvin,  478  Whalley  Ave. 

1930  Mongillo,  Frank,  5 Elm 

1942  Moore,  Donald  Bernard,  588  Howard  Ave. 

1916  Morse,  Arthur  Henry,  789  Howard  Ave. 

1922  Musselman,  Luther  Kyner,  215  Whitney  Ave. 

1921  Nahum,  Louis  Herman,  1142  Chapel 

1940  Nesbit,  Robert  Raymond,  St.  Raphael’s  Hospital 

1941  *Nesbitt,  Samuel,  168  Prospect 

1922  Newman,  Joseph  Thomas,  150  Shelton  Ave. 

1914  Nichols,  Ralph  Wilbur,  57  Trumbull 

1932  *Nodelman,  Jacob,  5 Elm 

1933  O’Brasky,  Louis,  1172  Chapel 

1920  O’Brien,  William  Henrv  Joseph,  265  Church 
1922  *0’Connor,  Denis  Stanislaus,  158  Whitney  Ave. 

1931  *Oughterson,  Ashley  Webster,  789  Howard  Ave. 

1936  Palmieri,  Michael  Walter,  551  Howard  Ave. 

1929  Paul,  John  Rodman,  789  Howard  Ave. 

1894  Peck,  Robert  Ellsworth,  1418  Chapel 

1943  Pelliccia,  Orlando,  Jr.,  525  Whitney  Ave. 

1941  *Peltz,  William  Learned,  158  Whitney  Ave. 

1922  Perrins,  Harlan  Bassett,  59  Trumbull 
1925  Peters,  John  Punnett,  789  Howard  Ave. 

1927  Petrelli,  Joseph,  455  Orange 

1923  Philipson,  Samuel,  61  Park 

1909  Phillips,  Frank  Lyman,  303  Whitney  Ave. 

1935  Piazza,  George  Joseph,  78  Orchard 

1942  *Piccolo,  Pasquale  E.,  286  Humphrey 
1931  *Pinn,  Abraham  Samuel,  75  Sherman  Ave. 

1927  Poole,  Allan  King,  107  Whitney  Ave. 

1938  Poverman,  David,  67  Trumbull 

1927  Powell,  Wilson,  1266  Forest  Rd. 

1925  Powers,  Grover  Francis,  789  Howard  Ave. 

1934  *Rademacher,  Everett  Stanley,  442  Temple 
1903  Rand,  Richard  Foster,  246  Church 


J924  Riccitelli,  Mariano  Louis,  476  Howard  Ave. 

1942  Richter,  Helen  Grace,  134  Everit 

037  Robbins,  Clarence  Loveridge,  158  Whitney  Ave. 

1929  Roberts,  Frederick  William,  129  Whitney  Ave. 

1920  Rogers,  Orville  Forrest,  109  College 

1929  Rogowski,  Bernhard  Albert,  75  Whitney  Ave. 

1941  Roth,  Oscar,  21  Garden 

1932  Rothschild,  Morris  Loeb,  265  Church 

1941  *Rozen,  Alan  Abraham,  224  Norton 
1937  * Rubin,  George  Alan,  1155  Chapel 

19H  Russell,  Thomas  Hubbard,  57  Trumbull 

1922  Russell,  Walter  Irving,  317  Whalley  Ave. 

1920  Russo,  Joseph  Daniel,  120  Blatchley  Ave. 

1921  Ryder,  William  Harold,  185  Church 

1940  *Sadusk,  Joseph  Francis,  Jr.,  789  Howard  Ave. 

1933  Salinger,  Robert,  256  Bradley 

1910  Sanford,  Charles  Edwin,  265  Church 

1939  Savarese,  Melchior  F.  R„  41  Howe 

1911  Scarbrough,  Marvin  McRae,  47  Trumbull 
1931  Scholl,  Robert  Frederick,  215  Whitney  Ave. 

1924  Scott,  Clifton  Russell,  215  TVhitney  Ave. 

1920  Seabury,  Robert  Brewster,  315  Whitney  Ave. 

1916  Segnalla,  Ernest,  613  Chapel 

1923  Serafin,  Peter  James,  809  State 

1937  *Shaffer,  Thomas  Eugene,  107  Whitney  Ave. 

1928  Shay,  Francis  Leo,  368  Alden  Ave. 

1923  Shea,  Michael  Stephen,  500  Howard  Ave. 

1915  Sheahan,  William  Lawrence,  59  College 

1929  *Shure,  Abraham  Lewis,  85  Whitney  Ave. 

1923  Silverberg,  Samuel  Joshua,  201  Park 

1913  Skiff,  Stuart  Ernest,  1194  Chapel 
1923  Smith,  Charles  Seaver,  59  College 

1942  *Smith,  Frederick  Francis,  84  Dixwell  Ave. 

1914  Smith,  Marvin,  356  Humphrey 

1940  Smith,  Norman  Nathaniel,  291  Whitney  Ave. 

1927  *Snurkowski,  Charles  Vincent,  487  Orange 
1927  *Sperandeo,  Anthony,  538  Chapel 

1896  Sperry,  Frederick  Noyes,  107  Whitney  Ave. 

1942  *Spiegel,  Charles  Markle,  829  Elm 

1939  *Spinner,  Samuel,  45  Trumbull 
1907  Standish,  Frank  Billings,  193  York 
1936  #Stevens,  Marvin  Allen,  256  Bradley 

1916  Stewart,  Harry  Eaton,  262  Bradley 

1925  Stone,  Emerson  Law,  129  Whitney  All 
1920  Strauss,  Maurice  Jacob,  41  Trumbull 

1897  Sullivan,  John  Francis,  1346  Chapel 
1923  Sullivan,  Thomas  Joseph,  495  Orange 

1938  Thompson,  Kenneth  Wade,  789  Howard  Ave. 

1936  *Thompson,  Lloyd  James,  333  Cedar 

1915  Thoms,  Herbert,  789  Howard  Ave. 

1 91 1 Tileston,  Wilder,  442  Temple 

1923  Tyler,  Margaret,  158  Whitney  Ave. 

1942  Vegliante,  Michael  E.,  174  Bradley 
1896  Verdi,  William  Francis,  27  Elm 

1924  Vestal,  Paul  William,  79  Trumbull 

1941  Vollero,  Andrew,  469  Howard  Ave. 

1926  Wakeman,  Edward  Taylor,  129  Whitney  Ave. 

1919  Weil,  Arthur,  291  Whitney  Ave. 

1942  Weir,  Margaret  Lathrop  Bronson,  200  Edgehill  Rd. 
1902  Welch,  Harry  Little,  59  College 

1942  WVentworth,  John  Hall,  240  Oliver 
1907  Wheatley,  Louis  Frederick,  61  Trumbull 

1916  Whiting,  Leonard  Clark,  121  Whitney  Ave. 

1906  Whittemore,  Edward  Reed,  33  Whitney  Ave. 

1936  *Wies,  Frederick  Albert,  255  Bradley 

1941  Wilkinson,  Arthur  Gilburt,  59  Trumbull 
1931  Willner,  Otto,  61  Trumbull 
1941  Wilson,  Dwight  Elliott,  70  Howe 
1935  Wilson,  Hugh  Monroe,  789  Howard  Ave. 
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1931  * Wilson,  William  Rives,  58  Trumbull 

1939  Winkler,  Alexander  Woodward,  789  Howard  Ave. 
1899  Winne,  William  Nelson,  1020  Whalley  Ave. 

1921  Winternitz,  Milton  Charles,  310  Cedar 

1922  Winters,  Sidney,  1175  Chapel 

1941  Woodbridge,  Philip  Dudley,  1418  Chapel 
1895  Wurtenberg,  William  Charles,  445  St.  Ronan 
1924  *Yavis,  John  Constantine,  1 1 5 Dwight 

1920  Yudkin,  Arthur  Meyer,  257  Church 

1942  Zaff,  Fred,  789  Howard  Ave. 

1933  Zimmerman,  Harry  Martin,  310  Cedar 

NORTH  HAVEN 

1941  * Allen,  John  Clinton,  Quinnipiac  Ave. 

1941  *Cashman,  Justin  Laurence,  Broadway 
1913  Lang,  William  Peter,  The  Cedars 

1940  Parrella,  Louis  Arnold,  Broadway 

1923  Taylor,  Sterling  Price,  Broadway  and  Post  Rd. 

SEYMOUR 

1938  *Chobian,  Joseph  Aloysius,  159  Main 

1941  Harvey,  Edward  Regis,  119  Main 

1934  Rogol,  Oscar,  135  Main 

SOUTHBURY 

1942  Deutsch,  Joyce  Victoria,  Southbury  Training  School 

1935  Yannet,  Herman,  Southbury  Training  School 

WALLINGFORD 

1932  *Breck,  Charles  Arthur,  176  North  Main 
1908  Buffum,  John  Harold,  145  North  Alain 

1930  Carrozella,  John  Christy,  50  South  Main 

1941  Dayton,  Theodore  Read,  Gaylord  Farm 

1942  Ferguson,  James  Fulton,  Jr.,  176  North  Alain 
1942  Gushee,  Edward  Stockbridge,  187  North  Main 
1905  Lyman,  David  Russell,  Gaylord  Farm  Sanitorium 
1911  McGaughey,  James  David,  161  Center 

1916  Morriss,  William  Haviland,  Gaylord  Farm  Sanatorium 
1942  Alurphy,  Thomas  Basil,  324  North  Elm 
1940  *Pelz,  Kurt  S.,  5 North  Alain 
1919  Sheehan,  Mark  Thomas,  1 Williams 

1931  Spignesi,  John  Theodore,  37  North  Main 

19  33  * Wilson,  George  Campbell,  Gaylord  Farm  Sanatorium 

WATERBURY 

1924  Allen,  Harry  Everett,  30  Prospect 

1929  Atkins,  Samuel  Maurice,  63  Central  Ave. 

1923  Audet,  Charles  Henry,  42  Church 

1942  Backhus,  Louis  Charles,  79  Greenleaf  Ave. 

1910  Barber,  Walter  Lewis,  Jr.,  87  North  Main 
1937  *Berman,  Bernard  Alfred,  161  North  Alain 
1908  Bevans,  Theodore  Frank,  hi  West  Adain 

1931  *Bizzozero,  Orpheus  Joseph,  20  Grove 

1942  Blau,  Rudolf,  47  Cooke 

1939  Bonner,  Robert  Alexander,  51  West  Main 

1943  Bonner,  Robert  Alexander,  Jr.,  103  North  Main 
1942  Bowes,  Frank  Arthur,  439  East  Adain 

1910  Brennan,  Patrick  Joseph,  135  West  Main 
1928  Brown,  Abe  Solomon,  58  Central  Ave. 

1894  Brown,  Charles  Henry,  57  North  Adain 

1940  Burke,  Joseph  Francis,  135  West  Main 

1941  Cole,  Clarence  Hummer,  hi  West  Main 
1935  Collins,  Joseph  Osborn,  Waterbury  Hospital 

1942  Coppeto,  Carmine  James,  220  East  Adain 

1932  Corbett,  Herbert  John,  14  Central  Ave. 

1942  *Coshak,  Adorris,  20  East  Adain 

1928  Cottiero,  Thomas,  21  Cooke 

1928  Curran,  Harold  Joseph,  in  West  Main 

1940  Damiani,  Rudolph  Andrea,  5 Cooke 


1942  DeCristoforo,  Ralph,  991  South  Adain 
1907  Deming,  Dudley  Brainard,  67  Willow 
1912  *Dillon,  John  Henry,  325  East  Main 
1941  *Dionne,  Ulric  Albany,  230  South  E lm 
1927  Dreher,  Alfred  Charles,  171  North  Alain 

1941  DuBois,  Robert  Lionel,  135  West  Main 
1902  Dwyer,  Patrick  James,  95  North  Adain 
1917  Dye,  John  Sinclair,  in  West  Main 
1927  Edlin,  Charles,  24  Central  Ave. 

1916  Egan,  John  Joseph,  83  Willow 

1905  Engelke,  Charles,  24  Central  Ave. 

1922  Fabricant,  Samuel  Elmer,  9 Cooke 

1942  Farley,  Edward  Brendon,  81  North  Adain 
1937  Finkelstein,  William,  103  North  Adain 
1926  Finn,  Alfred  Joseph,  164  West  Main 

1926  Fitzpatrick,  Edward  Earl,  83  East  Main 

1927  Foster,  John  Hess,  77  North  Adain 

1928  Freiheit,  John  Adartin,  85  Grove 
1937  Fruin,  John  William,  76  Center 

1909  Gancher,  Jacob,  275  North  Adain 

1923  Godfrey,  Edward  John,  135  West  Adain 

1914  Good,  William  Adurray,  63  Center 

1894  Goodenough,  Edward  AVinchester,  City  Hall 
1940  * Goodrich,  William  Albert,  161  North  Adain 

1915  Green,  Jacques  Henry,  171  North  Main 
1942  *Harty,  John  E.,  101  North  Main 

1933  Harvey,  Joseph  LeRoy,  222  Ledgeside  Ave. 

1930  *Herrmann,  Albert  Edward,  101  North  Main 

1931  Hetzel,  Joseph  Linn,  103  North  Alain 
1939  Hinchey,  Richard  James,  31  Leavenworth 

1919  Jackson,  Andrew  Joseph,  20  East  Main 

1929  Jackson,  Edward  Joseph,  76  Center 

1942  #Jennes,  Milton  Leo,  18  Crescent 

1939  *Jennes,  Sidney  Weinberg,  18  Central  Ave. 

1922  Johnson,  Arthur  August,  59  Central  Ave. 

1915  Johnston,  Ernest  Hillock,  18  Saving 
1914  Kirschbaum,  Edward  Harry,  20  Grove 

1940  LaBrecque,  Frederick  Charles,  164  West  Alain 

1922  Larkin,  Charles  Lewis,  101  North  Alain 

1910  Lawlor,  Michael  Joseph,  158  North  Adain 
1907  *Leonard,  George  Arthur,  79  North  Adain 

1941  Lewicki,  Edward  Stanley,  36  North  Adain 

1924  Lombardi,  Pasquale  Frederick,  46  Prospect 

1939  *Adargolius,  Norman  Calvin,  125  Grove 

1941  Adayo,  Elliott  Russell,  185  Grove 

1916  AdcGrath,  John  Henry,  309  East  Adain 

1906  AdcLarnev,  Thomas  Joseph,  27  Cherry 

1943  Adeo,  Richard  Carl,  27  State 

1925  Aderriman,  Merritt  Heminway,  1 1 5 Prospect 
1897  Adoriarity,  James  Ligouri,  52  Holmes  Ave. 

1928  Morrill,  Harold  Frost,  300  West  Adain 

1932  Adullen,  John  Joseph,  135  AVest  Adain 

1940  *Nelson,  Roger  Burdette,  24  Central  Ave. 

1929  Neuswanger,  Chris  Harold,  89  North  Adain 

1942  *Passetto,  Edo,  1183  Hamilton  Ave. 

1923  Platt,  Irving  Smith,  77  Nortli  Adain 
1901  Pomeroy,  Nelson  Asa,  96  Hillside  Ave. 

1940  Post,  Edward  Andrew,  135  West  Adain 

1943  Prior,  John  D.,  64  Robbins 
1931  Pyle,  Edwin,  95  North  Adain 

1916  Quinn,  Raymond  James,  730  Baldwin 

1941  *Reichenbach,  Alfred  Edelbert,  165  North  Adain 
1939  Reynolds,  Joseph  Alban,  95  North  Adain 

1920  Root,  James  Harold,  103  North  Adain 
1925  Ruby,  Adax  Harold,  47  Prospect 
1939  *Ruby,  Robert  James,  47  Prospect 

1914  Ryder,  Raymond  Harrison,  52  Central  Ave. 

1941  *Saltzman,  Jacob  A.,  135  West  Adain 
1931  Sanduli,  Gaetano  Renato,  64  Cooke 
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1928  Santoro,  Grace  Marie,  95  North  Main 

1939  Sayers,  Daniel  O’Connell,  278  East 
1933  Shea,  Vincent  Timothy,  20  East  Main 
1941  *Sklaver,  Joseph,  in  West  Adain 

1935  Slavin,  Joseph  E.,  798  East  Main 

1906  Smith,  Egbert  Livingston,  292  West  Main 

1929  Smith,  Goodrich  Truman,  30  West  Main 

1915  Spicer,  Edmund,  292  West  Main 

1931  Staneslow,  John  Stanislovaitis,  95  North  Main 
1924  Stettbacher,  Henry  John,  28  Prospect 
1906  Swenson,  Andrew  Clay,  43  Central  Ave. 

1916  Vastola,  Anthony  Patrick,  103  North  Adain 

1920  Webber,  Edwin  Russell,  95  North  Alain 

WEST  HAVEN 

1929  Appell,  Harold  Seymour,  354  Campbell  Ave. 

1938  #Chasnoff,  John  Arthur,  328  Alain 

1909  Gilmore,  Joseph  Leo,  336  Main 

1940  *Koster,  Leo  William,  354  Campbell  Ave. 

1904  Kowalewski,  Victor  Alexander,  597  Campbell  Ave. 

1930  * Milano,  Nicola  Antonio,  271  Elm 
1923  O’Connell,  William  Michael,  295  Alain 
1915  Rogers,  Platt  Harrison,  228  Elm 

1933  Snavely,  Marion  Elizabeth,  546  Washington  Ave. 

WOODBR1DGE 

1940  *Perham,  William  Sidney,  Newton  Road 

OUT  OF  COUNTY 

1921  Dunham,  Ethel  Collins,  3312  N.,  N.  W.,  Washington, 

D.  C. 

1937  Eliot,  Martha  May,  1815  45th,  N.W., Washington, D.C. 
1923  Garcia,  Alphonso  Gilbert,  Aloosup 

1941  Gildea,  Margaret  C.  L.,  St.  Louis,  Mo. 

1896  Graves,  Frederick  George,  Bethlehem 

1927  Johnson,  Harold  Albert,  R.  F.  D.  #2,  Watertown 

1938  Klinghoffer,  Kalmen  Anselm,  521  14th,  Oakland.  Cal. 
1936  Klumpp,  Theodore  George,  170  Varick  St.,  New  York 

City 

1938  Leonard,  John  Charles,  Hartford  General  Hospital, 
Hartford 

1917  Merill,  William  Truman,  66  Fuller  Lane,  East  Alilton, 

Mass. 

1942  *Millen,  Samuel  R.,  Veterans  Home,  Rocky  Hill 

1938  Mucci,  Lawrence  Adolf,  New  Britain  General  Hos- 
pital, New  Britain 

1943  Payne,  Frank,  Presbyterian  Hospital,  New  York,  N.  A . 

1941  * Purple,  Mayo  Russell,  146  Main,  East  Hampton 

1942  * Sinclair,  Sydney  Edgar,  La  Porte,  Penna. 

1891  Skinner,  Clarence  Edward,  Cedar  Gate,  Darien 
1931  Sullivan,  Albert  Joseph,  3413  Texas  Ave.,  S.  E., 
Washington,  D.  C. 

1914  Sweet,  Grover  Cleveland,  Veterans’  Home  and  Hos- 
pital, Rocky  Hill 

1941  Sword,  Brian  Collins,  630  North  Broadway,  Yonkers, 
N.Y. 

1900  Teele,  Julia  Ernestine,  Box  31,  Hall-Brooke  Sanitarium, 
Greens  Farms,  Conn. 

1940  * Thorne,  Lewis,  Lawson  General  Hospital,  Atlanta,  Ga. 

1941  *Vermooten,  Vencent,  c/o  H.  R.  Robbins,  505  Hans- 

berry,  Germantown,  Penna. 

1942  * Woodruff,  Lorande  Mitchell,  721  Huntington  Ave., 

Boston,  Alass. 

New  London  County  Association 

President:  Chari.es  Kaufman,  3°^  State  St.,  New  London 
Vice-President:  Albert  Quintiliani,  43  Broadway,  Norwich 


Secretary -Treasurer:  Thomas  Soltz,  52  Huntington  St.,  New 
London 

Councilor:  George  H.  Giedersleeve,  310  Main  St.,  Norwich 
Annual  Adeeting,  First  Thursday  in  April 
Semi-Annual  Adeeting,  First  Thursday  in  October 

COLCHESTER 

1935  Friedman,  Irving,  16  Norwich  Ave. 

1921  Pendleton,  Cyrus  Edmund,  13  Alain 
1942  Schwartz,  Hans  Peter,  7 Broadway 

EAST  LYME 

Nl  ANTIC 

1941  Dart,  Frederick  Bond,  61  Main 

1934  AdacLeod,  Edith  Alice,  State  Farm  for  Women 

GRISWOLD 

Jewett  City 

1937  *AnselI,  Harvey  Berle,  30  North  Main 

1937  Barry,  Joseph  Charles,  3 Ashland 
1916  AdcLaughlin,  John  Henry,  37  Alain 
1934  O’Neil,  Martin  Leo,  8 Park  Sq. 

GROTON 

1916  Barnum,  Charles  Gardner,  230  Thames 
1918  Douglass,  Edmund  Latham,  188  Thames 
1934  Hewes,  Carlisle  Tyson,  242  Thames 

1941  Kaschub,  Robert  W.,  Electric  Boat  Co. 

1942  *Szlemko,  Emil  Alex,  25  Poquonnock  Rd. 

Noank 

1928  Hill,  Edward  Roland 

LYME 

1927  Ely,  Julian  Griffin,  R.  F.  D.  #1 

MONTVILLE 

Uncasville 

1936  Lubchansky,  Jacob  Harris 

1929  Rasmussen,  Hans  Norman 

NEW  LONDON 
1933  *Baron,  Shirley  Harold,  309  State 
1933  *Becker,  Joseph,  325  State 

1928  Blank,  Eric  Henry,  240  Williams 

1942  Brahms,  Sigmund  Arnold,  563  Ocean  Ave. 

1933  Brosnan,  John  Francis,  34  Huntington 
1916  Cheney,  George  Philip,  179  Montauk  Ave. 

1936  Comstock,  Edward  Richard,  106  State 

1938  DeAngelis,  Louis,  252  Montauk  Ave. 

1909  Dunn,  Frank  Adartin,  26  Broad 

1931  Dyer,  Charles  Edward,  102  Montauk  Ave. 

1936  Ferguson,  Helen  Knox,  508  Montauk  Ave. 

1906  Ganey,  Joseph  Matthew,  205  Williams 

1934  Gipstein,  Edward,  181  Broad 

1939  *Hartman,  Frederick  Bittinger,  58  Huntington 
1922  Hendel,  Isidor,  50  State 

1902  Henkle,  Emmanuel  Alex,  51  Federal 
1934  Henkle,  Robert  Theodore,  51  Federal 
1895  Heyer,  Harold  Hankinson,  70  Coit 
1936  Itzkowitz,  Hyman,  325  State 
1921  Kaufman,  Charles,  308  State 

1940  Krinsky,  Charles  Morris,  325  State 
1924  Labensky,  Alfred,  85  Federal 

1909  Lawson,  Stuart  Johnston,  1 16  Federal 
1921  Lena,  Hugh  Francis,  154  Broad 
1931  Loiacono,  Anthony  Joseph,  325  State 
1939  * Moran,  James  Patrick,  52  Huntington 
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1941  Morris,  Joyce  Shringer,  Mohican  Hotel 

1934  Morse,  Willard  Jackson,  32  Channing 
1921  Murray,  Thomas  J.,  34  Huntington 
1936  *Rapp,  Albert  Grant,  325  State 

1940  *Sabloff,  Jack,  325  State 

1929  Satti,  Charles  John,  36  Huntington 

1941  *Savage,  Philip  Joseph,  86  State 

1933  Scoville,  Dorothea  Haven,  40  Channing 
1938  Smilgin,  Victor  Edward,  265  Williams 

1921  Soltz,  Thomas,  52  Huntington 

1929  Starr,  Richard  Mallory,  45  Huntington 

1942  Sturtevant,  James  Melvin,  58  Huntington 
1904  Sullivan,  Daniel,  833  Ocean  Ave. 

1940  Sulman,  Adorris,  203  Montauk  Ave. 

1899  Taylor,  John  Clifton,  159  State 

1933  Taylor,  Robert  Nelson,  159  State 
1936  Ward,  Lawrence  Shapiro,  51  Federal 
1925  AVarren,  Hill  Freeman,  100  State 

1922  Wellington,  Harold  Wentworth,  309  State 

1935  *Wies,  Carl  Hendricks,  58  Huntington 

1913  Wilson,  Frank  Emery,  302  State 

1938  Woodward,  Joseph  Cutler,  41  Huntington 

NORWICH 

1910  Agnew,  Robert  Robertson,  257  Adain 
1942  Bielecki,  Casimir  Eugene,  154  Prospect 
1908  Brophy,  Edward  Joseph,  10  Shetucket 

1941  Bryan,  William  Alvin,  Norwich  State  Hospital 
1916  Callahan,  John  William,  308  Main 

1915  Campbell,  Hugh  Baird,  Uncas-on-Thames 

1942  Cohen,  Louis  Harold,  Norwich  State  Hospital 
1925  Dixon,  Henry  Campbell,  16  Franklin 

1897  Donohue,  James  Joseph,  43  Broadway 

1916  Driscoll,  William  Thomas,  257  Main 
1942  Drobnes,  Sidney,  Norwich  State  Hospital 
1942  Ferrara,  Michael,  Uncas-on-Thames 

1916  Freeman,  Albert  Clark,  54  Broadway 
1942  *Friedman,  Emerick,  Norwich  State  Hospital 

1898  Gildersleeve,  Charles  Child,  310  Main 
1927  Gildersleeve,  George  Harold,  310  Main 

1935  Hale,  Virginia  Anne,  Norwich  State  Hospital 
1935  Higgins,  Harold  William,  257  Adain 
1898  Higgins,  Harry  Eugene,  257  Main 
1938  *Kettle,  Ronald  Harry,  Norwich  State  Hospital 

1914  *LaPierre,  Arnaud  Julian,  287  Adain 

1935  *Lukoski,  Walter  Anthony  Francis,  16  Franklin 

1936  Mahoney,  Joseph  John,  99  Main 
1922  Adanwaring,  Ier  Jay,  Disco  Bldg. 

1922  Adarkoff,  Kopland  Karl,  16  Franklin 

1937  *Moore,  Maurice  R.,  Laurel  Hill  Rd.,  R.  # 16 
1935  Neumann,  Virgil  Frank,  Uncas-on-Thames 

1935  O’Connell,  Patrick  Henry,  10  Shetucket 

1942  Oppenheimer,  Kurt,  Wm.  W.  Backus  Hospital 
1942  Opper,  Lincoln,  Norwich  State  Hospital 

1936  Osgood,  Charles,  257  Main 

1942  *Pepe,  Anthony  James,  Norwich  State  Hospital 

1934  Quintiliani,  Albert,  43  Broadway 
1932  Rabinovitch,  Alec,  5 Washington 

1930  *Raymer,  John  George,  40  Shetucket 

1935  Sears,  Lewis,  257  Adain 

1938  Segel,  Solam,  257  Adain 

1929  Suplicki,  John  William,  255  Adain 

1921  Sussler,  David,  65  Main 

1925  Thompson,  Clarence  George,  257  Main 

1942  Toy,  Charles  Adallory,  Norwich  State  Hospital 

1931  Urquhart,  Robert  Glen,  Uncas-on-Thames 
1935  AVeidman,  William  Harold,  Uncas-on-Thames 

1932  Wener,  William  AYctor,  241  Main 

1941  White,  Francis  Clark,  Uncas-on-Thames 


Taftville 

1933  Archambault,  Henry  Allard,  2 North  Second  Ave. 

1935  *Bergendahl,  Harold  Andrew,  1 South  Second  Ave. 

OLD  LYME 
Black  Hall 

1909  Devitt,  Ellis  King 

STONINGTON 

1934  *Haliday,  Earle  George,  168  Water 
1934  Veal,  William  I homas,  99  Water 

1912  Williams,  Charles  Adallory,  174  Water 

AdYSTIC 

1907  Allyn,  Louis  Alaxson,  22  Library 
1941  Fowler,  Roger  Nathanael,  Library 
1915  Adaine,  Thurman  Park,  64  Washington 
1941  *Ryley,  Roger  Noyes,  35  Willow 

WATERFORD 

1913  O’Brien,  John  Francis,  The  Seaside 
1937  Strobel,  Joseph  E.,  The  Seaside 

OUT  OF  COUNTY 

1932  Griswold,  Alatthew,  154  Armory,  New  Haven 
1937  Lund,  Frederic  Albert,  Hotel  Surrey,  20  E.  76  St.,  New 
York  City 

1924  Raynolds,  Randolph,  ATterans’  Home  and  Hospital, 
Rocky  Hill 


Tolland  County  Association 

President:  Frank  B.  Converse,  68  Prospect  St.,  Rockville 
Vice-President:  Wendelin  G.  Luckner,  Stafford  Springs 
Secretary:  Major  Francis  H.  Burke,  AdC-USA 
Acting  Secretary:  John  E.  Flaherty,  42  Elm  St.,  Rockville 
Councilor:  Charles  T.  LaMoure,  Windham  Center 

Annual  Adeeting,  Third  Tuesday  in  April 
Semi-Annual  Adeeting,  Third  Tuesday  in  October 

COVENTRY 
South  Coventry 
1891  Higgins,  William  Lincoln 

ELLINGTON 

1940  Levine,  Leonard  Warren 

MANSFIELD 
Mansfield  Depot 

1942  Dayton,  Neil  Avon,  State  Training  School  and  Hos- 
pital 

1935  Haviland,  Walter  Childs,  State  Training  School  and 
Hospital 

1940  ^Leonard,  Robert  John,  State  Training  School  and 

Hospital 

SOMERS 

1921  Thayer,  Ralph  Bruce,  Main 

STAFFORD 
Stafford  Springs 
1908  Hanley,  John  Patrick,  15  Church 

1941  Luckner,  AVendelin  George 
1935  Schiavetti,  Alfred,  11  Church 
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VERNON 

Rockville 

1937  Beckwith,  Donald  Macfarlane,  68  Prospect 
1933  *Burke,  Francis  Henry,  27  Park 

1908  Dickinson,  Francis  McLean,  38  Elm 
1923  Ferguson,  Roy  Cameron,  57  Union 
1918  Flaherty,  John  Edward,  42  Elm 
1921  Metcalf,  Elliott  Harrison,  50  Elm 

1897  O’Loughlin,  Thomas  Francis,  26  North  Park 
1931  *Schneider,  William,  34  Union 

WILLINGTON 
West  Willington 
1928  Converse,  Frank  Benjamin 

OUT  OF  COUNTY 

1918  LaMoure,  Charles  TenEyck,  Windham  Center 

Windham  County  Association 

President:  Gerard  M.  Chartier,  148/4  Main  St.,  Danielson 
Vice-President:  Michael  D.  Riordan,  29  North  St.,  Willi- 
mantic 

Secretary:  Ralph  L.  Gilman,  Storrs 
Councilor:  Robert  C.  Paine,  Thompson 

Annual  Meeting,  Third  Thursday  in  April 
Semi-Annual  Meeting,  Third  Thursday  in  October 

CANTERBURY 

1936  Baldwin,  Helen 

HAAdPTON 

1914  Marsh,  Arthur  Drought 

KILLINGLY 

Danielson 

1935  Chartier,  Gerard  Marcel,  148 !4  Main 
1928  *Garcin,  Cecil  Redvers,  7 Broad 
1940  Laakso,  Andrew  Olavi,  27  Broad 

1909  Perreault,  Joseph  Napoleon,  43  Main 

1919  Tanner,  Warren  Avery,  36  Academy 

1920  Todd,  Frank  Paige,  178  Main 

MOOSUP 

1940  * Couture,  Arthur  Joseph,  19  South  Main 
PLAINFIELD 

1903  Chase,  Arthur  Alverdo,  Railroad  Ave. 

1933  Gulino,  Angelo  James 

PUTNAM 

1942  *Bates,  David  Hinrichs,  28  Front 

1934  Chapnick,  Morton  Herman,  168  Main 


1930  Dean,  Florence  Franklin,  32  South  Main 
1941  *Margolick,  Moses,  80  Main 

1921  Phillips,  Karl  Tristram,  66  Main 

1922  Russell,  John  Jarvis,  Bridge  and  Main 

1934  Shepard,  William  Mac,  66  Main 

THOMPSON 
1903  Paine,  Robert  Child 

NORTH  GROSVERNORDALE 

1936  *Roy,  Joseph  Lambert 

WINDHAM 

W ILLIMANTIC 

1935  Arnold,  Adorton,  781  Adain 

1939  Basden,  Edward  Herbert,  199  Church 
1939  Carter,  George  Howard,  29  North 
1901  Girouard,  Joseph  Arthur,  19  Union 
1896  Hills,  Laura  Heath,  727  Main 

1913  Jenkins,  Charles  Albert,  715  Main 

1928  Kinney,  Kenneth  Kyle,  29  North 

1925  *Ottenheimer,  Edward  Joseph,  29  North 

1932  Rafferty,  Brae,  807  Main 

1916  Riordan,  Michael  Davitt,  29  North 

1936  *Roch,  George  Emile,  33  Church 

1937  Rothblatt,  Reuben,  672  Main 

1914  *Shea,  Richard  Edward,  850  Main 
1914  Smith,  Fred  Adorse,  736  Main 
1935  Vernon,  Sidney,  828  Main 

WOODSTOCK 
East  Wooestock 
1913  Pike,  Ernest  Reginald 

OUT  OF  COUNTY 

1883  Foster,  Warren  Woden,  4000  Cathedral  Ave.,  Wash- 
ington, D.  C. 

1932  Gilman,  Ralph  Lawrence,  Storrs 

1927  *LaPalme,  Joseph  Antonio,  718  School  St.,  Webster, 
Mass. 

1929  Spector,  Nathan,  60  Broad,  Lynn,  Mass. 

ASSOCIATE  MEMBERS 
1941  Burr,  Harold  Saxon,  333  Cedar,  New  Haven 
1941  Fulton,  John  Farquhar,  333  Cedar,  New  Haven 

1941  Haggard,  Howard  W.,  4 Hillhouse  Ave.,  New  Haven 

1942  Hamilton,  James  A.,  789  Howard  Ave.,  New  Haven 
1941  Hiscock,  Ira  Vaughn,  215  Highland,  New  Haven 
1941  Long,  Cyril  N.  Hugh,  333  Cedar,  New  Haven 

1941  Mickle,  Friend  Lee,  P.  O.  Box  1139,  Hartford 

1943  Schneider,  Edward  Christian,  Wesleyan  University, 

Middletown 

1941  Welling,  William  Corcoran,  Station  A,  Drawer  K, 
Hartford 


ALPHABETICAL  ROLL  OF  MEMBERS 
With  date  and  place  of  graduation 


Associate  Members  are  designated  with  an  asterisk. 
Aaronson,  Ad.  S.,  Univ.  & Bellevue  ’13,  Ansonia 
Abbey,  E.  A.,  Georgetown  ’30,  New  Haven 
Abrahams,  M.,  Tufts  ’31,  New  Canaan 
Abrashkin,  M.  D.,  Adaryland  ’32,  New  Haven 
Adam,  F.  S.,  Yale  ’25,  North  Canaan 
Adams,  M.,  Johns  Hopkins  ’29,  Greenwich 


Adzima,  J.  M.,  Adaryland  ’27,  Bridgeport 
Affinito,  T.,  McGill  ’31,  Aderiden 
Agnew,  R.  R.,  Yale  ’08,  Norwich 
Aiello,  L.  J.,  Boston  ’35,  New  Haven 
Aiken,  S.,  Toronto  ’29,  Alanchester 
Akerson,  I.  B.,  Iowa  ’25,  Bridgeport 
Alderman,  I.  S.,  P.  & S.,  N.  Y.  ’19,  New  Haven 


596 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Alexander,  S.  J.,  Univ.  & Bellevue,  Portland 

Allen,  E.  P.,  Yale  ’24,  New  Haven 

Allen,  G.  F.,  McGill  ’37,  Hartford 

Allen  H.  E.,  Bowdoin  ’19,  Waterbury 

Allen,  H.  S.,  Yale  ’04,  Woodbury 

Allen,  J.  C.,  Hahnemann  ’39,  North  Haven 

Allen,  Ad.  F.,  Med.  Chi.,  Phila.  ’95,  New  Haven 

Allen,  W.  M.,  Johns  Hopkins  ’20,  Hartford 

Ailing,  A.  N.,  P.  & S.,  N.  Y.  ’91,  New  Haven 

Allyn,  L.  M.,  Pennsylvania  ’03,  Adystic 

Alpert,  Ad.,  Yale  ’28,  Bridgeport 

Alu,  A.  F.,  Yale  ’20,  Ansonia 

Amatruda,  F.  G.,  Yale  ’23,  New  Haven 

Ames,  W.  G.,  P.  & S.,  N.  Y.  ’38,  Essex 

Amos,  I.  L.,  AdcGill  ’26,  Danbury 

Amoss,  H.  L.,  Harvard  ’11,  Greenwich 

Anderson,  C.  W.,  Harvard  ’34,  Greenwich 

Andrews,  E.  M.,  Harvard  ’30,  West  Hartford 

Andrus,  O.  B.,  Univ.  & Bellevue  ’32,  Devon 

Angus,  L.  R.,  Toronto  ’28,  Hartford 

Ansell,  H.  B.,  Tufts  ’32,  Jewett  City. 

Antell,  M.  J.,  Vermont  ’29,  Bridgeport 
Antupit,  L.,  Jefferson  ’23,  Hartford 
Appell,  H.  S.,  Tufts  ’27,  West  Haven 
Appell,  P.  H.,  Univ.  & Bellevue  ’23,  Bristol 
Apsel,  A.,  L.  I.  Coll.  Hosp.  ’18,  Bridgeport 
Apter,  H.,  George  Washington  ’34,  Hartford 
Apuzzo,  A.  A.  Tufts  ’36,  Middletown 
Archambault,  H.  A.,  Tufts  ’27,  Taftville 
Arnold,  H.  B.,  Yale  ’26,  New  Haven 
Arnold,  Ad.,  Harvard  ’29,  Willimantic 
Arons,  M.  R.,  Maryland  ’30,  Hartford 
Ashcroft,  A.  D.,  P.  & S.,  N.  Y.  ’35,  Stratford 
Ashley,  H.  C.,  Virginia  ’26,  New  Hartford 
Atha,  H.  G.,  Tufts  ’34,  Thomaston 
Atkins,  S.  M.,  Tufts  ’22,  Waterbury 
Audet,  C.  H.,  Maryland  ’17,  Waterbury 
Aldwin,  F.  J.,  Yale  ’32,  Stamford 
Ayres,  P.  B.,  Toronto  ’32,  Cos  Cob 

Backer,  M.,  Yale  ’24,  Bridgeport 

Backhus,  L.  C.,  Syracuse  ’33,  Waterbury 

Backus,  H.  S.,  L.  I.  Coll.  Hosp.  ’03,  Hartford 

Bailey,  H.,  Maryland  ’22,  Hartford 

Bailey,  N.  H.,  P.  & S.,  Balt.  T 1 , Hartford 

Baker,  P.  G.,  Vermont  ’33,  Winsted 

Bakunin,  M.  I.,  Jefferson  ’32,  Bridgeport 

Baldwin,  C.  T.,  Bellevue  ’83,  Derby 

Baldwin,  H.,  Worn.  Med.  N.  Y.  ’92,  Canterbury 

Baldwin,  W.  P.,  N.  Y.  Homeo.  ’91,  New  Haven 

Balletto,  V.,  Tufts  ’33,  East  Haven 

Bancroft,  H.  A.,  Albany  ’16,  Hartford 

Banks,  D.  T.,  Fordham  ’12,  Bridgeport 

Bannon,  F.  M.,  Vermont  ’28,  Stamford 

Barald,  F.  C.,  Boston  ’36,  New  Haven 

Barber,  W.  L.,  Jr.,  Univ.  & Bellevue  ’07,  Waterbury 

Barker,  A.  J.,  Bellevue  ’97,  Torrington 

Barker,  C.,  Dartmouth  ’13,  New  Haven 

Barker,  N.  J.,  Toronto  ’26,  Hartford 

Barnes,  F.  H.,  N.  Y.  Homeo.  ’96,  Stamford 

Barney,  W.  E.,  Yale  ’35,  Milford 

Barnum,  C.  G.,  Yale  ’11,  Groton 

Baron,  S.  H.,  Cornell  ’27,  New  London 

Barrett,  W.  J.,  Maryland  ’04,  New  Haven 

Barry,  J.  C.,  Boston  ’33,  Jewett  City 

Barstow,  R.  I.,  Jefferson  ’33,  Norfolk 

Bartlett,  C.  J.,  Yale  ’95,  New  Haven 

Basden,  E.  H.,  Tufts  ’33,  Willimantic 

Bassin,  A.  L.,  Rochester  ’30,  New  Haven 


Batelli,  C.  F.,  Yale  ’28,  New  Haven 

Bates,  D.  H.,  L.  I.  Coll.  Hosp.  ’39,  Putnam 

Battista,  A.  W.,  Tufts  ’24,  New  Haven 

Bausch,  C.  P.,  Tufts  ’29,  Hartford 

Bayne-Jones,  S.,  Johns  Hopkins  ’14,  New  Haven 

Beach,  C.  C.,  P.  & S.,  N.  Y.  ’82,  Hartford 

Beach,  C.  T.,  Yale  ’05,  Hartford 

Bearg,  P.  A.,  Yale  ’37,  New  Haven 

Beatman,  1.,  Tufts  ’27,  Hartford 

Beatrice,  A.  A.,  Tufts  ’29,  Bristol 

Beauchemin,  J.  A.,  Adontreal  ’25,  Middletown 

Beaudry,  J.  H.,  McGill  ’13,  Bridgeport 

Beck,  F.  C.,  Yale  ’26,  South  Norwalk 

Beck,  F.  G.,  Yale  ’03,  New  Haven 

Beck,  S.  H.,  Rochester  ’34,  Bridgeport 

Becker,  J.,  Univ.  & Bellevue  ’29,  New  London 

Beckwith,  D.  M.,  Harvard  ’34,  Rockville 

Behan,  E.  J.,  McGill  ’22,  New  Haven 

Beizer,  E.,  L.  I.  Coll.  Hosp.  ’30,  Hartford 

Bell,  J.  S.,  Illinois  ’28,  Ridgefield 

Bellew,  R.  F.,  Tufts  ’37,  Bridgeport 

Benedict,  M.  K.,  Johns  Hopkins  ’19,  New  Haven 

Benoit,  R.  J.,  Georgetown  ’26,  New  Britain 

Benton,  P.  F.,  P.  & S.,  N.  Y.  ’34,  Stratford 

Bergendahl,  H.  A.,  Tufts  ’33,  Taftville 

Bergin,  T.  J.,  Yale  ’99,  Cos  Cob 

Berlowe,  M.  L.,  L.  I.  Coll.  Hosp.  ’34,  New  Haven 

Berman,  B.  A.,  Tufts  ’34,  Waterbury 

Berman,  H.  L.,  Yale  ’15,  New  Haven 

Bernstein,  A.,  Yale  ’08,  Bridgeport 

Bernstein,  D.  J.,  Vermont  ’33,  New  Britain 

Bernstein,  Eric  L.,  AlcGill  ’35,  Westport 

Bestor,  E.  L.,  N.  Y.  Homeo.  ’07,  Hartford 

Bevans,  T.  F.,  Minnesota  ’03,  Waterbury 

Bick,  J.  W.,  Jr.,  Tulane  ’37,  Hartford 

Bidgood,  C.  Y.,  Virginia  ’20,  Hartford 

Biehn,  D.  M.  F.,  Queen’s  ’37,  Fairfield 

Biehn,  S.  L.,  Toronto  ’26,  Fairfield 

Bielecki,  C.  E.,  Tufts  ’39,  Norwich 

Bienkowski,  J.  G.,  Howard  ’35,  Torrington 

Bingham,  C.  T.,  P.  & S.,  N.  Y.  ’32,  Hartford 

Biondi,  B.,  Tufts  ’38,  New  Haven 

Biram,  J.  H.,  Cornell  ’10,  Hartford 

Bird,  F.  S.,  Vermont  ’33,  Bristol 

Birge,  H.  L.,  Pennsylvania  ’33,  Hartford 

Bishop,  C.  C.,  Yale  ’30,  New  Haven 

Bissell,  A.  H.,  Cornell  ’16,  Stamford 

Bizzozero,  O.  J.,  Vermont  ’27,  Waterbury 

Blair,  E.  H.,  P.  & S.,  Balt.  ’06,  Hartford 

Blake,  E.  Ad.,  Yale  ’06,  New  Haven 

Blake,  F.  G.,  Harvard  ’13,  New  Haven 

Blanchard,  D.  L.,  Yale  ’31,  Branford 

Blank,  E.  H.,  Vermont  ’25,  New  London 

Blau,  R.,  Friedrich  Wilhelms  ’20,  Waterbury 

Blodinger,  I.  E.,  Yale  ’25,  New  Haven 

Blogoslawski,  W.  J.,  Georgetown  ’27,  New  Britain 

Bloom,  D.  I.,  Tufts  ’35,  Thompsonville 

Bluestone,  D.  H.,  Syracuse  ’12,  Naugatuck 

Blumenthal,  E.  J.,  L.  I.  Coll.  Hosp.  ’32,  Ansonia 

Boardman,  A.  K.,  Pennsylvania  ’99,  New  Haven 

Boardman,  E.  I.,  Cornell  ’20,  New  Haven 

Bobrow,  A.,  Beni  ’36,  Flartford 

Bodie,  J.  A.,  Tufts  ’24,  New  Haven 

Bodie,  W.  J.,  Georgetown  ’29,  Branford 

Bodley,  G.  H.,  Yale  ’07,  New  Britain 

Bogin,  Ad.,  Yale  ’26,  Bridgeport 

Boisvert,  P.  L.,  Rochester  ’34,  Hamden 

Bonner,  R.  A.,  Adaryland  ’12,  Waterbury 

Bonner,  R.  A.,  Jr.,  Adaryland  ’38,  Waterbury 
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Booe,  J.  G.,  Med.  Coll.  Va.  ’19,  Bridgeport 
Booth,  J.  D.,  P.  & S.,  N.  Y.  ’26,  Danbury 
Borkowski,  B.  J.,  Georgetown  ’28,  Bristol 
Botsford,  C.  P.,  Yale  ’94,  Hartford 
Bowes,  F.  A.,  Harvard  ’15,  Waterbury 
Bowman,  S.  H.,  Hahnemann,  Chicago  ’13,  Stamford 
Boyd,  H.,  Harvard  ’21,  South  Manchester 
Brackett,  A.  S.,  Jefferson  ’95,  Bristol 

Brackin,  J.  T.,  Jr.,  Penn.  ’36,  Hines,  Illinois  (Hartford 
County) 

Bradeen,  F.  B.,  Pennsylvania  ’99,  Essex 
Bradley,  E.  T.,  Cornell  ’36,  New  Canaan 
Bradley,  T.  R.,  Maryland  ’14,  South  Norwalk 
Brahms,  S.  A.,  N.  Y.  U.  ’35,  New  London 
Brainard,  C.  B.,  Yale  ’98,  West  Hartford 
Brandon,  K.  F.,  Toronto  ’32,  Hartford 
Branon,  A.  W.,  Jefferson  ’13,  Hartford 
Brayton,  H.  W.,  Harvard  ’ 1 1 , Hartford 
Breck,  C.  A.,  Yale  ’30,  Wallingford 
Brecker,  F.  W.,  Tufts  ’28,  East  Hartford 
Brennan,  E.  L.,  Ireland  ’23,  Hartford 
Brennan,  P.  J.,  Yale  ’07,  Waterbury 
Bretzfelder,  K.  B.,  Jefferson  ’16,  New  Haven 
Brewer,  F.,  P.  & S.,  N.  Y.  ’20,  West  Hartford  (Fairfield 
County) 

Brewer,  T.  F.,  Yale  ’26,  Hartford 
Bria,  W.  F.,  Rome  ’34,  Stamford 
Bridge,  J.  L.,  Harvard  03,  Hazardville 
Brier,  H.  D.,  N.  Y.  U.  ’34,  Bridgeport 
Bristol,  D.  A.,  Pennsylvania  ’27,  New  Britain 
Brochu,  E.  D.,  Boston  ’33,  Danbury 
Brodsky,  M.  E.,  Northwestern  ’26,  Bridgeport 
Brody,  B.  S.,  Yale  ’28,  New  Haven 
Bronson,  W.  T.,  N.  Y.  U.  ’98,  Danbury 
Brooks,  P.  L.,  McGill  ’32,  Bridgeport 
Brophy,  E.  J.,  Yale  ’04,  Norwich 
Brosnan,  J.  F.,  Tufts  ’30,  New  London 
Brown,  A.  S.,  Yale  ’26,  Waterbury 
Brown,  C.  H.,  U.  City  N.  Y.  ’93,  Waterbury 
Brown,  P.  H.,  Vermont  ’26,  Stamford 
Brown,  W.  T.,  Texas  ’33,  New  Haven 
Browne,  F.  A.,  Johns  Hopkins  ’20,  Hartford 
Bruckner,  W.  J.,  Cornell  ’33,  New  Haven 
Bruskin,  C.  E.,  Leipzig  ’32,  Hartford 

Bruyere,  P.  T.,  Chicago  ’34,  Washington,  D.  C.,  (Litchfield 
County) . 

Bryan,  W.  A.,  George  Washington  ’08,  Norwich 
Buccheri,  F.  S.,  Tufts  ’35,  New  Britain 
Bucciarelli,  J.  A.,  Temple  ’31,  New  Canaan 
Buck,  B.  J.,  Harvard  ’26,  Hartford 
Buckout,  G.  A.,  Tufts  ’35,  Bridgeport 
Buckley,  R.  C.,  Yale  ’24,  Hartford 
Buckley,  J.  W.,  Georgetown  ’33,  Bridgeport 
Buckley,  W.  E.,  Boston  ’33,  Middletown 
Buckmiller,  F.  C„  Vermont  ’14,  Bridgeport 
Budau,  J.  H.  D.,  Yale  ’00,  Milford 
Buffum,  J.  H.,  Vermont  ’98,  Wallingford 
Bull,  J.  N„  P.  & S.,  N.  Y.  ’78,  Plainville 
Bumstead,  J.  H.,  Johns  Hopkins  ’23,  New  Haven 
Bunnell,  W.  W.,  Yale  ’29,  Farmington 
Bunting,  H.,  Harvard  ’36,  New  Haven 
Buol,  R.  S.,  Harvard  ’23,  New  Britain 
Burgdorf,  A.  L.,  Rush  ’31,  Bloomfield 
Burke,  F.  H.,  Georgetown  ’31,  Rockville 
Burke,  J.  F.,  Yale  ’31,  Waterbury 

Burlingame,  C.  C.,  Hahnemann,  Chicago  ’08,  Hartford 
Burns,  B.  J.,  Georgetown  ’18,  Bridgeport 
Burns,  G.  D , Yale  ’25,  Derby 
Burns,  M.,  Texas  ’27,  Hartford 


#Burr,  H.  S.,  Ph.D.  Yale  ’15,  New  Haven 
Butler,  N.  G.,  Tufts  ’24,  Hartford 
Byrne,  D.  W,  P.  & S.,  N.  Y.  ’27,  Hartford 

Cabaniss,  J.  T.,  P.  & S.,  N.  Y.  ’15,  Hartford 

Caldwell,  D.  M.,  McGill  ’19,  South  Adanchester 

Calhoun,  H.  A.,  Tufts  ’34,  Middletown 

Callahan,  J.  W„  P.  & S.,  Balt.  T 1,  Norwich 

Callender,  E.  F.,  Yale  ’12,  Chester 

Calverley,  E.  T.,  T.  Woman  Aded.  Pa.  ’08,  Hartford 

Calvin,  C.  V.,  Harvard  ’16,  Bridgeport 

Cammann,  O.  DeN.,  P.  & S.,  N.  Y.  ’33,  New  Canaan 

Campbell,  H.  B.,  Pennsylvania  ’09,  Norwich 

Campbell,  S.,  Wrmont  ’23,  Aderiden 

Canby,  J.  E.,  Jefferson  ’27,  Hartford 

Canfield,  N.,  Michigan  ’29,  New  Haven 

Capacelatro,  A.,  Tufts  ’19,  New  Haven 

Caplan,  H.,  Yale  ’27,  Meriden 

Caplan,  Ad.,  Louisville  ’33,  Aderiden 

Cappiello,  S.,  Tufts  ’19,  Hartford 

Carelli,  G.  F.,  Yale  ’ 1 1 , New  Haven 

Carey,  T.  C.,  Yale  ’28,  Hartford 

Carey,  W.  C.,  P.  & S.,  N.  Y.  ’33,  Aderiden 

Carlin,  C.  H.,  Michigan  ’96,  Torrington 

Carnigila,  E.  F.,  Harvard  ’29,  Hartford 

Carpenter,  R.  Ad.,  Loyola  ’16,  Stamford 

Carpinella,  Ad.  J.,  Rochester  ’32,  Branford 

Carroll,  F.  P.,  Johns  Hopkins  ’14,  Bridgeport 

Carroll,  J.  E.,  Boston  ’25,  Hartford 

Carroll,  P.  R.,  Jr.,  Georgetown  ’29,  Bridgeport 

Carroll,  AV.  E.,  Dartmouth  ’14,  Aderiden 

Carrozzella,  J.  C.,  L.  I.  Coll.  Hosp.  ’28,  Wallingford 

Carter,  E.  B.,  Johns  Hopkins  T 1 , Hartford 

Carter,  G.,  Johns  Hopkins  ’28,  Greenwich 

Carter,  G.  H.,  P.  & S.,  N.  Y.  ’35,  Willimantic 

Carvey,  E.  V.,  Yale  ’35,  Wethersfield 

Carwin,  J.  L.,  Aleharry  ’32,  Stamford 

Casagrande,  J.  J.,  St.  Louis  ’32,  Ansonia 

Case,  E.  P.,  Michigan,  ’ 1 1 , West  Hartford 

Case-Downer,  JVl.,  Boston  ’29,  Hamden 

Cashman,  J.  L.,  Hahnemann  ’37,  North  Haven 

Castaldo,  L.  F.,  Tufts  ’37,  Bridgeport 

Caulfield,  E.  J.,  Johns  Hopkins  ’20,  Hartford 

Celentano,  L.  E.  H.,  Hahnemann  ’30,  New  Haven 

Cenci,  V.  P.,  Tufts  ’29,  Hartford 

Centrone,  P.  A.,  P.  & S.,  N.  Y.  ’37,  New  Haven 

Chaffee,  J.  S.,  Pennsylvania  ’97,  Sharon 

Chalmers,  H.  E.,  Tufts  ’06,  New  Britain 

Chapnick,  Ad.  LL,  Jefferson  ’32,  Putnam 

Chartier,  G.  Ad.,  Boston  ’33,  Danielson 

Chase,  A.  A.,  Harvard  ’01,  Plainfield 

Chase,  C.  C.,  Vermont  ’24,  Adiddletown 

Chasnoff,  J.  A.,  L.  I.  Coll.  Hosp.  ’36,  West  Haven 

Cheney,  B.  A.,  Yale  ’90,  New  Haven 

Cheney,  G.  P.,  Add.  Coll.  Aded.  ’13,  New  London 

Cheney,  Ad.  L.,  Wrmont  ’17,  Bridgeport 

Chernaik,  S.  J.,  Jefferson  ’16,  New  Britain 

Childs,  A.  E.,  N.  Y.  U.  ’96,  Litchfield 

Chipman,  S.  S.,  AdcGill  ’28,  Norwalk 

Chobian,  J.  A.,  Loyola,  ’33,  Seymour 

Claiborn,  L.  N.,  Washington  ’27,  New  Haven 

Clancy,  J.  J.,  Yale  ’35,  Hartford 

Clark,  J.  B.,  P.  & S.,  N.  Y.  ’98,  Greenwich 

Clark,  W.  T.,  Queen’s  ’34,  Bridgeport 

Clarke,  C.  C.,  Yale  ’32,  New  Haven 

Clarke,  J.  A.,  Bellevue  ’97,  Greenwich 

Clarke,  R.  DeB.,  Johns  Hopkins  ’08,  Hartford 

Clason,  F.  P„  Harvard  ’15,  Hartford 

Cleary,  H.  J.,  Tufts  ’29,  Watertown 
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Clifford,  M.  L.,  Colorado  ’33,  Hartford 

Clifton,  H.  C.,  Pennsylvania  ’01,  West  Hartford 

Climan,  M.,  P.  & S.,  N.  Y.  ’15,  Hartford 

Climo,  S.,  Ohio  ’29,  New  Haven 

Close,  J.  F.,  P.  & S.,  N.  Y.  ’25,  Greenwich 

Clow,  H.  L.,  Tufts  ’14,  Newtown 

Coates,  S.  P.,  Maryland  ’34,  Suffield 

Cobb,  A.  E.,  Yale  ’98,  Canaan  (Hartford  County) 

Cobey,  J.  F.,  Yale  ’16,  New  Haven 

Cochran,  L.  B.,  Pennsylvania  ’93,  West  Hartford 

Cody,  G.  R.,  Georgetown  ’36,  South  Norwalk 

Cody,  T.  P.,  L.  I.  Coll.  Hosp.  ’36,  New  Canaan 

Coffey,  J.  R.,  Yale  ’07,  New  Haven 

Cofrances,  L.  W.,  Jefferson  ’23,  New  Haven 

Cogan,  G.  E.,  Georgetown  ’23,  Hartford 

Cogland,  J.  L.,  Vermont  ’34,  Hartford 

Cognetta,  J.  J.,  Vermont  ’36,  Stamford 

Cogswell,  E.  S.,  Harvard  ’12,  Hartford 

Cogswell,  L.  P.,  Harvard  ’33,  Hartford 

Cohane,  T.  F.,  Yale  ’97,  New  Haven 

Cohen,  D.  J.,  Yale  ’32,  Meriden 

Cohen,  L.  H.,  Yale  ’31,  Norwich 

Cohen,  W.,  Yale  ’23,  New  Haven 

Cohn,  S.  H.,  Boston  ’34,  Hartford 

Cole,  C.  H.,  Yale  ’32,  Waterbury 

Collins,  J.  O.,  Baylor  ’29,  Waterbury 

Collins,  W.  F.,  Yale  ’04,  New  Haven 

Colmers,  R.  A.,  Vienna  ’37,  Stamford 

Colwell,  H.  S.,  Johns  Hopkins,  ’14,  New  Haven 

Comfort,  C.  W.,  Jr.,  Yale  ’11,  New  Haven 

Compson,  F.  E.  Ad.,  Boston  ’20,  Middletown 

Comstock,  E.  R.,  Tufts  ’33,  New  London 

Conklin,  C.  S.,  Fordham  ’16,  Bridgeport 

Conlon,  W.  L.,  Jefferson  ’36,  Manchester 

Connolly,  A.  J.,  Georgetown  ’28,  New  Haven 

Connolly,  J.  P.,  Georgetown,  ’36,  Stamford 

Connor,  J.  J.,  Yale  ’30,  Hartford 

Connor,  G.  M.,  Boston  ’35,  Plantsville 

Connors,  E.  R.,  Boston  ’31,  Bridgeport 

Conroy,  M.  J.,  Yale  ’20,  Meriden 

Conte,  H.  A.,  L.  I.  Coll.  Hosp.  ’12,  New  Haven 

Conte,  M.  G.,  Naples  ’35,  New  Haven 

Converse,  F.  B.,  Eclectic,  Cinn.  ’94,  West  Willington 

Conway,  D.  E.,  Jr.,  P.  & S.,  N.  Y.  ’37,  New  Haven 

Cook,  G.  F.,  Tufts  ’23,  Plainville 

Cook,  R.  J.,  Johns  Hopkins  ’13,  New  Haven 

Cooley,  C.  M.,  Yale  ’08,  New  Britain 

Coppeto,  C.  J.,  Marquette  ’39,  Waterbury 

Corbett,  H.  J.,  Tufts  ’29,  Waterbury 

Corcoran,  M.  A.,  Tufts  ’30,  Hartford 

Corey,  W.  VanA.,  George  Washington  ’33,  Hamden 

Cornelio,  F.  J.,  Georgetown  ’34,  Winsted 

Corradino,  C.  L.,  Tufts  ’29,  New  Haven 

Corridon,  J.  D.,  Georgetown  ’28,  South  Norwalk 

Coshak,  M.,  Boston  ’37,  Waterbury 

Costanzo,  J.  J.,  Illinois  ’05,  Stamford 

Costello,  H.  N.,  Johns  Hopkins  ’10,  Hartford 

Cotterio,  T.,  Yale  ’26,  Waterbury 

Couch,  A.  R.,  N.  Y.  Homeo.  ’05,  Hartford 

Couch,  F.  H.,  Yale  ’30,  Cromwell 

Couch,  M.  W.,  Minnesota  ’27,  Cromwell 

Couture,  A.  J.,  Boston  ’32,  Moosup 

Cox,  R.  B.,  McGill  ’02,  Collinsville 

Coyle,  A.  E.  M.,  Worn.  Med.  Pa.  ’12,  Windsor  Locks 

Coyle,  B.  J.,  Georgetown  ’ 1 8,  Windsor  Locks 

Cragin,  D.  B.,  Harvard  ’02,  Hartford 

Craig,  G.  M.,  Harvard  ’20,  Middletown 

Craighill,  M.  D.,  Johns  Hopkins  ’24,  Philadelphia,  Penn. 

(Fairfield  County) 


Cram,  G.  E.,  P.  & S.,  N.  Y.  ’01,  Glenbrook 
Crampton,  C.  B.,  Yale  ’37,  Middletown 
Crane,  J.  E.,  Vermont  ’39,  Stamford 
Crane,  R.  W.,  Yale  ’05,  Stamford 
Crawley,  G.  A.,  Temple  ’28,  West  Hartford 
Creadick,  A.  N.,  Pennsylvania  ’08,  New  Haven 
Creaturo,  N.  E.,  Boston  ’31,  Bridgeport 
Crook,  J.  B.,  N.  Y.  Homeo.  ’13,  East  Haddam 
Crosby,  E.  H.,  Yale  ’28,  Hartford 
Cullen,  J.  R.,  Georgetown  ’36,  Hartford 
Culotta,  C.  S.,  Yale  ’28,  New  Haven 
Cunningham,  J.  M.,  Texas  ’26,  Hartford 
Cunningham,  R.  D.  M.,  Yale  ’30,  Stamford 
Curley,  W.  H.,  Cornell  ’08,  Bridgeport 
Curran,  H.  J.,  Tufts  ’24,  Waterbury 
Curran,  P.  J.,  P.  & S.,  N.  Y.  ’01,  Bridgeport 
Curtis,  B.  H.,  P.  & S.,  N.  Y.  ’36,  Hartford 
Cushman,  L.  A.,  Harvard  ’24,  West  Hartford 
Cutler,  H.  S.,  St.  Louis  ’37,  New  Haven 

D’Alessio,  C.  M.,  Maryland  ’37,  Derby 

Daley,  L.  W.,  McGill  ’30,  New  Britain 

Dallas,  M.,  Boston  ’22,  New  Haven 

Dalton,  G.  H.,  Yale  ’12,  New  Britain 

Daly,  C.  W.,  P.  & S.,  Balt.  ’10,  Hartford 

Daly,  W.  P.,  Georgetown  ’17,  Hartford 

D’Ambruoso,  D.  C.,  P.  & S.,  N.  Y.,  ’36,  Derby 

Damiani,  R.  A.,  Tufts  ’33,  Waterbury 

D’Amico,  M.,  Yale  ’31,  New  Haven 

Danaher,  T.  J.,  Yale  ’28,  Torrington 

D’Andrea,  F.  H.,  Yale  ’29,  Stamford 

Darrow,  D.  C.,  Johns  Hopkins  ’20,  New  Haven 

Darrow,  J.  E.,  Tufts  ’28,  New  Britain 

Dart,  F.  W.,  Maryland  ’23,  New  Haven 

Davenport,  A.  K.  P.,  South  Carolina  ’03,  Hartford 

Davis,  G.  B.,  Vermont  ’24,  Milford 

Davis,  J.  B.,  Kansas  ’33,  New  Haven 

Davis,  J.  E.,  Johns  Hopkins  ’19,  West  Hartford 

Davis,  T.  F.,  Tufts  ’21,  Fairfield 

Dawson,  L.  M.,  Queen’s  ’09,  Hartford 

Day,  F.  L.,  Bellevue  ’93,  Bridgeport 

Day,  R.  S.,  N.  Y.  Med.  Coll.  ’06,  New  Milford 

Dayton,  A.  B.,  John  Hopkins  ’15,  New  Haven 

Dayton,  N.  A.,  Ohio  ’15,  Mansfield  Depot 

Dayton,  T.  R.,  Harvard  ’25,  Wallingford 

Dean,  F.  F.,  Cornell  ’28,  Putnam 

Dean,  S.  R.,  Michigan  ’34,  Stamford 

DeAngelis,  L.,  Virginia  ’36,  New  London 

DeBonis,  D.  A.,  Naples  ’90,  Hartford 

DeCristoforo,  R.,  Tufts  ’37,  Waterbury 

DeForest,  G.  K.,  Yale  ’32,  New  Haven 

DeKlyn,  W.  B.,  Temple  ’41,  Danbury 

de  la  Vergne,  P.  Ad.,  McGill  ’35,  Meriden 

Delohery,  C.  L.,  Temple  ’26,  Danbury 

DeLuca,  H.  R.,  George  Washington  ’16,  Bridgeport 

DelVecchio,  L.  F.,  Georgetown  ’31,  Bridgeport 

Denting,  C.  D.,  Johns  Hopkins  ’10,  Hartford 

Deming,  C.  K.,  P.  & S.,  N.  Y.  ’17,  New  Haven 

Denting,  C.  L.,  Yale  ’15,  New  Haven 

Denting,  D.  B.,  P.  & S.,  N.  Y.  ’01,  Waterbury 

Deming,  E.  A.,  Johns  Hopkins  ’08,  Hartford 

Deming,  N.  L.,  P.  & S.,  N.  Y.  ’93,  Old  Saybrook 

Denne,  T.  H.,  Vermont  ’05,  West  Hartford 

Dennehy,  W.  J.,  Yale  ’18,  New  Haven 

DePasquale,  F.  L.,  Pennsylvania  ’26,  Hartford 

DePasquale,  J.  A.,  Pennsylvania  ’36,  Hartford 

DeRosa,  S.  F.,  Jefferson  ’24,  Aderiden 

Derwin,  J.  J.,  Georgetown  ’30,  Winsted 

Desmond,  W.  F.,  A^ale  ’25,  Newtown 
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D’Esopo,  J.  N.,  McGill  ’31,  New  Haven 
Deutsch,  J.  V.,  L.  I.  Coll.  Hosp.  ’36,  Southbury 
DeVita,  M.  J.,  Vanderbilt  ’28,  Hartford 
Devitt,  E.  K.,  Maryland  ’07,  Old  Lyme 
DeWitt,  E.  N.,  Pennsylvania  ’17,  Bridgeport 
Diamond,  E.  H.,  Breslau  ’32,  Norwalk 
Dichter,  C.  L.,  Md.  Coll.  Aded.  ’05,  Stamford 
Ditchter,  I.  S.,  Jefferson  ’31,  Stamford 
Dickinson,  F.  McL.,  P.  & S.,  N.  Y.  ’05,  Rockville 
Diefendorf,  A.  R.,  Yale  ’96,  New  Haven 
Dignam,  B.  S.,  Yale  ’35,  Thompsonville 
Dignam,  E.  A.,  Med.  Coll.  Va.  ’28,  Hartford 
Dillon,  J.  H.,  Yale  ’04,  Waterbury 
Dinsmore,  W.  W.,  Johns  Hopkins  ’07,  Hartford 
Dion,  A.  J.,  Tufts  ’28,  Hartford 
Dionne,  U.  A.,  Tufts  ’30,  Waterbury 
Diskan,  A.  E.,  Temple  ’37,  Adanchester 
DiStasio,  F.,  Maryland  ’33,  New  Haven 
Dixon,  H.  C.,  Bowdoin  ’17,  Norwich 
Dobbs,  W.  G.  H.,  Rochester  ’34,  Torrington 
Dodd,  B„  P.  & S.,  N.  Y.,  ’33,  Hartford 
Doff,  S.  D.,  L.  I.  Col.  ’39,  New  Haven 
Donnelly,  S.  P.,  Georgetown  ’24,  New  Britain 
Donner,  S.,  Cornell  ’33,  Hartford 
Donohue,  B.  F.,  Yale  ’03,  Bristol 
Donohue,  J.  J.,  P.  & S.,  Balt.  ’96,  Norwich 
Donovan,  W.  F.,  Boston  ’31,  Hartford 
Dorian,  G.  D.,  Hahnemann  ’39,  New  Britain 
Dorian,  N.  E.,  Maryland  ’17,  New  Britain 
Dorion,  R.  H.,  Vermont  ’32,  Stamford 
Douglass,  E.  L.,  L.  I.  Coll.  Hosp.  ’16,  Groton 
Dowd,  M.  J.,  Baltimore  ’01,  Thompsonville 
Downs,  E.  F.,  Johns  Hopkins  ’37,  Litchfield 
Downs,  R.  S.,  Harvard  ’36,  Litchfield 
Dray,  E.  J.,  Jefferson  ’09,  New  Britain 
Dreher,  A.  C.,  Yale  ’23,  Waterbury 
Dreher,  S.  Ad.,  Temple  ’37,  Derby 
Driscoll,  J.  J.,  Vermont  ’25,  Danbury 
Driscoll,  W.  T.,  P.  & S.,  Balt.  ’12,  Norwich 
Drobnes,  S.,  Freiburg  ’37,  Norwich 
DuBois,  F.  S.,  Rush  ’31,  New  Canaan 
DuBois,  R.  L.,  Maryland  ’35,  Waterbury 
Dudac,  T.  W.,  Georgetown  ’33,  Southington 
Duffy,  L.  T.,  Tufts  ’34,  Hartford 
Duffy,  V.  P.,  Maryland  ’17,  Naugatuck 
Duffy,  W.  C.,  Johns  Hopkins  ’14,  New  Haven 
Duksa,  W.  J.,  Georgetown  ’37,  Hartford 
Dunham,  E.  C.,  Johns  Hopkins  ’18,  Washington,  D.  C.  (New 
Haven  County) 

Dunn,  F.  M.,  Baltimore  ’08,  New  London 
Dunn,  G.  W.,  Baltimore  ’09,  New  Britain 
Dunne,  E.  P.,  Adaryland  ’18,  Unionville 
Dunne,  R.  E.,  Harvard  ’19,  Hartford 
Durkee,  R.  E.,  Jr.,  Harvard  ’36,  Hartford 
Durlacher,  S.  H.,  Yale  ’38,  New  Haven 
Duzmati,  P.  P.,  Jefferson  ’36,  Bridgeport 
Dwyer,  P.  J.,  N.  Y.  U.  ’97,  Waterbury 
Dwyer,  W.,  Johns  Hopkins  ’13,  Hartford 
Dye,  J.  S.,  P.  & S.,  N.  Y.,  ’15,  Waterbury 
Dyer,  C.  E.,  Tufts  ’28,  New  London 

Earle,  B.  B.,  Rush  ’30,  Glastonbury 
Eckert,  G.  R.,  Tufts  ’33,  Danbury 
Eddy,  Ad.  H.,  Harvard  ’35,  Bridgeport 
Edgar,  K.  J.,  Oregon  ’31,  Bridgeport 
Edlin,  C.,  Tufts  ’25,  Waterbury 
Edson,  R.  C.,  Jefferson  ’31,  Hartford 
Edson,  R.  H.,  Cornell  ’35,  Shelton 
Egan,  J.  J.,  Maryland  ’07,  Waterbury 


Egee,  J.  B.,  Hahnemann  ’34,  Newtown 
Eimas,  A.,  Tufts  ’30,  Bridgeport 
Eisenberg,  S.  E.,  Rochester  ’39,  New  Britain 
Eliot,  M.  M.,  Johns  Hopkins  ’18,  Washington,  D.  C.  (New 
Haven  County) 

Elliot,  K.  G.,  Tufts  ’26,  Hartford 
Elliott,  J.  R.,  Boston  ’32,  Canaan 
Ellis,  F.  D.,  Jr.,  Pennsylvania  ’18,  Farmington 
Ellison,  F.  S.,  Yale  ’34,  Hartford 
Ellrich,  D.  L.,  Jefferson  ’28,  Westport 
Elmer,  E.  O.,  P.  & S.,  Balt.  ’94,  Hartford 
Ely,  J.  G.,  Harvard  ’23,  Lyme 
Ematrudo,  F.  R.,  Eclectic,  Cinn.  ’21,  Hamden 
Emmett,  F.  A.,  Yale  ’02,  Hartford 
Enander,  F.  C.,  Tufts  ’22,  New  Britain 
Engelke,  C.,  P.  & S.,  N.  Y.  ’02,  Waterbury 
English,  C.  F.,  St.  Louis  ’12,  Winsted 
Epstein,  C.  J.,  Yale  ’29,  New  Haven 
Errico,  L.,  Yale  ’21,  New  Haven 

Esposito,  J.  J.,  P.  & S.,  N.  Y.  ’37,  New  York  City  (Fairfield 
County) 

Evans,  T.  S.,  P.  & S.,  N.  Y.  ’21,  New  Haven 
Evarts,  J.,  P.  & S.,  N.  Y.  ’29,  Cornwall  Bridge 
Eveleth,  Ad.  S.,  Johns  Hopkins  ’38,  New  Haven 
Ewell,  J.  W.,  Harvard  ’36,  Farmington 

Fabricant,  S.  E.,  Jefferson  ’19,  Waterbury 

Fagan,  F.  X.,  Cornell  ’33  Waterbury  (Hartford  County) 

Fancher,  H.  YV.,  Maryland  ’25,  Thompsonville 

Farland,  V.  L.,  Montreal  ’25,  Hartford 

Farley,  E.  B.,  Yale  Ti,  Waterbury 

Farquhar,  L.  R.,  Yale  ’37,  Avon 

Fauver,  E.,  P.  & S.,  N.  Y.  ’09,  Middletown 

Fawcett,  G.  G.,  Cornell  ’15,  South  Norwalk 

Fay,  W.  J.,  Harvard  ’14,  Hartford 

Feeney,  T.  M.,  Boston  ’36,  Hartford 

Fekety,  S.  H.,  Tufts  ’30,  Middletown 

Felt,  P.  R.,  Dartmouth  ’10,  Middletown 

Felty,  A.  R.,  Johns  Hopkins  ’20,  Hartford 

Fenney,  P.  W.,  Tufts  ’31,  New  Haven 

Ferguson,  H.  K.,  Univ.  & Bellevue  ’32,  New  London 

Ferguson,  J.  F.,  Jr.,  Yale  ’40,  Wallingford 

Ferguson,  R.  C.,  Yale  ’20,  Rockville 

Ferguson,  R.  J.,  Hahnemann  ’89,  New  Haven 

Ferrara,  M.,  Marquette  ’35,  Norwich 

Feyder,  S.,  Rochester  ’36,  New  Haven 

Filson,  R.  M.,  Queen’s  ’15,  West  Hartford 

Fincke,  C.  L.,  Harvard  ’28,  Stamford 

Findorak,  F.  G.,  Georgetown  ’37,  Stratford 

Fine,  B.,  Jefferson  ’32,  Stamford 

Fine,  J.,  Pennsylvania  ’31,  Stamford 

Finesilver,  E.  Ad.,  Johns  Hopkins  ’24,  Hartford 

Finkelstein,  W.,  Harvard  ’34,  Waterbury 

Finkelstone,  B.  B.,  P.  & S.,  Balt.  ’10,  Bridgeport 

Finley,  G.  C.,  Tufts  ’24,  Hartford 

Finn,  A.  J.,  Bowdoin  ’21,  Waterbury 

Finn,  E.  J.,  Yale  ’10,  Shelton 

Fiorito,  J.  A.,  Washington  ’37,  New  Haven 

Fischer,  W.  J.  H.,  Yale  ’11,  Adilford 

Fisher,  F.  L.,  McGill  ’24,  Stamford 

Fisher,  J.  W.,  Worn.  Med.  Pa.  ’93,  Middletown 

Fiske,  Ad.,  Boston  ’27,  Stamford 

Fiskio,  P.  W.,  Yale  ’27,  New  Haven 

Fitzpatrick,  E.  E.,  Adaryland  ’15,  Waterbury 

Fitzpatrick,  W.  F.,  Cornell  ’38,  Norwalk 

Flaherty  C.  V.,  Yale  ’10,  Hartford 

Flaherty,  J.  E.,  Georgetown  ’08,  Rockville 

Flanagan,  E.  D.,  St.  Louis  ’35,  South  Norwalk 

Flanagan,  W.  F.,  Fordham  ’17,  New  Britain 
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Fleck,  H.  W.,  Jefferson  ’96,  Bridgeport 
Flynn,  C.  T.,  Yale  ’n,  New  Haven 
Flynn,  H.  A.,  Yale  ’27,  New  Haven 
Flynn,  W.  H.,  Maryland  ’16,  Bristol 
Foley,  F.  E.,  Yale  ’14,  New  Haven 
Foley,  F.  X.,  Boston  ’34,  Bridgeport 
Foote,  C.  J.,  Harvard  ’87,  New  Haven 
Formichella,  J.  B.,  Naples  ’98,  Bridgeport 
Foster,  E.  W.,  Harvard  ’24,  Aderiden 
Foster,  J.  H.,  Pennsylvania  ’17,  Waterbury 
Foster,  L.  C.,  Harvard  ’23,  New  Haven 
Foster,  W.  W.,  Harvard  ’82,  Washington,  I).  C.  (Windham 
County) 

Fowler,  R.  N.,  P.  & S.,  N.  Y.  ’34,  Adystic 

Fox,  G.  G.,  Harvard  ’34,  Aderiden 

Fox,  j.  C.,  Jr.,  Johns  Hopkins  ’20,  New  Haven 

Frank,  H.  S.,  P.  & S.,  N.  Y.  ’24,  Middletown 

Freedman,  B.  P.,  Yale  ’20,  New  Haven 

Freeman,  A.  C.,  Vermont  ’13,  Norwich 

Freeman,  D.,  Yale  ’24,  New  Haven 

Freeman,  J.  J.,  Temple  ’33,  Newington 

Freiheit,  J.  Ad.,  Yale  ’27,  Waterbury 

Friedberg,  S.,  L.  I.  Coll.  Hosp.  ’28,  Stamford 

Friedman,  E.,  Buffalo  ’34,  Norwich 

Friedman,  I.,  George  Washington  ’31,  Colchester 

Friedman,  I.,  Yale  ’33,  New  Haven 

Friedman,  N.  H.,  Tufts  ’33,  Stratford 

Friedman,  S.,  Boston  ’31,  Newtown 

Friend,  A.  E.,  Queen’s  ’22,  South  Adanchester 

Friery,  C.  M.,  Boston  ’29,  Hartford 

Fritz,  J.,  Vienna  ’15,  Hartford 

Frost,  L.  H.,  Vermont  ’13,  Plainville 

Frothingham,  J.  G.,  Harvard  ’35,  New  Canaan 

Fruin,  J.  W.,  L.  I.  Coll.  Hosp.  ’08,  Waterbury 

Fry,  C.  C.,  Northwestern  ’24,  New  Haven 

Fuldner,  R.  V.,  P.  & S.,  N.  Y.  ’33,  New  Haven 

Fuller,  R.  H.,  Tufts  ’38,  Simsbury 

Fulstow,  Ad.,  Tufts  ’20,  Fairfield 

*Fulton,  J.  F.,  Harvard  ’27,  New  Haven 

Furniss,  H.  W.,  Howard  ’91,  Hartford 

Gaberman,  D.,  P.  & S.,  N.  Y.  ’20,  Hartford 

Gade,  C.  J.,  Yale  ’10,  Bridgeport 

Gaetz,  T.  H.,  AdcGill  ’24,  Shelton 

Gaffney,  C.  B„  Loyola  ’30,  Bridgeport 

Gaffney,  J.  J.,  Loyola  ’30,  Danbury 

Galinsky,  D.,  Tufts  ’36,  Hartford 

Gallivan,  J.  N.,  Tufts  ’35,  East  Hartford 

Gallo,  F.,  Jefferson  ’34,  Winsted 

Gancher,  J.,  L.  I.  Coll.  Hosp.  ’06,  Waterbury 

Gandy,  R.  A.,  Virginia  ’27,  Stamford 

Gandy,  R.  R.,  Pennsylvania  ’99,  Stamford 

Ganey,  J.  M.,  P.  & S.,  N.  Y.,  ’04,  New  London 

Garbelnick,  D.  A.,  Boston  ’17,  Bridgeport 

Garcia,  A.  G.,  ATrmont  ’21,  Adoosup  (New  Haven  County) 

Garcin,  C.  R.,  McGill  ’25,  Danielson 

Gardner,  C.  W.,  Maryland  ’01,  Bridgeport 

Gardener,  N.  IT,  Tufts  ’34,  East  Hampton 

Garland,  R.  B.,  P.  & S.,  Balt.  ’13,  Hartford 

Garlick,  G.  B.,  Yale  ’12,  Bridgeport 

Garofalo,  M.  L.,  Naples  ’35,  New  Haven 

Garston,  L.  E.,  St.  Louis  ’30,  Torrington 

Gates,  A.  B.,  L.  I.  Coll.  Hosp.  ’12,  Greenwich 

Gaylord,  C.  W.,  Yale  ’15,  Branford 

Geek,  O.  F.,  Lushing  Maximilions  ’25,  Adiddletown 

Geer,  W.  A.,  Yale  ’34,  Bridgeport 

Geeter,  I.  S.,  Jefferson  ’29,  New  Britain 

Geib,  H.  A.,  Univ.  & Bellevue  ’14,  Adilford 

Geiger,  A.  S.,  Harvard  ’30,  New  Haven 


Gendel,  B.  R.,  Tulane  ’35,  New  Haven 
Genovese,  F.  T.,  Univ.  & Bellevue  ’29,  Danbury 
Genovese,  S.,  Cornell  Ti,  Danbury 
Gentile,  A.  L.,  Boston  ’29,  New  Haven 
Geraci,  L.  A.,  P.  & S.,  N.  Y.,  ’17,  New  Haven 
German,  W.  J.,  Harvard  ’26,  New  Haven 
Gerow,  George  H.,  U.  of  Toronto  ’25,  Westport 
Gerstl,  B.,  Vienna  ’27,  New  Haven 
Gettings,  J.  A.,  Jefferson  T6,  New  Haven 
Giamarino,  H.  J.,  Maine  ’06,  New  Haven 
Gianotti,  C.  C.,  Albany  ’18,  New  Haven 
Gibson,  C.  B.,  Atlanta  ’14,  Aderiden 
Gibson,  D.  F.,  Yale  ’27,  Danbury 
Gibson,  F.  D.,  Syracuse  ’35,  Hartford 
Gilday,  J.  L.,  Eclectic,  Cinn.  ’13,  Bridgeport 
Gildea,  Ad.  A.,  Buffalo  ’24,  Bridgeport 

Gildea,  M.  C-L.,  Yale  36,  St.  Louis,  Ado.  (New  Haven 
County) 

Gildersleeve,  C.  C.,  Yale  ’96,  Norwich 

Gildersleeve,  G.  H.,  Yale  ’23,  Norwich 

Giles,  N.  W.,  Vermont  ’21,  Stamford 

Gill,  M.  H.,  Yale  ’96,  Hartford 

Gillespie,  H.,  Jefferson  ’34,  Hartford 

Gills,  W.  L.,  Johns  Hopkins  ’12,  Hartford 

Gillson,  R.  E.,  Vermont  ’29,  New  Haven 

Gilman,  R.  L.,  Harvard  ’29,  Storrs  (Windham  Countv) 

Gilmore,  J.  L.,  Yale,  ’04,  AVest  Haven 

Giobbe  Ad.  E.,  Tufts  ’29,  Torrington 

Giorgio,  N.  A.,  L.  I.  Coll.  Hosp.  ’25,  Hartford 

Gipstein,  E.,  Jefferson  ’31,  New  London 

Girouard,  J.  A.,  Baltimore  ’99,  Willimantic 

Gissler,  N.  E.,  Yale  ’28,  Middletown 

Giuliano,  L.  A.,  Tufts  ’32,  South  Norwalk 

Giuliano,  S.,  Tufts  ’30,  Hartford 

Glass,  G.  C.,  Yale  ’31,  Hartford 

Glaubman,  H.  Ad.,  Yale  ’27,  Hartford 

Glazer,  Ad.,  Tulane  ’22,  New  Haven 

Glazier,  J.  R.,  Harvard  ’22,  AVest  Hartford 

Goddard,  H.  B.,  Harvard  ’24,  East  Hartford 

Godfrey,  E.  J.,  Georgetown  ’15,  AVaterbury 

Godfrey,  W.  T.,  Cornell  ’07,  Stamford 

Godfried,  Ad.  S„  Yale  ’36,  New  Haven 

Goff,  C.  W.,  Illinois  ’24,  Hartford 

Gold,  J.  D.,  P.  & S.,  N.  Y.  ’91,  Bridgeport 

Gold,  L.  H.,  N.  Y.  Homeo.  ’32,  Hartford 

Goldberg,  I.  S.,  Creighton  ’33,  Torrington 

Goldberg,  S.  J.,  Yale  ’07,  New  Haven 

Goldberg,  S.  J.,  Jr.,  Harvard  ’26,  New  Haven 

Goldenberg,  J.  J.,  Dalhousie  ’26,  Hartford 

Goldman,  G.,  Yale  ’10,  New  Haven 

Goldschmidt,  M.,  Virginia  ’38,  New  Britain 

Goldstein,  Ad.,  Yale  ’24,  New  Haven 

Goldstein,  R.  Ad.,  Johns  Hopkins  ’30,  New  Haven 

Goldys,  F.  Ad.,  Tufts  ’26,  Danbury 

Good,  W.  Ad.,  Yale  ’09,  Waterbury 

Goodell,  R.  A.,  Harvard  ’28,  Hartford 

Goodenough,  E.  AV.,  Yale  ’93,  AVaterbury 

Goodrich,  C.  A.,  P.  & S.,  N.  Y.  ’96,  Hartford 

Goodrich,  AV.  A.,  P.  & S.,  N.  Y.  ’35,  Waterbury 

Gordon,  W.  F.,  L.  I.  Coll.  Hosp.  ’96,  Danbury 

Gore,  M.  A.,  Adaryland  ’18,  Bristol 

Gorham,  G.  V.,  Adichigan  ’30,  Norwalk 

Gosselin,  G.  A.,  Vermont  ’15,  Hartford 

Gould,  Ad.  Ad.,  Tufts  ’31,  Hartford 

Gourlie,  N.  W.,  Harvard  ’31,  Thompsonville 

Grady,  J.  F.,  P.  & S.,  N.  Y.  ’32,  Stamford 

Grannis,  I.,  Yale  ’96,  Old  Saybrook 

Granoff,  Ad.  A.,  Chicago  ’37,  New  Haven 

Grant,  A.  S.,  Univ.  & Bellevue  ’08,  New  Britain 
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Grant,  R.  F.,  Albany  ’38,  Cromwell 
Grau,  L.  C.,  Dartmouth  ’12,  Hartford 

Graves,  F.  G.,  Yale  ’92,  Bethlehem  (New  Haven  County) 

Gray,  A.  S.,  Bellevue  ’15,  West  Hartford 

Green,  H.  H.,  Johns  Hopkins  ’31,  South  Norwalk 

Green,  J.  H.,  Univ.  & Bellevue  ’13,  Waterbury 

Green,  W.  F.,  Harvard  ’32,  Newtown 

Greenberg,  A.,  L.  I.  Coll.  Hosp.  ’32,  Old  Saybrook 

Greene,  G.  G.,  Harvard  ’39,  Rocky  Hill 

Greenhouse,  B.,  Yale  ’21,  New  Haven 

Greenspun,  D.  S.,  Yale  ’25,  Bridgeport 

Grenon,  O.  A.,  Georgetown  ’33,  East  Haven 

Grevatt,  K.  L.,  Pennsylvania  ’35,  Redding 

Griffin,  D.  P.,  Jefferson  ’14,  Bridgeport 

Grigas,  J.  E.,  Tufts  ’36,  Bethel 

Griggs,  J.  B.,  Jr.,  Yale  ’26,  West  Hartford 

Grillo,  V.  J.,  Yale  ’33,  Hamden 

Griswold,  A.  S.,  Yale  ’21,  Bridgeport 

Griswold,  C.,  Yale  ’24,  Bridgeport 

Griswold,  E.  M.,  Yale  ’32,  Glastonbury 

Griswold,  M.,  Yale  ’25,  New  Haven  (New  London  County) 

Griswold,  M.  H.,  Vermont  ’13,  Hartford 

Groark,  J.  A.,  Yale  ’24,  New  Haven 

Groark,  O.  J.,  Med.  Chi.  Phila.  T6,  Bridgeport 

Grodin,  H.  W.,  Yale  ’17,  New  Haven 

Grossman,  W.,  Berlin  ’21,  Hartford 

Grosvenor,  F.  L.,  Buffalo  ’00,  Hartford 

Grout,  S.  P.,  Vermont  ’04,  Newtown 

Grower,  J.  H.,  Nebraska  ’25,  Middletown 

Gudernatch,  G.  S.,  Cornell  ’39,  Sharon 

Gudger,  J.  R.,  Virginia  ’30,  Hartford 

Guida,  F.  P.,  Yale  ’34,  New  Haven 

Gulash,  J.  R.,  Marquette  ’40,  Bridgeport 

Gulino,  A.  J.,  Tufts  ’31,  Plainfield 

Gura,  G.  M.,  Loyola  ’31,  Southington 

Gushee,  E.  S.,  Harvard  ’03,  Wallingford 

Haberlin,  C.  E.,  Med.  Coll.  Va.,  ’24  Stratford 

*Haggard,  H.  W.,  Yale  ’17,  New  Haven 

Hale,  F.,  P.  & S.,  N.  Y.  ’09,  Bridgeport 

Hale,  V.  A.,  Texas  ’22,  Norwich 

Haliday,  E.  G.,  Queen’s  ’27,  Stonington 

Hall,  L.,  Harvard  ’24,  Hartford 

Hall,  M.  I.,  Edinburg  ’34,  Bristol 

Hall,  R.  W.,  Yale  ’07,  Bridgeport 

Hall,  W.  C.,  Pennsylvania  ’30,  Hartford 

Hall,  W.  E.,  Yale  ’25,  Meriden 

Halloran,  J.  V.,  Boston  Univ.  ’36,  Cos  Cob 

Halpern,  L.,  Yale  ’35,  New  Haven 

*Hamilton,  J.  A.,  Dartmouth  ’23,  New  Haven 

Hamilton,  J.  S.  M.,  AfcGill  ’26,  Stamford 

Hanchett,  H.  B„  Jefferson  ’05,  Torrington 

Hankin,  M.  A.,  L.  I.  Coll.  Hosp.  ’33,  New  Haven 

Hanley,  J.  P.,  Cornell  ’06,  Stafford  Springs 

Hansen,  P.  S.,  Northwestern  ’38,  Essex 

Hanrahan,  W.  R.,  P.  & S.,  Balt.  ’05,  Bristol 

Hardenbergh,  D.  B.,  Harvard  ’34,  Bridgeport 

Harper,  P.,  Yale  ’31,  Bridgeport 

Harrington,  A.  T.,  Harvard  ’io.  West  Hartford 

Harris,  B.  R.,  Yale  ’22,  New  Haven 

Harris,  J.  S.,  Yale  ’32,  New  Haven 

Harris,  L.  D.,  Tufts  ’34,  Hartford 

Harrison,  E.  R.,  Yale  ’26,  New  Haven 

Harrison,  F.  M.,  Jefferson  ’22,  Stamford 

Harrison,  J.  F.,  Jefferson  ’03,  Stamford 

Harshbarger,  I.  L.,  Virginia  ’22,  Bridgeport 

Hart,  J.  C.,  Yale  ’30,  New  Haven 

Hart,  C.  J.,  Hahnemann  ’03,  New  Britain 

Hartman,  F.  B.,  Harvard  ’34,  New  London 


Harty,  J.  E.,  Georgetown  ’37,  Waterbury 

Harvey,  C.  C.,  Cornell  ’16,  Middletown 

Harvey,  D.  F.,  Yale  ’33,  Hartford 

Harvey,  E.  R.,  Baltimore  ’09,  Seymour 

Harvey,  J.  LeR.,  Louisville  ’14,  Waterbury 

Harvey,  S.  C.,  Yale  Ti,  New  Haven 

Hastings,  L.  P.,  Vermont  ’23,  Hartford 

Hathaway,  J.  S.,  Harvard  ’28,  New  Haven 

Havey,  L.  A.,  Vermont  ’10,  Bridgeport 

Haviland,  W.  C.,  Baltimore  ’04,  /Mansfield  Depot 

Hawthorne,  J.,  Tulane  ’20,  Greenwich 

Haylett,  H.  B.,  Vermont  ’07,  East  Hartford 

Hayman,  AT,  Manitoba  ’35,  Hartford 

Hazen,  D.  R.,  Harvard  ’33,  Hartford 

Hazen,  R.,  Vermont  ’98,  Thomaston 

Heafey,  J.  R.,  Syracuse  ’34,  South  Norwalk 

Hebard,  G.  W.,  Cornell  ’36,  New  Canaan 

Heidger,  L.  C.,  Vermont  ’21,  Stratford 

Heinemann,  AT,  Goettingen  ’25,  New  Haven 

Hendel,  I.,  Jefferson  ’17,  New  London 

Henderson,  A.  C.,  P.  & S.,  N.  Y.  ’03,  Stamford 

Henderson,  J.,  P.  & S.,  N.  Y.  ’31,  Stamford 

Hendricks,  A.  L.,  Yale  ’07,  New  Haven 

Henlde,  E.  A.,  Cornell  ’99,  New  London 

Henkle,  R.  T.,  Cornell  ’31,  New  London 

Hennessey,  E.  H.  J.,  Maryland  ’12,  Stratford 

Hennessey,  J.  G.,  Tufts  ’34,  Bridgeport 

Hennessy,  J.  J.,  P.  & S.,  N.  Y.  ’26,  Hartford 

Henze,  C.  W.,  Yale  ’00,  New  Haven 

Hepburn,  T.  N.,  Johns  Llopkins  ’05,  Hartford 

Herman,  D.  W.,  P.  & S.,  N.  Y.  ’24,  Winsted 

Herr,  E.  A.,  Vermont  ’09,  Cheshire 

Herrmann,  A.  E.,  Harvard  ’23,  Waterbury 

Herrmann,  J.  B.,  Yale  ’21,  New  Haven 

Hersey,  T.  F.,  Tufts  ’37,  Hamden 

Hertzberg,  R.  F.,  Harvard  ’26,  Stamford 

Hess,  O.  AV.,  Buffalo  ’31,  New  Haven 

Hetzel,  J.  L.,  Yale  ’26,  Waterbury 

Heublein,  G.  W.,  Yale  34,  Hartford 

Hewes,  C.  T.,  Vermont  ’31,  Groton 

Heyer,  H.  H.,  U.  City  N.  Y.  ’87,  New  London 

Heyman,  J.,  Afed.  Coll.  Va.  ’17,  Hartford 

Hickcox,  C.  B.,  Tufts  ’38,  Hartford 

Higgins,  E.  C.,  Tufts  ’25,  South  Manchester 

Higgins,  H.  E.,  U.  City  N.  Y.  ’96,  Norwich 

Higgins,  H.  W.,  Tufts  ’32,  Norwich 

Higgins,  J.  J.,  Georgetown  ’28,  New  Haven 

Higgins,  AV.  L.,  U.  City  N.  Y.  ’90,  South  Coventry 

Hill,  E.  R.,  Jefferson  ’24,  Noank 

Hill,  E.  S.,  AfcGill  ’23,  Torrington 

Hill,  W.  E.,  Bowdoin  ’21,  Naugatuck 

Hillman,  Af.  AT,  P.  & S.,  N.  Y.  ’19,  New  Haven 

Hills,  L.  H.,  AVom.  Afed.  Pa.  ’96,  Willimantic 

Hinchey,  R.  J.,  Tufts  ’21,  Waterbury 

Hippolitus,  J.  D.,  Yale  ’25,  New  Haven 

Hippolitus,  P.  D.,  Yale  ’12,  Bridgeport 

Hirata,  I.,  A’ale  ’12,  New  Haven 

Hirschfield,  O.  M.,  Tufts  ’31,  Hartford 

Hirshberg,  M.  S.,  Tufts  ’27,  Hartford 

*Hiscock,  I.  V.,  Yale  ’21,  New  Haven 

Hitchcock,  F.  St.  C.,  N.  Y.  Homeo.  ’07,  Greenwich 

Hodgkins,  C.  H.,  Hahnemann  ’36,  New  Haven 

Hodgson,  T.  C.,  Toronto  ’94,  Berlin 

Hoffman,  C.  C.,  Buffalo  ’16,  Hartford 

Hogan,  W.  L.,  Vermont  ’18,  Hartford 

Holley,  E.,  Albany  ’96,  Brattlcboro,  AT.  (Aliddlesex  County) 

Hollinshead,  J.  B„  Yale  ’37,  West  Hartford 

Holt,  K.  R.,  Akile  ’26,  Hartford 

Holtz,  R.  S.,  Vermont  ’28,  Hartford 
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Hooper,  G.  H.,  Boston  ’29,  Bridgeport 
Hopper,  E.  B.,  Yale  ’29,  Stamford 
Horn,  B.,  Univ.  & Bellevue  ’29,  Bridgeport 
Horn,  M.  I.,  N.  Y.  Homeo.  ’15,  Bridgeport 
Horning,  B.  G.,  Harvard  ’28,  New  York  City  (Hartford 
County) 

Horsefield,  T.  E.,  Vermont  ’29,  Moodus 

Hough,  P.  T.,  McGill  ’32,  Hartford 

Houle,  R.  T.,  Georgetown  ’32,  East  Hartford 

Houze,  Harry  G.,  Queens  University  ’24,  Westport 

Howard,  A.  Yale  ’20,  New  Haven 

Howard,  H.  A.,  Tufts  ’29,  Wethersfield 

Howard,  J.  H.,  Georgetown  ’18,  Bridgeport 

Howard,  L.  A.,  Louisiana  ’39,  Danbury 

Howard,  M.  E.,  Johns  Hopkins  ’31,  New  Haven 

Howe,  G.  E.,  Harvard  ’ 1 8,  Hartford 

Howlett,  K.  S.,  Vanderbilt  ’31,  Shelton 

Hubert,  G.  R.,  Yale  ’35,  Torrington 

Hudon,  F.  A.,  Pennsylvania  ’37,  Bristol 

Hughson,  D.  T.,  Yale  ’27,  Madison 

Hughson,  F.  G.,  Marquette  ’34,  Madison 

Hunkemier,  E.,  N.  Y.  U.  ’33,  South  Norwalk 

Hurlburt,  E.  G.,  Vermont  ’35,  Bridgeport 

Hurwitz,  G.  H.,  Maryland  ’33,  Hartford 

Hurwitz,  H.  M.,  Yale  ’12,  Hartford 

Hutchinson,  J.  E.,  Johns  Hopkins  ’14,  Hartford 

Hyde,  C.  E.,  Yale  ’10,  Bridgeport 

Hyde,  C.  J.,  Univ.  & Bellevue  ’03,  Milford 

Hymovich,  L.,  Jefferson  ’29,  Stamford 

Hynes,  F.  H.,  Tufts  ’13,  New  Haven 

Ignace,  S.  J.,  Georgetown  ’30,  New  Milford 
Ingram,  H.  D.,  Pittsburgh  ’27,  Wilton 

Ireland,  R.  M.,  Vermont  ’31,  New  Milford  (Fairfield  County) 
Irving,  J.  G.,  Toronto  ’32,  Hartford 
Itzkowitz,  H.,  Tufts  ’34,  New  London 

Jack,  G.,  Boston  ’07,  New  Haven 
Jack,  J.  L.,  Yale  ’23,  New  Haven 
Jackson,  A.  F.,  Howard  ’22,  Hartford 
Jackson,  A.  H.,  Yale  ’24,  Washington 
Jackson,  A.  J.,  P.  & S.,  N.  Y.  ’15,  Waterbury 
Jackson,  E.  B.,  Johns  Hopkins  ’21,  New  Haven 
Jackson,  E.  J.,  Tufts  ’19,  Waterbury 
Jaffe,  S.  A.,  N.  Y.  U.  ’38,  New  Haven 
James,  A.  B.,  McGill  ’27,  Bridgeport 
James,  George  R.,  Yale  ’io,  Hamden 
James,  L.  P.,  Yale  ’27,  Hartford 
January,  D.  A.,  Yale  ’34,  Hartford 
January,  M.  H.,  Yale  ’35,  Hartford 
Jarvis,  H.  G.,  Johns  Hopkins  ’10,  Hartford 
Jenkins,  C.  A.,  Baltimore  ’ll,  Willimantic 
Jenkins,  R.  H.,  Med.  Coll.  Va.  ’16,  New  Haven 
Jennes,  M.  L.,  Tufts  ’38,  Waterbury 
Jennes,  S.  W.,  Tufts  ’34,  Waterbury 
Jenovese,  J.  F.,  Pennsylvania  ’30,  Hartford 
Johnson,  A.  A.,  P & S.,  N.  Y.  T7,  Waterbury 
Johnson,  C.  E.,  Harvard  ’26,  New  Haven 
Johnson,  H.  A.,  Vermont  ’25,  Watertown  (New  Haven 
County) 

Johnson,  P.,  Tufts  ’32,  West  Hartford 
Johnston,  E.  H.,  Maryland  ’oo,  Waterbury 
Jones,  F.  S.,  Yale  ’28,  Hartford 
Jordan,  R.  H.,  Virginia  ’33,  New  Haven 
Joyce,  W.  M.,  Jefferson  ’17,  Middletown 

Kahn,  E.,  Munich  ’11,  New  Haven 
Kalett,  J.,  Jefferson  ’28,  New  Britain 
Kalin,  J.  I.,  Harvard  ’24,  Hartford 

Kalman,  E.,  Komensky,  Czechoslovakia  ’23,  Bridgeport 


Kane,  J.  H.,  Md.  Coll.  Med.  ’04,  Thomaston 

Kaplan,  L.,  Baylor  ’36,  Bridgeport 

Kaprielian,  H.  K.,  Virginia  ’08,  Old  Greenwich 

Kardys,  J.  A.,  George  Washington  ’30,  Hartford 

Karotkin,  R.  H.,  Univ.  & Bellevue  ’32,  Hartford 

Kaschmann,  J.,  Munich  ’22,  Hartford 

Kaschub,  R.  W.,  Tufts  ’35,  Groton 

Katz,  D.,  Vermont  ’25,  Hartford 

Katz,  H.,  Harvard  ’21,  Hartford 

Katz,  I.,  N.  Y.  Med.  Coll.  ’37,  Meriden 

Katzman,  S.  S.,  Jefferson  ’21,  Hartford 

Kaufman,  C.,  Jefferson  ’19,  New  London 

Kaufman,  W.,  Michigan  ’38,  Bridgeport 

Keating,  J.  J.,  Bellevue  ’34,  New  Milford  (Fairfield  County) 

Keddy,  R.  A.,  McGill  ’24,  Stamford 

Keefe,  G.  G.,  Maryland  ’22,  Hartford 

Keefe,  R.  S.,  Boston  ’25,  Hartford 

Keefe,  W.  J.,  Maryland  ’31,  Hartford 

Keegan,  D.  F.,  Maryland  ’21,  Bridgeport 

Keeney,  R.  R.,  Jr.,  Tufts  ’34,  Manchester 

Keith,  A.  R.,  Harvard  ’03,  Hartford 

Kelley,  N.  R.,  Harvard  ’37,  Rocky  Hill 

Kellogg,  H.  K.  W.,  P.  & S„  N.  Y.  ’03,  Norwalk 

Kelly,  C.  C.,  Johns  Hopkins  ’14,  Hartford 

Kelly,  J.  F.  C.,  Queen’s  ’28,  Old  Greenwich 

Kelsey,  W.  M.,  Johns  Hopkins  ’36,  Westport 

Kendall,  R.  E.,  Johns  Hopkins  ’21,  Hartford 

Kennard,  M.  A.,  Cornell  ’30,  New  Haven 

Kennedy,  C.  S.,  Georgetown  ’30,  Naugatuck 

Kennedy,  R.  E.,  Yale  ’36,  Newtown 

Kennedy,  W.  C.,  Georgetown  ’10,  Torrington 

Kettle,  R.  H.,  Queen’s  ’28,  Norwich 

Keys,  R.  C.,  Kansas  ’27,  Bridgeport 

Kezel,  A.  P.  C.,  Georgetown  ’35,  Stamford 

Kilbourn,  A.,  Yale  ’23,  Hartford 

Kilbourn,  J.  B.,  P.  & S.,  Balt.  ’ 1 1 , Hartford 

Kilgus,  J.  F.,  Maryland  ’31,  Litchfield 

Kingman,  J.  H.,  P.  & S.,  N.  Y.  ’85,  New  Haven  (Middlesex 
County) 

Kingsbury,  I.  W.,  P.  & S.,  N.  Y.  ’03,  Hartford 
Kinley,  J.  W.,  McGill  ’31,  Hartford 
Kinney,  K.  K.,  Iowa  ’21,  Willimantic 
Kinsella,  M.  A.,  Tufts  ’12,  New  Britain 
Kirby,  S.  B.,  Yale  ’28,  New  Haven 
Kirschbaum,  E.  H.,  Yale  ’12,  Waterbury 
Klatskin,  G.,  Cornell  ’33,  New  Haven 
Klebanoff,  H.  E.,  Yale  ’25,  New  Haven 
Kleiman,  A.  O.,  Tufts  ’33,  Hartford 
Klein,  A.  A.,  Louisville  ’29,  Hartford 
Kleiner,  S.  B.,  Yale  ’15,  New  Haven 

Klinghoffer,  K.  A.,  Yale  ’34,  Oakland,  California  (New 
Haven  County) 

Klumpp,  T.  G.,  Harvard  ’28,  New  York  City  (New  Haven 
County) 

Knapp,  C.  S.,  P.  & S.,  N.  Y.  ’19,  Greenwich 
Knapp,  C.  W.,  P.  & S.,  N.  Y.  ’12,  Greenwich 
Knapp,  R.  P.,  P.  & S.,  N.  Y.  ’ 1 1 , Adanchester 
Knauth,  M.  S.,  P.  & S.,  N.  Y.,  ’23,  Wilton 
Kneale,  H.  B.,  Johns  Hopkins  ’20,  Bridgeport 
Knepp,  J.  W.,  Richmond  ’05,  Bridgeport 
Knowlton,  D.  J.,  Harvard  ’12,  Greenwich 
Knowlton,  M.,  Med.  Coll.  Ind.  ’05,  Hartford 
Koffler,  A.,  Jefferson  ’34,  Stamford 
Kornblutt,  A.,  Univ.  & Bellevue  ’20,  Bridgeport 
Koster,  L.  W.,  N.  Y.  U.  ’37,  West  Haven 
Kott,  J.  H.,  Bellevue  ’33,  Torrington 
Koufman,  W.  B.,  Tufts  ’35,  New  Haven 
Kowalewski,  V.  A.,  Yale  ’02,  West  Haven 
Kraszewski,  H.  W.,  Tufts  ’38,  New  Britain 
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Krinsky,  C.  N.,  Tufts  ’33,  New  London 
Krosnick,  G.,  Jefferson  ’38,  New  Haven 
Krosnick,  M.  Y.,  Yale  ’30,  New  Haven 
Kucewicz,  W.  J.,  St.  Louis  ’36,  Thompsonville 
Kunkel,  F.  E.,  Yale  ’26,  Hartford 
Kushlan,  S.  D.,  Yale  ’35,  New  Haven 

Laakso,  A.  O.,  Cornell  ’37,  Danielson 
La  Bella,  L.  O.,  P.  & S.,  N.  Y.,  ’25,  Middletown 
Labensky,  A.,  Yale  ’21,  New  London 
LaBrecque,  F.  C.,  Tufts  ’35,  Waterbury 
Labuz,  E.  F.,  Tufts  ’37,  Bristol 

Lacava,  J.  J.,  Georgetown  ’34,  Washington,  D.  C.  (Hartford 
County) 

Lambert,  H.  B.,  Jefferson  09,  Bridgeport 
LaMoure,  C.  TenE.,  Albany  ’94,  Windham  Center  (Tolland 
County) 

Lamoureux,  E.  E.,  Tufts  ’35,  Hartford 
Lampson,  E.  R.,  P.  & S.,  N.  Y.  ’96,  Hartford 
Lampson,  R.  S.,  Harvard  ’34,  Hartford 
Landry,  A.  B.,  Jefferson  ’09,  Hartford 
Landry,  B.  B.,  Harvard  ’20,  Hartford 
Lang,  W.  P.,  Hahnemann  ’01,  North  Haven 
Lankin,  J.  J.,  Harvard  ’37,  Hartford 

LaPalme,  J.  A.,  Tufts  ’25,  Webster,  Mass.  (Windham 
County) 

Lapenta,  R.  G.,  George  Washington  ’37,  Hartford 
LaPierre,  A.  J.,  Vermont  7 10,  Norwich 
LaPlume,  A.  A.,  Montreal  ’24,  Bristol 
LaPointe,  J.  W.  H.,  Laval  ’92,  Meriden 
Larimore,  L.  D.,  Worn.  Med.  Pa.  ’15,  Greenwich 
Larkin,  C.  L.,  Yale  ’15,  Waterbury 
Larrabee,  J.  W.,  Harvard  ’26,  Hartford 
Laszlo,  A.  E.,  Kiel  ’23,  Bridgeport 

LaTaif,  C.  G.,  Hahnemann  ’36,  Danbury  (Litchfield  County) 

Latimer,  M.  L.,  Vanderbilt  ’32,  New  Haven 

Laube,  P.  J.,  Iowa  ’36,  New  Haven 

Lavietes,  P.  H.,  Yale  ’30,  New  Haven 

Lawlor,  M.  J.,  P.  & S.,  N.  Y.  ’06,  Waterbury 

Lawrence,  E.  A.,  Western  Reserve  ’35,  Hamden 

Lawson,  S.  J.,  Virginia  ’05,  New  London 

Lawton,  R.  J.,  Md.  Coll.  Med.  ’08,  Terryville 

Lay,  W.  S.,  Yale  ’01,  Hamden 

Leak,  R.  L.,  Albany  ’98,  Middletown 

Lear,  M.,  Yale  ’11,  New  Haven 

Leary,  D.  C.,  Yale  ’36,  New  Haven 

Leddy,  P.  A.,  Harvard  ’24,  New  Haven 

Lee,  F.  N.,  Kansas  ’23,  Milford 

Lee,  J.  R.,  Queen’s  ’24,  Devon 

Lehman,  E.  B.,  Tennessee  ’28,  New  Haven 

Lehndorflf,  P.,  Vienna  ’37,  East  Haven 

Leichner,  W.,  Baltimore  ’10,  Hartford 

Lekston,  R.  F.,  Med.  Chi.,  Phila.  ’15,  New  Britain 

Lena,  H.  F.,  Johns  Hopkins  ’16,  New  London 

Lenehan,  J.  R.,  Jefferson  ’37,  Hartford 

Lengyel,  P.,  Budapest  ’31,  Bridgeport 

Leonard,  J.  C.,  Yale  ’32,  Hartford  (New  Haven  County) 

Leonard,  G.  A.,  Md.  Coll.  Med.  ’05,  Waterbury 

Leonard,  R.  J.,  Georgetown  ’38,  Mansfield  Depot 

Lesko,  Joseph  M.,  Duke  ’38,  Bridgeport 

Levenson,  A.,  Tufts  ’22,  Bridgeport 

Leverty,  C.  J.,  Univ.  & Bellevue  ’01,  Bridgeport 

Levin,  A.  E.,  Tufts  ’30,  Hartford 

Levin,  C.  A.,  Johns  Hopkins  ’20,  Hartford 

Levin,  H.  A.,  Univ.  & Bellevue  ’18,  New  Haven 

Levine,  L.  W.,  Maryland  ’37,  Ellington 

Levine,  S.  S.,  P.  & S.,  Balt.  ’12,  Hartford 

Levinsky,  M.,  Maryland  ’28,  Bridgeport 

Levy,  A.,  Tufts  ’31,  Winsted 
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Levy,  D.  F.,  Yale  ’19,  New  Haven 

Levy,  M.  N.,  Tufts  ’23,  Bridgeport 

Levy,  N.,  Yale  ’27,  Branford 

Levy,  S.  H.,  Tufts  ’35,  Stratford 

Levy,  W.,  Yale  Ti,  Suffield 

Lewicki,  E.  S.,  Georgetown  ’35,  Waterbury 

Lewis,  D.  M.,  Johns  Hopkins  ’01,  New  Haven 

Lewis,  H.  R.,  Oregon  ’32,  Wethersfield 

Lewis,  R.  M.,  Pennsylvania  ’10,  New  Haven 

Lewis,  S.  D.,  George  Washington  ’31,  Hartford 

L’Heureux,  J.  A.,  Boston  ’34,  Meriden 

Lieberman,  D.  L.,  N.  Y.  U.  ’26,  Chester 

Lieberthal,  M.  D.,  N.  Y.  U.  ’35,  Bridgeport 

Liebow,  A.  A.,  Yale  ’35,  Meriden 

Linde,  J.  1.,  Yale  ’08,  New  Haven 

Lindsay,  M.  K.,  P.  & S.,  N.  Y.  ’10,  Cheshire 

Lindsay,  M.  S.,  Tufts  ’ 1 1 , Middletown 

Lindskog,  G.  E.,  Harvard  ’28,  New  Haven 

Lirot,  S.  L.  R.,  McGill  ’32,  Meriden 

Lichner,  AT  D.,  Yale  ’30,  Hartford 

Little,  H.  C.,  Yale  ’10,  New  Haven 

Little,  M.  F.,  Yale  ’28,  Hartford 

Little,  M.  H.,  Harvard  ’35,  Fairfield 

Little,  O.  A.  G.,  Boston  ’35,  Bridgeport 

Littwin,  R.  J.,  L.  I.  Coll.  Hosp.  ’36,  Bristol 

Lobb,  R.  A.,  Hahnemann  ’37,  Deep  River 

Locke,  H.  L.  F.,  Tufts  ’12,  Hartford 

Lockhart,  R.  H.,  Yale  ’28,  Bridgeport 

Lockwood,  H.  DeF.,  Yale  ’01,  Aderiden 

Lockwood,  J.,  Johns  Hopkins  ’30,  Greenwich 

Loffredo,  L.,  Pennsylvania  ’22,  Adiddletown 

Logan,  W.  J.,  Yale  ’25,  New  Haven 

Loiacono,  A.  J.,  Harvard  ’27,  New  London 

Lombardi,  P.  F.,  Tufts  ’21,  Waterbury 

*Long,  C.  N.  H.,  AdcGill  ’28,  New  Haven 

Lopatin,  C.,  Louisville  ’41,  New  Haven 

LoRusso,  D.  L.,  Adarquette  ’34,  Torrington 

Loveland,  E.  K.,  Yale  ’97,  Watertown 

LoVetere,  A.  A.,  George  Washington  ’35,  Ivensington 

Lowe,  R.  W.,  U.  City  N.  Y.  ’89,  Ridgefield 

Lowell,  W.  H.,  Jr.,  Harvard  ’37,  Hartford 

Lowman,  R.  Ad.,  Adaryland  ’36,  New  Haven 

Lubchansky,  J.  H.,  Bellevue  ’33,  Uncasville 

Lublin,  R.  D.,  Johns  Hopkins  ’29,  East  Hartford 

Luby,  T.  J.,  AdcGill  ’14,  Hartford 

Luckner,  W.  G.,  Jefferson  ’38,  Stafford  Springs 

Ludlow,  G.  C.,  Harvard  ’19,  New  Canaan 

Lukoski,  W.  A.,  Georgetown  ’32,  Norwich 

Lund,  F.  A.,  N.  Y.  Aded.  ’00,  New  York  City  (New  London 

County) 

Lundberg,  G.  A.  F.,  Jefferson,  ’19,  South  Manchester 

Lundborg,  F.  L.,  Yale  ’30,  West  Hartford 

Lyman,  D.  R.,  Virginia  ’99,  AVallingford 

Lynch,  E.  J.,  Pennsylvania  ’09,  Shelton 

Lynch,  H.,  N.  Y.  U.  ’24,  Bridgeport 

Lynch,  J.  C.,  U.  City  N.  Y.  ’86,  Bridgeport 

Lynch,  R.  J.,  Bellevue  ’97,  Bridgeport 

AdacCready,  P.  B.,  Johns  Hopkins  ’21,  New  Haven 
AdacCready,  W.  H.,  Harvard  ’27,  Windsor 
Mackay,  W.  D.,  Indiana  State  ’28,  Sharon 
MacLean,  E.  Ad.,  AdcGill  ’30,  East  Hartford 
MacLeod,  E.  A.,  Worn.  Med.  Pa.  ’25,  Niantic 
Madden,  L.  I.,  Harvard  ’10,  Hartford 
Magnano,  J.,  Yale  ’27,  Middletown 
Adaher,  J.  R.,  Boston  ’27,  Stratford 

Mahoney,  D.  F.  C.,  Georgetown  ’24,  Palm  Springs,  Cal. 

(Hartford  County) 

Mahoney,  J.  J.,  McGill  ’33,  Norwich 
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Maine,  T.  P.,  Med.  Chi.  Phila.  ’12,  Mystic 
Maislen,  S.,  Vermont  ’14,  Hartford 
Malloy,  E.  F.,  Cornell  ’28,  Stamford 
Mancoll,  M.  M.,  Jefferson  ’28,  Hartford 
Adanwaring,  I.  J.,  Pennsylvania  ’95,  Norwich 
Marglis,  B.,  Bowdoin  ’20,  Bridgeport 
Margolick,  M.,  McGill  ’35,  Putnam 
Adargolius,  N.,  Cornell  ’33,  Waterbury 
Afarinaro,  N.  A.,  St.  Louis  ’30,  Hartford 
Markle,  R.  D.,  Syracuse  ’37,  North  Woodbury 
Markoff,  K.  K.,  Vermont  ’19,  Norwich 
Markwald,  H.  W.,  Berlin  ’37,  Torrington 
Marranzini,  S.,  Univ.  & Bellevue  ’28,  Hartford 
Marsh,  A.  D.,  Yale  ’08,  Hampton 
Marshall,  C.  L.,  Howard  ’24,  New  Haven 
Alartin,  J.  G.,  Yale  ’33,  West  Hartford 
Martin,  J.  S.,  Yale  ’05,  Watertown 
Martin,  R.  A.,  Vermont  ’37,  Bridgeport 
Marvin,  H.  Ad.,  Harvard  ’18,  New  Haven 
Alaslak,  R.,  Louisville  ’34,  Warehouse  Point 
Adassa,  A.  F.,  Yale  ’18,  New  Haven 
Adassey,  D.  Ad.,  Hahnemann  ’36,  Bridgeport 
Adastroianni,  L.,  Padua  ’17,  New  Haven 
Mathews,  F.  P.,  Harvard  ’30,  Southport 
Matteis,  J.  T.,  Yale  ’26,  New  Britain 
Maurer,  L.  L.,  Yale  ’16,  New  Haven 
Maxwell,  J.  A.,  Aded.  Coll.  Va.  ’17,  Bridgeport 
Maynard,  H.  H.,  Yale  ’16,  New  Haven 
Mayo,  E.  R.,  Tufts  ’38,  Waterbury 
McAlenney,  P.  F.,  Yale  ’29,  New  ITaven 
McClellan,  W.  E.,  Toronto  ’04,  Hartford 
McCook,  J.  B.,  P.  & S.,  N.  AT,  ’94,  Hartford 
McCormack,  C.  J.,  Yale  ’29,  Hartford 
McCrann,  D.  J.,  Tufts  ’34,  Hartford 
McCreery,  J.  A.,  P.  & S.,  N.  Y.  ’10,  Greenwich 
AdcCue,  Ad.  P.,  Harvard  '34,  East  Hartford 
McDermott,  J.  F.,  Cornell  ’23,  Hartford 
McDonnell,  R.  E.,  Yale  ’20,  New  Haven 
McFarland,  F.  AV.,  Vermont  ’28,  Stamford 
McGaughey,  J.  D.,  Jefferson  ’10,  Wallingford 
McGourty,  A.  F.,  N.  Y.  Homeo.  ’18,  Stamford 
AdcGourty,  D.  P.,  Jefferson  ’?7,  Stamford 
McGrath,  J.  F.,  McGill  ’23,  Hartford 
McGrath,  J.  FL,  Yale  ’08,  Waterbury 
McGuire,  F.  J.,  Boston  ’37,  Guilford 
AdcGuire,  W.  C.,  Yale  ’09,  New  Haven 
AlcHugh,  J.  F.,  Harvard  ’01,  Thompsonville 
Adcllroy,  P.  T.,  Queen’s  ’21,  New  Canaan 
McIntosh,  E.  F.,  Yale  ’97,  New  Haven 
Mclveon,  J.  J.,  Hahnemann  ’39,  Hamden 
McLarney,  T.  J.,  P.  & S.,  Balt.  ’97,  Waterbury 
McLaughlin,  J.  H.,  P.  & S.,  Balt.  ’09,  Jewett  City 
AdcLean,  J.  C.  J.,  Tufts  ’20,  Hartford 
McLean,  T.  S.,  Jr.,  Vermont  ’34,  Bridgeport 
McLellan,  P.  G.,  Harvard  ’25,  Hartford 
McLeod,  C.  E.,  Vermont  ’34,  Middletown 
McMahon,  F.  C.,  Fordham  ’19,  Stamford 
AdcAdahon,  G.  W.,  Tufts  ’37,  New  Britain 
McMahon,  J.  D.,  Creighton  ’37,  South  Norwalk 
AdcMahon,  W.  H.,  Jr.,  Fordham  ’20,  South  Norwalk 
McManus,  J.  P.,  P.  & S.,  Balt.  ’14,  Bridgeport 
McNulty,  T.  F.,  Georgetown  ’32,  Hartford 
AdcPartland,  P.  F.,  Baltimore  ’05,  Hartford 
McPherson,  S.  H.,  Tufts  ’13,  Hartford 
AdcQueen,  A.  S.,  Yale  ’01,  Branford 
AdcQueeney,  A.  M.,  Yale  ’05,  Bridgeport 
Meade,  C.  H.  B.,  Louisville  ’02,  Stamford 
Adeehan,  Ad.  C.,  Johns  Hopkins  ’32,  Portland 
Mekrut,  J.  A.,  St.  Louis  ’31,  Meriden 


Adendelsohn,  W.,  Johns  Hopkins  ’33,  New  Haven 
Mendillo,  A.  J.,  Yale  ’07,  New  Haven 
Adendillo,  J.  C.  F.,  Yale  ’30,  New  Haven 
Adenousek,  J.  A.,  Vermont  ’32,  Plainville 
Adeo,  R.  C.,  Goerge  Washington  ’34,  Waterbury 
Aderrill,  W.  T.,  Dartmouth  ’90,  East  Adilton,  Adass.  (New 
Haven  County) 

Merriman,  H.,  P.  & S.,  N.  Y.  ’36,  New  Haven 
Merriman,  Ad.  H.,  P.  & S.,  N.  Y.  ’06,  Waterbury 
Adescluer,  E.  F.,  Aded.  Chi.  Phila.  ’98,  Stamford 
Adetcalf,  E.  H.,  Jefferson  ’14,  Rockville 
Adeyer,  F.  Ad.,  Indiana  ’28,  Bridgeport 
Adeyers,  R.  A.,  Michigan  ’31,  Watertown 
Adichalowski,  V.  S.,  Boston  ’29,  New  Britain 
*Alickle,  F.  L.,  Allegheney  ’36,  Hartford 
Middlebrook,  L.  F.,  Jr.,  Johns  Flopkins  ’30,  Hartford 
Mignone,  J.,  Yale  ’33,  New  Haven 
Milano,  N.  A.,  Georgetown  ’27,  West  Haven 
Miles,  H.  S.,  P.  & S.,  N.  Y.  ’91,  Bridgeport 
Millen,  S.  R.,  George  Washington  ’38  Rocky  Hill  (New 
Haven  County) 

Miller,  H.  B.,  Rush  ’33,  New  Britain 
Miller,  H.  C.,  Yale  ’34,  New  Haven 
Miller,  J.,  Cornell  ’15,  Norwalk 
Miller,  J.  R.,  Johns  Hopkins  ’ 1 1 , Hartford 
Mills,  B.  L.,  Vermont  ’25,  Aderiden 
Minor,  L.  W.,  Yale  ’32,  Middletown 
Mirabile,  C.  S.,  AdcGill  ’30,  Hartford 
Mirabile,  T.  J.,  Georgetown  ’37,  East  Hartford 
Adisuk,  J.  F.,  Georgetown  ’32,  Meriden 
Mitchell,  G.  V.,  AdcGill  ’38,  Bridgeport 
Adogil,  AI.,  Buffalo  ’39,  New  Haven 
Adonacella,  J.  Ad.,  P.  & S.,  N.  Y.  ’35,  Windsor 
Monahan,  O.  T.,  Yale  ’33,  Bridgeport 
Adongillo,  F.,  Med.  Coll.  A^a.  ’28,  New  Haven 
Montano,  C.  C.,  Tufts  ’35,  Hartford 
Montano,  R.  A.,  Tufts  ’33,  Hartford 
Adooney,  S.,  Tufts  ’27,  Bridgeport 
Adoorad,  P.  J.,  Rochester  ’31,  New  Britain 
Adoore,  C.  D.,  Queen’s  ’28,  Newtown 
Adoore,  D.  B.,  Tufts  ’35,  New  Haven 

Adoore,  D.  DeC.  Y.,  N.  Y.  Homeo.  ’95,  South  Manchester 
Adoore,  G.  E.,  AAle  ’34,  Darien 
Adoore,  H.  D.,  Hahnemann  ’93,  Danbury 
Moore,  H.  F.,  Missouri  ’98,  Bethel 
Adoore,  Ad.  R.,  Queen’s  ’29,  Norwich 
Adoore,  W.  J.,  P.  & S.,  N.  Y.  ’21,  Cheshire 
Moran,  J.  P.,  Maryland  ’36,  New  London 
Adorgan,  W.  O.,  Georgetown  ’30,  Westport 
Aloriarity,  J.  L.,  Harvard  ’96,  Waterbury 
Adoriarty,  Ad.  E.,  \rale  ’26,  South  iManchester 
Morrill,  H.  F.,  Flarvard  ’25,  Waterbury 
Morris,  J.  S.,  Texas  ’27,  New  London 
Morriss,  W.  IT.,  Johns  Hopkins  ’12,  Wallingford 
Morrissey,  M.  J.,  P.  & S.,  Balt.  ’97,  Hartford 
Morse,  A.  H.,  Johns  Hopkins,  ’06,  New  Haven 
Adorse,  L.  R.,  Queen’s  ’26,  Hartford 
Morse,  W.  J.,  Vermont  ’31,  New  London 
Adoser,  O.  A.,  Arale  ’02,  Rocky  Hill 
Adouradian,  Ad.  G.,  VAY>m.  Aded.  Pa.  ’13,  New  Britain 
Moxness,  B.  A.,  Georgetown  ’25,  Hartford 
Moylan,  T.  P.,  Buffalo  ’22,  Hartford 
Adoyle,  IT.  B.,  Toronto  To,  Hartford 
Alozzer,  A.  J.,  Hahnemann  ’38,  Adiddletown 
Alucci,  L.  A.,  Rochester  ’34,  New  Britain  (New  Haven 
County) 

Mullen,  J.  J.,  Tufts  ’29,  AA^aterbury 
Mullins,  S.  F.,  Univ.  & Bellevue  ’06,  Danbury 
Adulville,  Ad.  F.,  Tufts  ’37,  Hartford 
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Munson,  W.  R.,  Baltimore  ’92,  Westport 
Murcko,  W.  J.,  Marquette  ’37,  Torrington 
Murdock,  T.  P.,  Baltimore  ’10,  Meriden 
Murphy,  C.  A.,  L.  I.  Coll.  Hosp.  ’33,  Stamford 
Murphy,  J.,  Pennsylvania  ’95,  Middletown 
Murphy,  J.  J.,  Georgetown  ’35,  Danbury 
Murphy,  O.  L.,  Vermont  ’21,  Simsbury 
Murphy,  T.  B.,  Harvard  ’23,  Wallingford 
Murphy,  T.  D.,  P.  & S.,  N.'  Y.  ’30,  West  Hartford 
Murphy,  T.  F.,  Jefferson  ’33,  Hartford 
Murray,  H.  J.,  Jefferson  ’16,  Stamford 
Murray,  T.  J.,  Adaryland  ’io,  New  London 
Murray,  T.  O.,  Tufts  ’32,  Danbury 
Adurray,  W.  J.,  Jefferson  ’32,  Bridgeport 
Musselman,  L.  K.,  Johns  Hopkins  ’19,  New  Haven 

Nagle,  W.  T.,  Aded.  Chi.  Phila.  ’14,  Southington 

Nahum,  L.  H.,  Yale  ’16,  New  Haven 

Naylor,  J.  H.,  Vermont  ’95,  Hartford 

Neff,  W.  E.,  Jr.,  P.  & S.,  N.  Y„  ’33,  Cheshire 

Neidlinger,  W.  J.,  Cornell  ’33,  Hartford 

Nelson,  R.  B.,  Cornell  ’34,  Waterbury 

Nelson,  W.  N.,  George  Washington  ’26,  Cromwell 

Nemoitin,  B.  O.,  L.  I.  Coll.  Hosp.  ’34,  Stamford 

Nemoitin,  J.  P.,  P.  & S.,  N.  Y.  ’05,  Stamford 

Nesbit,  R.  R.,  Albany  ’29,  New  Haven 

Nesbitt,  S.,  Harvard  ’35,  New  Haven 

Nespeco,  J.  U.,  Georgetown  ’32,  Bridgeport 

Nespor,  R.  W.,  Boston  ’33,  Westport 

Nestos,  P.  A.,  Rush  ’14,  Bristol 

Nettleton,  I.  LaF.,  L.  I.  Coll.  Hosp.  ’98,  Bridgeport 

Neumann,  H.  A.,  L.  I.  Coll.  Hosp.  ’09,  Bridgeport 

Neumann,  V.  F.,  Michigan  ’29,  Norwich 

Neuswanger,  C.  H.,  Harvard  ’23,  Waterbury 

Nevulis,  A.  V.,  Vermont  ’38,  New  Britain 

Newman,  J.  T.,  Yale  ’19,  New  Haven 

Newton,  L.,  N.  Y.  Homeo.  ’31,  Bridgeport 

Nichols,  C.  W.,  Vermont  ’20,  Bridgeport 

Nichols,  R.  W.,  Johns  Hopkins  ’12,  New  Haven 

Nickum,  J.  S.,  Tufts  ’18,  Bridgeport 

Nodelman,  J.,  Yale  ’29,  New  Haven 

Nolan,  J.  F.,  McGill  ’32,  Bridgeport 

Northrop,  R.  A.,  Jefferson  ’32,  Norwalk 

Oberg,  F.  T.,  Harvard  ’16,  Hartford 
O’Brasky,  L.,  Jefferson  ’22,  New  Haven 
O’Brien,  H.  R.,  Michigan  ’19,  Hartford 
O’Brien,  J.  F.,  Yale  ’08,  Waterford 
O’Brien,  W.  H.  J.,  Yale  ’12,  New  Haven 
O’Connell,  E.  J.,  Tufts  ’34,  Unionville 
O’Connell,  J.  F.,  Vermont  ’21,  Hartford 
O’Connell,  J.  G.,  Tufts  ’17,  Bridgeport 
O’Connell,  M.  F.,  Yale  ’22,  Hartford 
O’Connell,  P.  H.,  Loyola  ’29,  Norwich 
O’Connell,  W.  Ad.,  Yale  ’17,  West  Haven 
O’Connor,  D.  S.,  Bowdoin  ’19,  New  Haven 
O’Donnell,  T.  J.,  Syracuse  ’08,  Greenwich 
Oelschlegel,  H.  C.,  Jefferson,  ’n,  Torrington 
Oeseau,  H.  T.,  Jefferson  ’26,  Stratford 
O’Flaherty,  E.  P.,  Cornell  ’01,  Hartford 
Ogden,  R.  T.,  Harvard  ’24,  Hartford 
Olmsted,  J.  G.  M,  AdcGill  ’25,  Hartford 
O’Loughlin,  T.  F.,  U.  City  N.  Y.  ’96,  Rockville 
Oltman,  J.  E.,  Adinnesota  ’34,  Newtown 
O’Meara,  F.  P.,  N.  Y.  Med.  Coll.  ’36,  Glenbrook 
Onderdonk,  H.  J.,  N.  Y.  U.  ’97,  East  Hartford 
O’Neil,  M.  L.,  Yale  ’29,  Jewett  City 
O’Neil,  W.  H.,  Baltimore  ’ 1 r , Ansonia 
O’Neill,  C.  W.,  Yale  ’26,  Hartford 
O’Neill,  John  J.,  Tufts  ’32,  Stratford 


Oppenheimer,  K.,  Heidelberg  ’20,  Norwich 
Opper,  L.,  Munich  ’33,  Norwich 

Orbach,  E.  J.,  Friedrich  Wilhelm  Univ.,  Berlin  ’24,  New 
Britain 

Orlowski,  A.  W.,  Tufts  ’36,  Rockville  (Litchfield  County) 

Osborn,  S.  H.,  Tufts  ’14,  Hartford 

Osgood,  C.,  P.  & S.,  N.  Y.  ’03,  Norwich 

O’Shaughnessy,  E.  J.,  Univ.  & Bellevue  ’99,  New  Canaan 

Osmond,  R.  H.,  Yale  ’23,  Hartford 

Otis,  F.  N.,  Tufts  ’18,  Meriden 

Otis,  I.  S.,  George  Washington  ’17,  Meriden 

Ottenheimer,  E.  J.,  Virginia  ’22,  Willimantic 

Oughterson,  A.  W.,  Harvard  ’29,  New  Haven 

Owen,  P.  S.,  Yale  ’37,  Chester 

Oxnard,  E.  W.,  Harvard  ’36,  Cheshire 

Padula,  R.  D.,  Cincinnati  ’30,  Norwalk 
Padula,  V.  D.,  Rome  ’35,  Hartford 
Pagliaro,  J.  J.,  Georgetown  ’37,  Shelton 
Paine,  R.  C.,  Dartmouth  ’00,  Thompson 
Paladino,  J.  S.,  Boston  ’26,  Hartford 
Palmieri,  M.  L.,  Yale  ’32,  Middletown 
Palmieri,  M.  W.,  Naples  ’33,  New  Haven 
Panettieri,  A.  J.,  Vermont  ’37,  Bridgeport 
Paolillo,  C.  G.,  Yale  ’35,  New  Britain 
Papa,  J.  S.,  Tufts  ’28,  Bristol 
Parente,  L.,  Emory  ’31,  Hamden 
Paris,  M.,  N.  Y.  U.  ’30,  South  Norwalk 
Park,  P.  A.,  Iowa  Homeo.  ’10,  Bristol 
Parker,  J.  W.,  Yale  ’06,  Hartford 
Parker,  R.  L.,  Western  Ontario  ’41,  Bridgeport 
Parlato,  H.  A.,  N.  Y.  U.  ’36,  New  Britain 
Parlato,  M.  A.,  Yale  ’08,  Derby 
Parmelee,  B.  Ad.,  Vermont  ’19,  Bridgeport 
Parmelee,  E.  K.,  L.  I.  Coll.  Hosp.  ’89,  Ansonia 
Parrella,  L.  A.,  Tufts  ’34,  North  Haven 
Parshley,  P.  F.,  Pennsylvania  ’27,  West  Hartford 
Partridge,  W.  P.,  Harvard  ’20,  Hartford 
Pascal,  T.  J.,  Rush  ’31,  Bridgeport 
Passetto,  E.,  Vermont  ’36,  Waterbury 
Patterson,  D.  C.,  P.  & S.,  Balt.  ’06,  Bridgeport 
Patterson,  F.  A.,  Harvard  ’27,  Norwalk 
Paul,  F.,  Ludwig-Afaximilians-Universitat  Medizinicshe  Fa- 
kultat  ’24,  Greens  Farms 
Paul,  J.  R.,  Johns  Hopkins  ’19,  New  Haven 
Paul,  V.  A.,  Hahnemann,  Chicago  ’13,  Stamford 
Payne,  F.,  Harvard  ’37,  New  York,  N.  Y.  (New  Haven 
County) 

Peacock,  A.  U.,  Rush,  ’33,  Hartford 

Peck,  R.  E.,  Yale  ’93,  New  Haven 

Pelliccia,  O.,  Jr.,  Johns  Hopkins  ’39,  New  Haven 

Pelz,  S.,  Austria  ’32,  Wallingford 

Peltz,  W.  L.,  Harvard  ’36,  New  Haven 

Pendleton,  C.  E.,  Yale  ’03,  Colchester 

Pendleton,  E.  R.,  P.  & S.,  Boston  ’04,  Granby 

Penner,  S.  L.,  P.  & S.,  N.  Y.,  ’34,  Stratford 

Pennington,  H.  F.,  Harvard  ’27,  Aderiden 

Pepe,  A.  J.,  Maryland  ’35,  Norwich 

Perakos,  G.  P.,  Georgetown  ’32,  New  Britain 

Perdue,  R.  E.,  Starling  ’95,  Norwalk 

Perham,  W.  S.,  Michigan  ’32,  Woodbridge 

Perkins,  C.  W.,  Hahnemann  ’01,  Norwalk 

Perreault,  J.  N.,  Tufts  ’07,  Danielson 

Perrins,  H.  B.,  Yale  ’18,  New  Haven 

Perry,  M.  J.,  Worn.  Aded.  Homeo.  N.  Y.  ’03,  Norwalk 

Peters,  H.  LeB.,  AdcGill  ’07,  Bridgeport 

Peters,  J.  P.,  P.  & S.,  N.  Y.  ’13,  New  Haven 

Peterson,  C.  K.,  Tufts  ’05,  Lakeville 

Petrelli,  J.,  Yale  ’25,  New  Haven 
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Petrucelli  R.  J.,  P.  & S.,  N.  Y.  ’34,  Meriden 
Phelps,  M.  O.,  McGill  ’29,  Hartford 
Phelps,  P.  S.,  McGill  ’30,  Hartford 
Phillipson,  S.,  N.  Y.  Ilomeo.  ’18,  New  Haven 
Phillips,  A.  N.,  P.  & S.,  N.  Y.  ’83,  Glenbrook 
Phillips,  F.  L.,  Yale  ’06,  New  Haven 
Phillips,  H.  S.,  Toronto  ’22,  Westport 
Phillips,  K.  T.,  Tufts  ’19,  Putnam 

Phillips,  P.  L.,  Cornell  ’30,  Norfolk,  Va.  (Hartford  County) 

Piasecki,  J.  L.,  Maryland  ’12,  Norwalk 

Piasta,  P.  F.,  Boston  ’24,  Middletown 

Piazza,  G.  J.,  Boston  ’32,  New  Haven 

Piccolo,  P.  A.,  Maryland  ’37,  New  Haven 

Pierson,  E.  M.,  Yale  ’24,  Cromwell 

Pierson,  L.  A.,  Tufts  ’27,  Meriden 

Pike,  E.  R.,  Michigan  ’98,  East  Woodstock 

Pike,  M.  M.,  Harvard  ’25,  Hartford 

Pileggi,  P.,  Maryland  ’28,  Bridgeport 

Pine,  C.  S.,  Michigan  ’33,  Naugatuck 

Pinn,  A.  S.,  Laval  ’29,  New  Haven 

Pinney,  A.  W.,  Hahnemann  ’00,  Norfolk 

Pinney,  R.  W.,  P.  & S.,  N.  Y.  ’88,  Derby 

Pitegoff,  C.  H.,  St.  Louis  ’40,  Bridgeport 

Pitock,  M.  P.  Tufts  ’30,  Fairfield 

Platt,  I.  S.,  Southern  California  ’12,  Waterbury 

Platt,  W.  L.,  P.  & S.,  N.  Y.  ’81,  Norwich  (Litchfield  County) 

Plukas,  J.  M.,  Georgetown  ’32,  Bridgeport 

Pola,  W.  E.,  Louisville  ’32,  New  Britain 

Polito,  F.  L.,  Yale  ’21,  Torrington 

Pomeroy,  N.  A.,  P.  & S.,  N.  Y.  ’96,  Waterbury 

Poole,  A.  K.,  Johns  Hopkins  ’23,  New  Haven 

Popkin,  M.  S.,  George  Washington  ’35,  Bridgeport 

Post,  E.  A.,  Georgetown  ’33,  Waterbury 

Potter,  F.  E.,  P.  & S.,  N.  Y.  ’89,  Middletown 

Poverman,  D.,  Vermont  ’32,  New  Haven 

Powell,  W.,  Queen’s  ’24,  New  Haven 

Powers,  G.  F.,  Johns  Hopkins  ’13,  New  Haven 

Powers,  J.  T.,  P.  & S.,  Balt.  ’10,  Middletown 

Pratt,  A.  M.,  Bellevue  ’92,  Deep  River 

Pratt,  A.  P.,  Harvard  ’22,  Windsor 

Pratt,  E.,  P.  & S.,  N.  Y.  ’87,  Torrington 

Pratt,  G.  K.,  Detroit  ’15,  Westport 

Pratt,  N.  T.,  Yale  ’04,  Old  Saybrook  (Fairfield  County) 

Preston,  T.  R.,  Yale  ’25,  Hartford 

Priddy,  F.  E.,  Northwestern  ’28,  Hartford 

Prior,  J.  D.,  Toronto  ’28,  Waterbury 

Prout,  E.  B.,  Syracuse  ’14,  Portland 

Pullen,  R.  W.,  Yale  ’21,  New  Britain 

Purinton,  C.  O.,  Yale  ’00,  Sunmount,  N.  Y.  (Hartford 
County) 

Purple,  M.  R.,  Yale  ’37,  East  Hampton  (New  Haven  County) 
Pyle,  E.,  P.  & S.,  N.  Y.  ’15,  Waterbury 

Quatrano,  J.  C.,  Vermont  ’31,  Bridgeport 
Quarrier,  S.  S.,  P.  & S.,  N.  Y.  ’32,  Hartford 
Quinlan,  R.  V.,  Baltimore  ’10,  Meriden 
Quinn,  J.  F.,  Baltimore  ’06,  Bridgeport 
Quinn,  K.  S.,  Temple  ’35,  Bridgeport 
Quinn,  R.  J.,  P.  & S.,  Balt.  ’13,  Waterbury 
Quintiliani,  A.,  Harvard  ’29,  Norwich 

Rabinovitch,  A.,  Vermont  ’19,  Norwich 
Rademacher,  E.  S.,  Iowa  ’23,  New  Haven 
Radin,  M.  J.,  P.  & S.,  N.  Y.,  ’16,  Hartford 
Radom,  M.  M.,  Jefferson  ’25,  Hartford 
Raffa,  J.,  P.  & S.,  N.  Y.  ’34,  Glastonbury 
Rafferty,  B.,  Jefferson  ’28,  Williinantic 
Rafkind,  A.  B.,  Paris  ’37,  Middletown 
Rand,  R.  F.,  Johns  Hopkins  ’oo,  New  Haven 


Randall,  W.  S.,  P.  & S.,  N.  Y.  ’86,  Shelton 
Rankin,  B.  F.,  McGill  ’19,  Hartford 
Rapp,  A.  G.,  Cornell  ’29,  New  London 
Rasmussen,  H.  N.,  Tufts  ’25,  Uncasville 
Rawls,  E.  C.,  Med.  Coll.  Va.  ’31,  Stamford 
Raymer,  J.  G.,  Harvard  ’25,  Norwich 

Raynolds,  R.,  P.  & S.,  N.  Y.  ’14,  Rocky  Hill  (New  London 
County) 

Read,  F.  A.,  Yale  ’34,  Old  Greenwich 

Reade,  E.  G.,  Jefferson  ’16,  Watertown 

Reardon,  W.  E.,  Baltimore  ’04,  Hartford 

Reich,  U.  S.,  Virginia  ’09,  Bridgeport 

Reichenbach,  A.  E.,  Tufts  ’38,  Waterbury 

Reichenbach,  F.,  Tufts  ’33,  Watertown 

Reid,  L.  R.,  Pennsylvania  ’33,  Shelton 

Reidy,  D.  D.,  P.  & S.,  N.  Y.  ’27,  Hartford 

Reidy,  M.  J.,  P.  & S.,  N.  Y.  ’10,  Winsted 

Reilly,  W.  J.,  Tufts  ’35,  Naugatuck 

Reiter,  B.  R.,  Harvard  ’34,  Bridgeport 

Renehan,  J.  M.,  Tufts  ’28,  Ansonia 

Rentsch,  S.  B.,  Michigan  ’23,  Derby 

Resnik,  E.,  McGill  ’30,  New  Britain 

Rcsnik,  H.,  Johns  Hopkins  ’31,  Bridgeport 

Resnik,  W.  H.,  Johns  Hopkins  ’21,  Stamford 

Resnisky,  A.  F.,  Georgetown  ’23,  Hartford 

Reynolds,  H.  St.  C.,  Yale  ’10,  Hartford 

Reynolds,  H.  S.,  Albany  ’14,  Hartford 

Reynolds,  J.  A.,  Tufts  ’36,  Waterbury 

Reynolds,  R.  G.,  Harvard  ’26,  Hartford 

Reynolds,  W.  M.,  P.  & S.,  N.  Y.  ’31,  Greenwich 

Ribner,  H.,  Tufts  ’34,  Bridgeport 

Riccio,  J.  S.,  St.  Louis  ’37,  Hamden 

Riccitelli,  M.  L.,  Yale  ’22,  New  Haven 

Richardson,  R.  A.,  Vermont  ’14,  Bristol 

Richter,  H.  G.,  Yale  ’31,  New  Haven 

Riendeau,  F.  M.,  Paris  ’27,  Torrington 

Riendeau,  P.  L.,  Paris  ’27,  Torrington 

Rilance,  A.  B.,  McGill  ’31,  Shelton 

Rindge,  M.  P.,  P.  & S.,  Cleveland  ’05,  Madison 

Rindge,  N.  P.,  Yale  ’35,  Clinton 

Riordan,  M.  D.,  Vermont  ’12,  Willimantic 

Robbins,  B.  B.,  U.  City  N.  Y.  ’94,  Bristol 

Robbins,  C.  L.,  Yale  ’29,  New  Haven 

Roberge,  G.  E.,  Yale  ’38,  Stratford 

Roberts,  D.  J.,  Vermont  ’16,  Hartford 

Roberts,  E.  R.,  Maine  ’13,  Bridgeport 

Roberts,  F.  W.,  Johns  Hopkins  ’24,  New  Haven 

Robey,  Nathaniel  C.,  Yale  ’17,  Newtown 

Robinson,  A.  J.,  Toronto  ’23,  Hartford 

Robinson,  W.  J.  T.,  L.  I.  Coll.  Hosp.  ’21,  Broad  Brook 

Robison,  R.  C.,  Yale  ’36,  New  Canaan 

Roccapriore,  B.  A.,  Jefferson  ’31,  Middletown 

Roch,  G.  E.,  Tufts  ’34,  Willimantic 

Roche,  A.  F.,  Georgetown  ’17,  Hartford 

Roche,  T.  J.,  P.  & S.  Balt.  ’11,  Bridgeport 

Rockwell,  A.  E.,  Johns  Hopkins  ’21,  Bridgeport 

Rogers,  F.  P.,  Syracuse  ’33,  West  Hartford 

Rogers,  O.  F.,  Jr.,  Harvard  ’12,  New  Haven 

Rogers,  P.  H.,  Yale  ’12,  West  Haven 

Rogers,  R.  P.,  Harvard  ’25,  Greenwich 

Rogol,  L.,  L.  I.  Coll.  Hosp.  ’33,  Danbury 

Rogol,  O.,  Dalhousie  ’32,  Seymour 

Rogowski,  B.  A.,  Yale  ’24,  New  Haven 

Rollins,  H.  B.,  Yale  ’22,  Hartford 

Romaniello,  R.  J.,  P.  & S.,  N.  Y.  ’27,  Hartford 

Rooney,  J.  F.,  Baltimore  ’03,  Hartford 

Root,  J.  H.,  Harvard  ’18,  Waterbury 

Root,  M.  T.,  Cornell  ’18,  West  Hartford 

Root,  S.  A.,  Cornell  ’19,  West  Hartford 
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Rosahn,  P.  D.,  N.  Y.  U.  ’28,  New  Britain 

Rose,  S.  A.,  Univ.  & Bellevue  ’23,  Stamford 

Rosenbaum,  G.  J.,  Tufts  ’34,  Hartford 

Rosenthal,  E.,  Wurtenberg  & Munich  ’24,  Hartford 

Rosenthal,  I.,  L.  I.  Coll.  Hosp.  10,  South  Norwalk 

Ross,  A.  M.,  Basel  ’35,  Darien 

Roth,  F.  E.,  Univ.  & Bellevue  ’25,  Hartford 

Roth,  O.,  Vienna  ’37,  New  Haven 

Rothblatt,  R.,  Harvard  ’37,  Willimantic 

Rothschild,  M.  L.,  Paris  ’26,  New  Haven 

Rowell,  E.  E.,  Hahnemann  ’99,  Stamford 

Rowley,  J.  C.,  Harvard  ’06,  West  Hartford 

Rowley,  R.  L.,  Yale  ’03,  Hartford 

Roy,  J.  L.,  Tufts  ’34,  North  Grosvenordale 

Rozen,  A.  A.,  Yale  ’37,  New  Haven 

Rubin,  G.  A.,  Edinburgh  ’32,  New  Haven 

Ruby,  M.  H.,  P.  & S.,  N.  Y.  ’21,  Waterbury 

Ruby,  R.  J.,  Baylor  ’36,  Waterbury 

Russell,  G.  G.,  Harvard  ’19,  Hartford 

Russell,  J.  J.,  N.  Y.  Homeo.  ’87,  Putnam 

Russell,  T.  H.,  Yale  ho,  New  Haven 

Russell,  W.  I..  Yale  ’09,  New  Haven 

Russman,  C.,  Tufts  ’23,  Middletown 

Russo,  J.  D.,  Yale  ’16,  New  Haven 

Ryan,  F.  J.,  Tufts  ’35,  Hartford 

Rvan,  V.  G..  Yale  ’24,  Portland 

Ryder,  R.  H.,  P.  & S.,  Balt.  ’13,  Waterbury 

Ryder,  W.  H.,  Jefferson  ’20,  New  Haven 

Rylev,  R.  N.,  Yale  ’39,  Mystic 

Rynard,  W.  M.  W.,  Toronto  ’24,  Stamford 

Sabi  off,  J.,  L.  I.  Coll.  Hosp.  ’34,  New  London 
Sadusk,  J.  F.,  Jr.,  Johns  Hopkins  ’35,  New  Haven 
Salinger,  R.,  Johns  Hopkins  ’25,  New  Haven 
Salvin,  B.  L.,  George  Washington  ’21,  Hartford 
Saltzman,  J.  A.,  N.  Y.  Homeo.  ’33,  Waterbury 
Samponaro,  N.,  Johns  Hopkins  ’29,  Hartford 
Sanderson,  R.  V.,  Vermont  ’20,  Winsted 
Sanduli,  G.  R.,  Tufts  ’29,  Waterbury 
Sanford,  C.  E.,  Yale  ’06,  New  Haven 
Santoro,  G.  M.,  Cornell  ’24,  Waterbury 
Satti,  C.  J.,  Yale  ’23,  New  London 
Savage,  P.  J.,  Maryland  ’21,  New  London 
Savarese,  M.  R.,  L.  I.  Coll.  Hosp.  ’n,  New  Haven 
Sayers,  D.  O.  C.,  Tufts  35,  Waterbury 
Sayers,  J.  J.,  Tufts  ’35,  Hartford 
Scafarello,  P.  J.,  Tufts  ’26,  Hartford 
Scalzi,  L.  C.,  Bologna  ’37,  Bridgeport 
Scanlon,  J.  J.,  Georgetown  ’35,  Norwalk 
Scanlon,  T.  F.,  Yale  ’07,  Norwalk 
Scarbrough,  M.  McR.,  Yale  ’07,  New  Haven 
Schaefer,  A.  M.,  Yale  ’25,  Hartford 
Schaefer,  J.,  Tufts  ’17,  West  Hartford 
Schechtman,  C.  T.,  Vermont  ’26,  New  Britain 
Schiavetti,  A.,  Tufts  ’30,  Stafford  Springs 
Schmidt,  N.  L.,  Vanderbilt  ’27,  Stamford 
Schneider,  W.,  George  Washington  ’30,  Rockville 
Scholl,  R.  F.,  Yale  ’12,  New  Haven 
Schuman,  D.  H.,  P.  & S.,  N.  Y.  ’22,  Hartford 
Schupack,  S.  D.,  Tufts  ’24,  New  Britain 
Schwartz,  H.  P.,  Vienna  ’38,  Colchester 
Schwartz,  P.  E.,  Tufts  ’31,  Portland 
Scott,  C.  R.,  Yale  ’19,  New  Haven 
Scott,  W.  J.,  Fordham  ’16,  Derby 
Scoville,  D.  H.,  Cincinnati  ’30,  New  London 
Scoville,  W.  B.,  Pennsvlvania  ’32,  Hartford 
Scudder,  W.  D„  Harvard  ’20,  Hartford 
Scully,  R.  T.,  Georgetown  ’35,  New  Britain 
Seabury,  R.  B.,  Harvard  ’18,  New  Haven 


Sears,  L.,  Harvard  ’29,  Norwich 
Segal,  J.  A.,  Tufts  ’28,  Manchester 
Segel,  S.,  Vermont  ’35,  Norwich 
Segnalla,  E.,  Yale  ’12,  New  Haven 
Seibert,  A.  F.,  Yale  ’27,  Hartford 
Sekerak,  A.  J.,  Maryland  ’22,  Bridgeport 
Sekerak,  R.  A.,  Maryland  ’29,  Bridgeport 
Sekerak,  R.  J.,  Maryland  ’34,  Bridgeport 
Selinger,  J.,  Georgetown  ’13,  New  Canaan 
Selleck,  N.  B.,  L.  I.  Coll.  Hosp.  ’24,  Danbury 
Sellew,  R.  C.,  Yale  ’98,  Canaan 

Sellew,  R.  C.,  Jr.,  L.  I.  Coll.  Hosp.  ’36,  North  Canaan 

Senfield,  M.,  Vienna  ’20,  Ansonia 

Serafin,  P.  J.,  N.  Y.  U.  ’21,  New  Haven 

Serbin,  A.  F.,  Rush  ’33,  Hartford 

Serrell,  H.  P.,  Cornell  ’32,  Greenwich 

Sette,  A.  J.,  George  Washington  ’27,  Stamford 

Sewall,  S.,  Maryland  ’37,  Elmwood 

Shafer,  A.,  Pennsylvania  ’18,  Hartford 

Shaffer,  T.  E.,  Cornell  ’32,  New  Haven 

Shain,  J.  H.,  Tufts  ’28,  South  Norwalk 

Shaw,  G.  H.,  Syracuse  ’08,  Hartford 

Shaw,  L.  E.,  Worn.  Med.  Pa.  ’22,  Greenwich 

Shay,  F.  L.,  Tufts  ’25,  New  Haven 

Shea,  C.  J.,  Maryland  ’33,  Bridgeport 

Shea,  D.  E.,  Loyola  '27,  Llartford 

Shea,  J.  F.,  P.  & S.,  Balt.  ’11,  Bridgeport 

Shea,  M.  S.,  Vermont  ’21,  New  Haven 

Shea,  R.  E.,  Yale  ’30,  Willimantic 

Shea,  R.  O.,  P.  & S.,  Balt.  ’14,  Bridgeport 

Shea,  V.  T.,  Tufts  ’31,  Waterbury 

Sheahan,  W.  L.,  P.  & S.,  Balt.  ’12,  New  Haven 

Sheehan,  M.  T.,  Yale  ’10,  Wallingford 

Shepard,  W.  G.,  Toronto  ’08,  Hazardville 

Shepard,  W.  Ad.,  P.  &.  S.,  N.  Y.  ’29,  Putnam 

Sherer,  H.  C.,  U.  City  N.  Y.  ’92,  South  Norwalk 

Shermak,  J.  V.,  Vienna  ’19,  Old  Greenwich 

Sherman,  S.  H.,  P.  & S.,  N.  Y.  ’34,  Stamford 

Sherwood,  H.,  N.  Y.  Med.  ’37,  Durham 

Shirk,  S.  Ad.,  Hahnemann  ’97,  Stamford 

Shockley,  F.  Ad.,  Univ.  Med.  Coll.  Kansas  C.  ’13,  Stamford 

Shoup,  H.  B.,  Jr.,  Indiana  ’35,  AVestport 

Shull,  J.  C.,  Harvard  ’36,  West  Hartford 

Shulman,  D.  N.,  Johns  Hopkins  ’17,  Hartford 

Shupis,  A.,  Jr.,  Hahnemann  ’38,  Hartford 

Shure,  A.  L.,  Tufts  ’27,  New  Haven 

Sigal,  J.  B.,  Yale  ’23,  Hartford 

Siliciano,  R.  A.  V.,  Hahnemann,  Chicago  ’24,  Bristol 
Sills,  T.  H.,  Yale  ’27,  Newington 

Silver,  G.  B.,  Tufts  ’37,  Long  Island,  N.  Y.  (Hartford 
Countv) 

Silverberg,  S.  J.,  P.  & S.,  N.  Y.  ’21,  New  Haven 
Simmons,  E.  Ad.,  Yale  ’23,  Southington 
Simon,  B.,  Washington  ’31,  Adiddletown 
Simon,  L.  G.,  N.  Y.  U.  ’27,  South  Norwalk 
Simonton,  F.  F„  Adaine  ’03,  Thompsonville 
Simses,  J.  P.,  Tufts  ’37,  Washington,  D.  C.  (Fairfield  County) 
Sinclair,  S.  E.,  Pennsvlvania  ’36,  LaPorte,  Pa.  (New  Haven 
County) 

Skiff,  S.  E.,  Hahnemann  ’03,  New  Haven 

Skinner,  C.  E.,  Yale  ’91,  Darien  (New  Haven  County) 

Sklaver,  J.,  Adichigan  ’37,  Waterbury 

Slater,  Ad.,  Yale  ’24,  Hamden 

Slavin,  J.  E.,  ATrmont  ’12,  AVaterbury 

Slossberg,  D.  S.,  Tufts  ’34,  Hartford 

Slysz,  L,  B.,  Boston  ’27,  New  Britain 

Smilgin,  V.  E.,  George  AA^ashington  ’38,  New  London 

Smith,  A.  C.,  P.  & S.,  Balt,  ’io,  Danbury 

Smith,  C.  S.,  Hahnemann  ’16,  New  Haven 
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Smith,  D.  P.,  Yale  ’12,  Meriden 

Smith,  E.  D.,  Yale  ’99,  Bridgeport 

Smith,  E.  L.,  Yale  ’96,  Waterbury 

Smith,  E.  R.,  Yale  ’40,  Meriden 

Smith,  E.  T.,  Yale  ’97,  West  Hartford 

Smith,  F.  DeW.,  Hahnemann  ’10,  Guilford 

Smith,  F.  F.,  Howard  ’30,  New  Haven 

Smith,  F.  M.,  Vermont  ’11,  Willimantic 

Smith,  G.  A.,  Johns  Hopkins  ’07,  Long  Hill 

Smith,  G.  M.,  P.  & S.,  N.  Y.  ’05,  Pine  Orchard,  Branford 

Smith,  G.  T.,  Yale  ’08,  Waterbury 

Smith,  H.  A.,  Yale  ’36,  Hartford 

Smith,  J.  J.,  Maryland  ’30,  Bridgeport 

Smith,  L.  Ad.,  Tufts  ’37,  Stamford 

Smith,  M.,  U.  City  N.  Y.  ’83,  New  Haven 

Smith,  N.  N.,  Yale  ’24,  New  Haven 

Smith,  S.  Ad.,  Tufts  ’20,  Danbury 

Smith,  S.  R.,  Med.  Chi.  Phila.  ’16,  Bridgeport 

Smith,  V.  J.,  Pennsylvania  ’20,  New  Britain 

Smith,  W.  B.,  Pennsylvania  ’22,  Wethersfield 

Smith,  W.  E.,  Michigan  ’10,  Stamford 

Smith,  W.  F.,  Cornell  ’34,  Hartford 

Smykowski,  B.  L.,  Baltimore  ’11,  Bridgeport 

Snavely,  M.  E.,  Yale  ’25,  West  Haven 

Sneidman,  G.  I.,  Virginia  ’36,  Hartford 

Snelling,  P.  W.,  Harvard  ’21,  Hartford 

Snurkowski,  C.  V.,  Georgetown  ’25,  New  Haven 

Soley,  Paul  J.,  Cornell  ’27,  Darien 

Sollosy,  A.,  Tufts  ’27,  Bridgeport 

Solomon,  C.  I.,  Yale  ’25,  Meriden 

Soltz,  T.,  Jefferson  ’11,  New  London 

Soreff,  L.,  Tufts  ’32,  East  Hampton 

Spector,  N.,  Tufts  ’24,  Lynn,  Mass.  (Windham  County) 

Speight,  H.  E.,  Georgetown  ’27,  Middletown 

Spekter,  L.,  Rochester  ’33,  Hartford 

Sperandeo,  A.,  Yale  ’25,  New  Haven 

Sperry,  F.  N.,  Yale  ’94,  New  Haven 

Spicer,  E.,  Yale  ’05,  Waterbury 

Spiegel,  C.  M.,  Hahnemann  ’36,  New  Haven 

Spignesi,  J.  T.,  Georgetown  ’30,  Wallingford 

Spillane,  B.,  Tufts  ’16,  Hartford 

Spinelli,  N.  V.,  Marquette  ’39,  Bridgeport 

Spinner,  S.,  Tufts  ’35,  New  Haven 

Sponzo,  J.  J.,  Tufts  ’38,  Hartford 

Sprague,  C.  H.,  P.  & S.,  N.  Y.  ’04,  Bridgeport 

Squier,  Raymond  R.,  Johns  Hopkins  ’26,  Greenwich 

Squillacote,  V.  J.,  Rome  ’34,  New  Britain 

Stahl,  W.  M.,  Adaryland  ’14,  Danbury 

Standish,  E.  M.,  Harvard  ’22,  Hartford 

Standish,  F.  B.,  Yale  ’03,  New  Haven 

Standish,  H.  C.,  Cornell  ’28,  West  Hartford 

Standish,  J.  H.,  U.  City  N.  Y.  ’95,  Hartford 

Standish,  W.  A.,  Yale  ’25,  Hartford 

Staneslow,  J.  S.,  Cornell  ’26,  Waterbury 

Stankard,  W.  F.,  Jefferson  ’38,  Springdale 

Starr,  R.  M.,  Yale  ’26,  New  London 

Starr,  R.  S.,  P.  & S.,  N.  Y.  ’01,  Hartford 

Starrett,  J.  E.,  Tufts  ’30,  Stamford 

Statham,  J.  C.,  Georgia  ’28,  Middletown 

Staub,  J.  H.,  L.  I.  Coll.  Hosp.  ’99,  Stamford 

Steincrohn,  P.  J.,  Maryland  ’23,  Hartford 

Stempa,  H.,  Berlin  ’98,  Hartford 

Stephenson,  C.  W.,  Harvard  ’22,  Hartford 

Stetson,  C.  G.,  Cornell  ’35,  Milford 

Stetson,  H.  W.,  Vermont  ’06,  Milford 

Stettbacher,  H.  J.,  Harvard  ’22,  Waterbury 

Steudel,  H.,  Kiel  ’89,  Ansonia 

Stevens,  H.  G.,  Maryland  ’04,  New  Milford 

Stevens,  M.  A.,  Yale  ’29,  New  Haven 


Stevenson,  W.  R.,  Boston  ’31,  Bristol 
Stewart,  H.  E.,  Yale  ’10,  New  Haven 
Stewart,  L.  Q.,  Yale  ’33,  West  Hartford 
Stietzel,  E.  E.,  P.  & S.,  N.  Ar.  ’34,  South  Norwalk 
St.  John,  L.  A.,  Fordham  ’20,  Hartford 
Stoddard,  J.  E.,  Boston  ’04,  Aderiden 
Stone,  E.  L.,  Johns  Hopkins  ’20,  New  Haven 
Stone,  H.  R.,  Johns  Hopkins  ’04,  Clinton 
Stone,  A4.  J.,  Rush  ’22,  Stamford 
Storms,  W.  F.,  Harvard  ’30,  Wethersfield 
Storrs,  E.  R.,  Jefferson  ’00,  Hartford 
Storrs,  R.  W.,  Harvard  ’20,  Hartford 
Stoughton,  D.  H.,  McGill  ’18,  Hartford 
Strauss,  Ad.  J.,  P.  & S.,  N.  Y.  ’17,  New  Haven 
Strayer,  E.  Ad.,  P.  & S.,  N.  Y.  ’33,  Bridgeport 
Strayer,  L.  Ad.,  Harvard  ’30,  Bridgeport 
Stretch,  J.  E.,  George  Washington  ’28,  Simsbury 
Strickland,  H.,  AdcGill  ’30,  Meriden 
Stringfield,  O.  L.,  Univ.  & Bellevue  ’16,  Stamford 
Strobel,  J.  E.,  Temple  ’09,  Waterford 
Sturtevant,  J.  Ad.,  N.  Y.  U.  ’35,  New  London 
Stygar,  J.  S.,  St.  Louis  ’33,  Derby 
Sullivan,  A.  B.,  Yale  ’38,  West  Hartford 
Sullivan,  A.  J.,  Harvard  ’27,  Washington,  D.  C.  (New  Haven 
County) 

Sullivan,  C.  N.,  AdcGill  ’30,  New  Britain 
Sullivan,  D.,  N.  Y.  U.  ’97,  New  London 
Sullivan,  J.  F.,  P.  & S.,  N.  Y.  ’94,  New  Haven 
Sullivan,  T.  J.,  Yale  ’17,  New  Haven 
Sulman,  M.,  P.  & S.,  N.  Y.  ’36,  New  London 
Sunderland,  P.  U.,  N.  Y.  Homeo.  ’94,  Danbury 
Sunderland,  W.  A.,  Y’ale  ’26,  Danbury 
Sundquist,  A.  B.,  Tufts  ’33,  Adanchester 
Suplicki,  J.  W.,  Tufts  ’26,  Norwich 
Sussler,  D.,  Fordham  ’16,  Norwich 
Sutherland,  F.  A.,  Harvard  ’26,  Torrington 
Swan,  H.  C.,  Tufts  ’03,  Hartford 
Swarts,  W.  B.,  Pennsylvania  ’34,  Stamford 
Sweet,  A.  N.,  Adaryland  ’18,  Middletown 
Sweet,  G.  C.,  P.  & S.,  Balt.  ’12,  Rocky  Hill  (New  Haven 
County) 

Sweet,  J.  T.  T.,  Jr.,  Tufts  ’12,  Hartford 
Swenson,  A.  C.,  Yale  ’02,  Waterbury 
Swett,  P.  P.,  Univ.  & Bellevue  ’04,  Hartford 
Sword,  B.  C.,  N.  Y.  Homeo.  ’18,  Yonkers,  N.  Y.  (New  Haven 
County) 

Szlemko,  E.  A.,  Switzerland  ’38,  Groton 

Tait,  A.  A.,  Illinois  ’30,  West  Hartford 
Talbot,  H.  P.,  Adaryland  ’27,  Hartford 
Tanner,  W.  A.,  Vermont  ’12,  Danielson 
Tarasovic,  T.  J.,  Tufts  ’36,  Bridgeport 
Tarbell,  L.  A.,  Vermont  ’25,  Beacon  Falls 
Tate,  W.  J.,  Yale  ’29,  Deep  River 
Taylor,  A.,  Rush  ’29,  Hartford 
Taylor,  C.  C.,  Harvard  ’16,  Bridgeport 
Taylor,  J.  C.,  Adichigan  ’91,  New  London 
Taylor,  Ad.  YV.,  Tufts  ’05,  Hartford 
Taylor,  R.  M.,  George  Washington  ’22,  East  Haven 
Taylor,  R.  N.,  Yale  ’30,  New  London 
Taylor,  S.  P.,  George  AVashington  ’16,  North  Haven 
Teele,  J.  E.,  AA’om.  Med.  Pa.  ’88,  Greens  Farms  (New  Haven 
County) 

Tennant,  R.,  Yale  ’29,  Hartford 
Terhune,  AAY  B.,  Tulane  ’15,  New  Canaan 
I erKuile,  R.  C.,  Rochester  ’32,  Bridgeport 
Teuscher,  YV.  P.,  Tufts  ’32,  Westport 
1 halberg,  R.  E.,  Aale  ’26,  Southington 
Thayer,  R.  B.,  Bowdoin  ’20,  Somers 
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Thenebe,  C.  L.,  Pennsylvania  ’18,  West  Hartford 

Thomas,  J.  J.,  Fordham  ’21,  Ansonia 

Thomases,  S.,  N.  Y.  U.  ’39,  Stratford 

Thompson,  C.  G.,  N.  Y.  Homeo.  ’18,  Norwich 

Thompson,  H.  G.,  Harvard  ’17,  Hartford 

Thompson,  K.  W.,  Harvard  ’29,  New  Haven 

Thompson,  L.  E.,  Boston  ’25,  Meriden 

Thompson,  L.  J.,  Washington  ’19,  New  Haven 

Thompson,  S.  A.,  Cornell  ’23,  Greenwich 

Thoms,  H.,  Yale  ’10,  New  Haven 

Thomson,  T.  L.,  Hahnemann  ’oi,  Torrington 

Thorne,  L.,  Yale  ’36,  Atlanta,  Ga.  (New  Haven  County) 

Throckmorton,  V.  J.,  Boston  ’33,  Stamford 

Tiebout,  H.  M.,  Johns  Hopkins  ’21,  Greenwich 

Tileston,  W.,  Harvard  ’99,  New  Haven 

Tinkess,  D.  E.,  McGill  ’25,  Greenwich 

Tirella,  F.  F.,  Tufts  ’37,  Bristol 

Tisher,  P.  W.,  Iowa  ’35,  New  Britain 

Todd,  F.  P.,  Boston  ’89,  Danielson 

Tokarczyk,  J.  J.,  Vermont  ’20,  New  Britain 

Tolk,  N.  R.,  Univ.  & Bellevue  ’20,  Bridgeport 

Tomaino,  F.  F.,  Yale  ’29,  Danbury 

Tombari,  S.  P.,  Boston  ’34,  Hartford 

Tonken,  L.  C.,  Tufts  ’34,  Hartford 

Tortolani,  A.  P.,  McGill  ’34,  Plainville 

Tovell,  R.  M.,  Queen’s  ’26,  Hartford 

Tower,  A.  A.,  P.  & S.,  N.  Y.  ’19,  Meriden 

Towne,  N.  A.,  Vermont  ’31,  Naugatuck 

Townsend,  W.  C.,  Harvard  ’25,  Hartford 

Toy,  C.  M.,  Buffalo  ’40,  Norwich 

Tracey,  E.  J.,  Pennsylvania  ’24,  Norwalk 

Tracey,  W.  J.,  U.  City  N.  Y.  ’89,  Norwalk 

Tracey,  W.  W.,  P.  & S.,  N.  Y.  ’16,  Norwalk 

Tracy,  F.  E.,  Yale  ’29,  Middletown 

Trantolo,  A.,  Tufts  ’39,  East  Hartford 

Trapp,  F.  W.,  Georgetown  ’36,  New  Britain 

Trautman,  E.  F.,  Temple  ’40,  Bridgeport 

Treat,  W.  H.,  Yale  ’06,  Derby 

Trimpert,  A.  J.,  Georgetown  ’33,  Bethel 

Troy,  W.  D.,  Jefferson  ’36,  Stamford 

Truex,  E.  H.,  Louisville  ’08,  Hartford 

Truex,  E.  H.,  Jr.,  Harvard  ’36,  Hartford 

Tuch,  M.,  Univ.  & Bellevue  ’06,  Hartford 

Tunick,  G.  L.,  Jefferson  ’35,  Greenwich 

Turbert,  E.  J.,  Baltimore  ’04,  Hartford 

Turchik,  F.,  Jefferson  ’27,  Bridgeport 

Turkington,  C.  H.,  Johns  Hopkins  ’07,  Litchfield 

Turner,  A.  R.,  Paris  ’94,  Norwalk 

Turnley,  W.  H.,  Virginia  ’24,  Stamford 

Tutles,  A.  J.,  Tufts  ’30,  Bridgeport 

Twachtman,  E.,  Virginia  ’36,  New  Canaan 

Twaddle,  P.  H,  Yale  ’35,  Hartford 

Tylec,  L.  L.,  Virginia  ’35,  Union  City 

Tyler,  M.,  Johns  Hopkins  ’17,  New  Haven 

Unsworth,  A.  C.,  Vermont  ’31,  Hartford 

Upham,  Charles  E.  H.,  Pennsylvania  ’19,  Norwalk 

Upson,  W.  H.,  Tufts  ’27,  Suffield 

Uricchio,  J.  G.,  Georgetown  ’31,  Hartford 

Urquhart,  R.  G.,  McGill  ’24,  Norwich 

Ursone,  F.  D.,  Tufts  ’29,  Norfolk 

Uvitsky,  I.  H.,  Boston  ’27,  Bridgeport 

Vail,  G.  F.,  Pennsylvania  ’02,  Hartford 
Vail,  T.  E.,  Johns  Hopkins  ’11,  Thompsonville 
Valenski,  T.  J.,  Tufts  ’37,  Thompsonville 
Van  Antwerp,  L.  D.,  Michigan  ’31,  Meriden 
Van  Cor,  C.  A.,  Vermont  ’14,  Middletown 
Van  Kleeck,  E.,  P.  & S.,  N.  Y.  ’12,  Hartford 


Van  Leuvan,  J.  S.,  Yale  ’27,  Meriden 
Van  Strander,  W.  H.,  Vermont  ’00,  Hartford 
Van  Tassel,  W.,  N.  Y.  U.  ’27,  Darien 
Van  Wart,  W.  H.,  Harvard  ’22,  Hartford 
Vastola,  A.  P.,  Fordham  ’12,  Waterbury 
Veal,  W.  T.,  Jefferson  ’12,  Stonington 
Vegliante,  M.  E.,  Tufts  ’27,  New  Haven 
Verdi,  W.  F.,  Yale  ’94,  New  Haven 

Vermooten,  V.,  Johns  Hopkins  ’23,  Germantown,  Penna. 

(New  Haven  County) 

Vernlund,  C.  F.,  Harvard  ’14,  Hartford 
Vernon,  S.,  L.  I.  Coll.  Hosp.  ’30,  Willimantic 
Vershbow,  N.,  Tufts  ’19,  Hartford 
Vestal,  P.  W.,  Harvard  ’22,  New  Haven 
Vickers,  J.  L.,  Johns  Hopkins  ’24,  Greenwich 
Vinci,  V.  J.,  N.  Y.  U.  ’39,  Middletown 
Viola,  C.  P.,  Tufts  ’36,  Milford 
Vioni,  R.  C.,  Naples  ’35,  Bridgeport 
Vogel,  S.,  Vienna  ’27,  Bristol 
Vollero,  A.,  Tufts  ’30,  New  Haven 
Vollmer,  J.  W.,  Yale  ’06,  Norwalk 

Wadhams,  S.  H.,  Yale  ’96,  Torrington 
Wadsworth,  R.  F.,  Cornell  ’19,  New  Canaan 
Waite,  R.  L.,  Johns  Hopkins  ’09,  Hartford 
YVakeman,  E.  T.,  Yale  ’22,  New  Haven 
Wales,  F.  J.,  N.  Y.  U.  ’97,  Stepney  Depot 
Walker,  R.,  Rochester  ’37,  Cornwall 
Walker,  W.  B.,  Yale  ’20,  Cornwall 

Walker,  W.  H.,  Harvard  ’03,  Newtown  (Hartford  County) 
Wallace,  C.  K.,  Queen’s  ’13,  Hartford 
Wallace,  V.  G.  H.,  Edinburgh  ’26,  Norwalk 
YVallach,  G.  M.  K.,  Bern  ’39,  Torrington 
Walsh,  J.  F.,  P.  & S.,  N.  Y.  ’19,  Bridgeport 
Walton,  L.  L.,  Johns  Hopkins  ’33,  Hartford 
Ward,  J.  P.,  Georgetown  ’36,  Bridgeport 
Ward,  J.  W.,  P.  & S.,  Balt.  ’07,  South  Glastonbury 
Ward,  L.  S.,  Cornell  ’31,  Niantic 
Warner,  C.  N.,  Jefferson  ’96,  Litchfield 
Warner,  C.  H.,  Jr.,  Tufts  ’36,  Litchfield 
Warner,  G.  H.,  Yale  ’97,  Bridgeport 
Warren,  H.  F.,  Vanderbilt  ’15,  New  London 
Warren,  H.  S.,  Harvard  ’36,  Wethersfield 
Warring,  H.  L.,  Howard  ’28,  Hartford 
Washburn,  W.  J.,  Indiana  ’21,  Stamford 
Waskovitz,  D.,  Yale  ’20,  New  Britain 
Waterman,  C.,  McGill  ’05,  Portland 
Watson,  W.  J.,  Univ.  & Bellevue  ’31,  New  Britain 
Watts,  J.  F.,  Georgetown  ’12,  Bridgeport 
Weadon,  W.  L.,  Univ.  Coll  Med.  ’05,  Bridgeport 
Weaver,  B.  S.,  Michigan  ’10,  Stamford 
Webber,  E.  R.,  Jefferson  ’14,  Waterbury 
Weber,  F.  C.,  Jr.,  Johns  Hopkins  ’36,  Greenwich 
Weed,  F.  A.,  Albany  ’12,  Torrington 
Wehger,  R.  T.,  Yale  ’32,  Bridgeport 
Weidman,  W.  H.,  McGill  ’31,  Norwich 
Weigle,  L.  A.,  Jr.,  Yale  ’39,  New  Haven  (Hartford 
County) 

Weil,  A.,  Univ.  & Bellevue  ’14,  New  Haven 
Weiner,  J.  G.,  Yale  ’29,  Hartford 
Weinstein,  N.,  Trinity  (Dublin)  ’34,  Norwalk 
Weir,  M.  L.  B.,  Johns  Hopkins  ’22,  New  Haven 
Weis,  H.  H.,  N.  Y.  Med.  Coll.  ’17,  Bridgeport 
Weise,  E.  C.,  Jefferson  ’20,  Bridgeport 
Weisenfeld,  N.,  Maryland  ’28,  Hartford 
Weisenborn,  W.,  Johns  Hopkins  ’32,  Hartford 
Welch,  H.  L.,  Yale  ’97,  New  Haven 
Welch,  T.  F.,  Georgetown  ’04,  Hartford 
Weld,  S.  B.,  Harvard  ’16,  Hartford 
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Weldon,  E.  B,  P.  & S.,  Bair.  ’13,  Bridgeport 

# Welling,  W.  C.,  Yale  ’02,  Hartford 

Wellington,  H.  W.,  P.  & S.,  N.  Y.  ’13,  New  London 

Wells,  D.  B.,  Johns  Hopkins  ’12,  Hartford 

Wells,  J.,  Yale  ’37,  West  Hartford 

Wener,  W.  V.,  AdcGill  ’27,  Norwich 

Wentworth,  J.  A.,  Harvard  ’13,  Hartford 

Wentworth,  J.  H.,  Yale  ’39,  New  Haven 

Wersebe,  F.  W.,  N.  Y.  U.  ’98,  Washington 

Whalen,  E.  J.,  Yale  ’08,  Hartford 

Wheatley,  L.  F.,  Tufts  ’03,  New  Haven 

Whipple,  B.  N.,  Yale  ’07,  Bristol 

Whitcomb,  B.  B.,  McGill  ’35,  Hartford 

White,  B.  V.,  Harvard  ’34,  Hartford 

White,  F.  C.,  Queen’s  ’31,  Norwich 

White,  J.  C.,  Harvard  ’29,  New  Britain 

Whiting,  H.  St.  J.,  AdcGill  ’21,  Middletown 

Whiting,  L.  C.,  Md.  Coll.  Med.  ’12,  New  Haven 

Whiting,  R.  C.,  AdcGill  ’24,  Hartford 

Whittemore,  E.  R.,  P.  & S.,  N.  Y.,  ’02,  New  Haven 

Whittles,  L.  J.,  P.  & S.,  N.  Y.  ’21,  Glastonbury 

Whitty,  C.  A.,  Queens  ’29,  Hartford 

Wiedman,  O.  G.,  Pennsylvania  ’05,  Hartford 

Wieler,  H.  J.,  P.  & S.,  N.  Y.  ’28,  Lakeville 

Wienski,  J.  C.,  Hahnemann  ’21,  Hartford 

Wiepert,  W.  AT,  Yale  ’37,  Avon 

Wies,  C.  H.,  Yale  ’32,  New  London 

Wies,  F.  A.,  Yale  ’33,  New  Haven 

Wight,  W.  E.,  Bowdoin  ’20,  Thomaston 

AVilcox,  F.  C.,  Medical  Evangelists  ’34,  Hamden 

Wilcox,  L.  M.,  Tufts  ’33,  Terryville 

Wilder,  E.  A.,  Boston  ’23,  Adiddletown 

Wilk,  E.  K.,  Baylor  ’36,  Middletown 

Wilkinson,  A.  G.,  Maryland  ’36,  New  Haven 

Williams,  C.  M.,  P.  & S.,  N.  Y.  ’98,  Stonington 

Williams,  E.  E.,  P.  & S.,  N.  Y.  ’23,  Naugatuck 

Willis,  Thayer,  Yale  ’36,  Norwalk 

Willner,  O.,  Afienna  ’05,  New  Haven 

Wilson,  D.  E.,  Jefferson  ’30,  New  Haven 

AVilson,  F.  E.,  Vermont  T 1 , New  London 

Wilson,  G.  C.,  Yale  ’28,  Wallingford 

AVilson,  H.  M.,  Washington  ’27,  New  Haven 


AVilson,  J.  A.,  Jefferson  ’19,  Meriden 
Wilson,  W.  A.,  Louisville  ’28,  Hartford 
AAfilson,  W.  R.,  Johns  Hopkins  ’25,  New  Haven 
Wineck,  M.  S.,  Vermont  ’15,  Hartford 
AVinkler,  A.  W.,  Harvard  ’31,  New  Haven 
Winne,  W.  N.,  N.  Y.  U.  ’97,  New  Haven 
Winternitz,  Ad.  C.,  Johns  Hopkins  ’07,  New  Haven 
AVinter,  H.  W.,  Johns  Hopkins  ’29,  Bristol 
Winter,  S.,  Baylor  ’20,  New  Haven 
AAfinters,  J.  T.,  Pennsylvania  ’31,  AAVst  Hartford 
AVitter,  O.  R.,  P.  & S.,  N.  Y.  ’01,  Hartford 
AVolfson,  D.,  Boston  ’33,  Bethel 
Wood,  F.  O.,  Rush  ’31,  Hartford 
Wood,  H.  C.,  3rd,  Pennsylvania  ’38,  New  Canaan 
Woodford,  C.  N.,  Louisville  ’08,  Hartford 
AVoodford,  F.  B.,  Yale  ’24,  Ridgefield 

Woodruff,  L.  M.,  Yale  ’37,  Boston,  Adass.  (New  Haven 
County) 

Woodward,  H.  B.,  Johns  Hopkins  ’12,  Bristol 
AVoodward,  J.  C.,  P.  & S.,  N.  Y.  ’35,  New  London 
Worthen,  T.  W.,  Dartmouth  ’11,  Hartford 
Wrang,  W.  E.,  Jefferson  ’19,  Middletown 
Wray,  E.  H.,  Jr.,  Arale  ’32,  Litchfield 
Wright,  W.  AV.,  Harvard  ’19,  Hartford 
Wulp,  G.  A.,  Michigan  ’30,  Hartford 
AVurtenberg,  W.  C.,  Yale  ’93,  New  Haven 

Yannet,  H.,  Yale  ’29,  Southbury 
Yavis,  J.  C.,  Athens  ’18,  New  Haven 
Yeager,  C.  F.,  Hahnemann  ’33,  Bridgeport 
Yergason,  R.  Ad.,  P.  & S.,  N.  Y.  ’09,  Hartford 
Yohn,  A.  K.,  P.  & S.,  N.  Y.  ’35,  Norwalk 
Young,  W.  G.,  Toronto  ’30,  Hartford 
Yudkin,  A.  Ad.,  Yale  ’17,  New  Haven 

Zaff,  F.,  Adichigan  ’37,  New  Haven 
Zaglio,  E.  R.,  P.  & S.,  N.  Y.  ’33,  Manchester 
Zariphes,  C.  A.  P.,  Boston  ’24,  Hartford 
Zaur,  I.  S.,  Yale  ’32,  Bridgeport 
Zeman,  B.,  Kentucky  ’08,  Hartford 
Zimmerman,  H.  M.,  Yale  ’27,  New  Haven 
Zonn,  S.  I.,  Tufts  ’17,  Naugatuck 
Zweben,  A.,  Adiddlesex  ’22,  South  Norwalk 
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progress  through  research,  and  ethical 
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PROGRAM  OF  NINETEENTH  CLINICAL  CONGRESS 
September  28,  29,  1943 

NEW  HAVEN  MEDICAL  ASSOCIATION,  364  WHITNEY  AVENUE 

New  Haven,  Connecticut 


Tuesday,  September  28 
9:30  a.  m. 

Feeding  of  the  Acutely  III  Including 
Postoperative  Cases 

a.  Daily  water  and  salt  requirements 

b.  Parenteral  vitamin  therapy 

c.  Parenteral  protein  therapy  including  plasma 
and  hydrolysates 

Speaker  to  be  announced 

10:15  a.  m. 

d.  Protein  as  a therapeutic  measure  in  disease 

1 . Acute  fevers 

2.  Nephritis 

3.  Starvation 

4.  Cirrhosis  of  the  liver 

5.  Heart  failure 

Speaker  to  be  announced 

11:00  a.  m. 

Insulin  Derivatives  and  T heir  Combined  Use 

Alexander  W.  Winkler,  New  Haven 

11:15  a.  m. 

Modern  Knowledge  of  Pulmonary  Disease 

a.  Acute  Infections  of  the  Lung 

Francis  G.  Blake,  New  Haven 


LUNCHEON 

NEW  HAVEN  MEDICAL  ASSOCIATION 


Modern  Knowledge  of  Pulmonary  Disease— 

( Cont.) 

2:00  p.  m. 

b.  Some  Difficulties  in  the  Differential  Diagnosis 
of  Certain  Pulmonary  Diseases 

H.  McLeod  Riggins,  New  York  City 

2:30  p.  m. 

c.  Recent  Trends  in  the  Therapy  of  Pulmonary 
Tuberculosis 

Kirby  S.  Howlett,  Jr.,  Shelton 

2:50  p.  m. 

d.  Industrial  Pulmonary  Problems 

Leonard  Greenburg,  New  York  City 

3:15  p.  m. 

e.  New  Trends  and  Results  in  Surgical  Therapy 
of  Lung  Suppuration 

Gustaf  E.  Lindskog,  New  Haven 
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Tuesday,  September  28 

3:45  p.  m. 

DEMONSTRATIONS 

by  Yale  Medical  School  Staff  under  direction  of 
Samuel  C.  Harvey 

SURGICAL  AMPHITHEATER,  NEW  HAVEN  HOSPITAL 

1.  Richard  O.  West  and  Robert  R.  Berneike 

Blood  bank 
Actual  operations 

Donors  (and  methods  of  procurement) 
Recipients  (if  planned  in  advance) 

Cross  matching  (microscopic  demonstra- 
tion) 

Serology— methods— checking 

2.  George  H.  Smith 

Blood  plasma 
Preparation— types 
Storage 
Use 

Transportation 

3.  Guido  A.  DeBlasio  and  Frank  J.  Lepreau,  Jr. 

Parenteral  fluids;  saline,  glucose,  etc. 

In  conjunction  with  blood  transfusion 
Addition  of  drugs  to  basic  fluids  in  treat- 
ment of  various  diseases  and  complica- 
tions 

4.  Lloyd  Brown 

Wangensteen  tube 
Miller-Abbott  tube 
Uses  and  actual  operation 
Methods  of  insertion  demonstrated 
Probable  results 


Wednesday,  September  29 
9:30  a.  m. 

Pediatric  Surgical  Problems 

Robert  E.  Gross,  Boston 

10:00  a.  m. 

Recent  Progress  in  the  Problem  of  Shock 

Cyril  N.  H.  Long,  New  Haven 

10:30  a.  m. 

Problems  of  Thrombophlebitis  and  Pulmonary 
Embolism 

a.  Venous  ligation  and  section 

b.  Para-lumbar  sympathetic  procain  block 

c.  Anti-coagulants 

d.  Sulfanilamide 

e.  Papaverin  and  atropine 

James  A.  Evans,  Boston 

11:00  a.  m. 

Debridement  Not  Chemotherapy  Heals  Wounds 
Edward  L.  Howes,  Washington,  D.  C. 

11:15  a.  m. 

Caudal  Anesthesia 

Robert  M.  Lewis,  New  Haven 

11:30  a.  m. 

Demerol:  A New  Synthetic  Analgesic:  Its  Indi- 
cations as  a Substitute  for  Morphine 

Robert  C.  Batterman,  Brooklyn 


5.  Paul  W.  Vestal 

The  Berman  metallic  locater 
Demonstration  on  patients  having  foreign 
bodies  proven  by  x-ray  (advantages  over 
x-ray  localization) 

6.  Gervase  J.  Connor 

Burns 

Latest  treatment— cases 
Pictures  (in  color) 

End  results 
Skin  grafts 


5:00  p.  m. 

RECEPTION 

HISTORICAL  LIBRARY,  BEAUMONT  ROOM 


Malaria 


11:50  a.  m. 

Speaker  to  be  announced 


LUNCHEON 

NEW  HAVEN  MEDICAL  ASSOCIATION 


2:30  p.  m. 

Fatigue  and  Anxiety 

Insomnia,  irregular  working  hours,  irregular 
unbalanced  meals,  avitaminosis 

Commander  Francis  J.  Braceland, 
Washington , D.  C. 
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615 


Wednesday,  September  29 
3:00  p.  m. 

Electric  Shock  Therapy  in  Psychoses— Indications 
and  Present  Status 

Nolan  D.  C.  Lewis,  New  York  City 

3:30  p.  m. 

Newer  Digitalis  Crystalline  Compounds 

Harry  Gold,  New  York  City 


4:00  p,  m. 

Tetanus  Toxoid  for  the  Civilian  Poulation 

Paul  L.  Boisvert,  New  Have?i 


4:15  p.  m. 

Osteomyelitis  of  the  Skull 

Bernard  C.  Brody,  New  Haven 


Speakers 


Robert  C.  Batterman,  Cardiologist,  New  York 
University  Clinic;  Clinical  Assistant  Physician, 
Bellevue  Hospital,  New  York  City 

Francis  G.  Blake,  Dean,  Yale  School  of  Medi- 
cine; Sterling  Professor  of  Medicine,  Yale 
School  of  Medicine,  New  Haven 

Paul  L.  Boisvert,  Assistant  Professor  of  Pedi- 
atrics, Yale  School  of  Medicine,  New  Haven 

Francis  J.  Braceland,  Dean  of  Medicine  and 
Professor  of  Psychiatry,  Loyola  University, 
Chicago 

Bernard  S.  Brody,  Assistant  Clinical  Professor  of 
Surgery,  Yale  School  of  Medicine;  Assistant 
Attending  Surgeon,  New  Haven  Hospital, 
New  Haven 

James  A.  Evans,  Medical  Staff  Physician,  New 
England  Baptist  Hospital,  Boston  Medical  Staff 
Physician,  New  England  Deaconess  Hospital, 
Boston 

Harry  Gold,  Assistant  Professor  of  Pharma- 
cology, Cornell;  Attending  Cardiologist,  Sea 
View  Hospital,  Staten  Island,  N.  Y. 

Leonard  Greenburg,  Chief  of  the  Bureau  of  In- 
dustrial Hygiene,  Department  of  Labor,  State 
of  New  York;  Clinical  Professor  of  Public 
Health,  Yale  School  of  Medicine,  New  York 
City 


Robert  E.  Gross,  Associate  Surgeon,  Peter  Bent 
Brigham  Hospital,  Boston;  Associate  Visiting 
Surgeon,  Children’s  Hospital,  Boston 

Edward  L.  Howes,  Head  of  the  Department  of 
Surgery  and  Professor  of  Surgery,  Howard 
University,  Washington,  I).  C.;  Chief  Surgeon, 
Freedmen’s  Hospital,  Washington , D.  C. 

Kirby  S.  Howlett,  Jr.,  Senior  Resident  Physi- 
cian, Laurel  Heights  Sanitorium,  Shelton 

Nolan  D.  C.  Lewis,  Director  of  the  New  York 
Psychiatric  Institute,  New  York  City 

Robert  M.  Lewis,  Associate  Clinical  Professor  of 
Obstetrics  and  Gynecology,  Yale  School  of 
Medicine;  Attending  Gynecologist  and  Ob- 
stetrician, New  Haven  Hospital,  New  Haven 

Gustaf  E.  Lindskog,  Associate  Professor  of  Sur- 
gery, Yale  School  of  Medicine,  New  Haven 

Cyril  N.  H.  Long,  Sterling  Professor  of  Physio- 
logical Chemistry,  Yale  School  of  Medicine, 
New  Haven 

H.  McLeod  Riggins,  Adjunct  Physician,  Lenox 
Hill  Hospital,  New  York  City,  Director  of 
Medicine,  Triboro  Hospital,  New  York  City 

Alexander  W.  Winkler,  Assistant  Professor  of 
Medicine,  Yale  School  of  Medicine;  Associate 
Physician,  New  Haven  Hospital,  New  Haven 
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EXPERIENCE  WITH  PREPAYMENT  PLANS 


'TpHE  comparatively  short  experience  of  medical 
society  service  plans  has  already  taught  many 
valuable  lessons.  These  lessons  are  offered  here  in 
tentative  form  for  study  and  as  aids  to  further 
experimentation. 

Apparently  little  can  be  learned  from  plans  con- 
trolled by  other  than  medical  agencies  or  from  many 
elaborate  studies  of  the  costs  of  medical  service. 
Some  medical  society  plans  have  been  required  to 
give  their  subscribers  three  or  four  times  as  much 
medical  service  as  the  Committee  on  the  Costs  of 
Medical  Care  estimated  would  be  needed.  Actuarial 
calculations  based  on  the  experience  of  lay  managed 
groups,  cooperative  or  industrial  plans  or  foreign 
experience  with  compulsory  sickness  insurance  are 
usually  misleading.  These  organizations  frequently 
balance  their  books  to  some  extent  at  least  by  re- 
stricting the  amount  or  lowering  the  quality  of  the 
medical  care  given,  usually  without  the  full  knowl- 
edge of  the  subscribers. 

O 

A medical  society  plan  cannot  so  deceive  its  sub- 
scribers. The  first  sentence  of  the  “Ten  Principles,” 
adopted  in  1934  by  the  House  of  Delegates  of  the 
American  Medical  Association,  says:  “All  features  of 
medical  service  in  any  method  of  medical  practice 
should  be  under  the  control  of  the  medical  profes- 
sion.” Professional  control  involves  responsibility 
for  the  quality  of  the  medical  service.  This  respon- 
sibility must  not  be  evaded  in  any  plan  organized 
and  operated  by  a medical  society. 

There  are  many  “unknown  quantities”  in  the 
equation  that  must  be  solved  to  insure  even  the 
financial  stability  of  a medical  society  prepayment 
plan.  Existing  morbidity  statistics  and  theoretical 
estimates  of  medical  service  needed,  drawn  from 
private  practice  or  lay-managed  prepayment  plans 
are  not  a sound  basis  for  such  calculations.  Most  of 
the  unknown  quantities  are  human  characteristics, 
calling  for  a knowledge  of  social  psychology  as  well 
as  mathematics.  We  can  now  at  least  list  and  examine 
some  of  these. 

( 1 ) The  offering  of  a prepayment  medical  sendee, 
the  quality  of  which  is  guaranteed  by  the  medical 
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profession,  increases  the  demand  for  medical  care  4 
much  more  than  any  one  anticipated.  Compulsory  } 
sickness  insurance  and  lay-administered  medical  p 
service  plans  do  not  create  a demand  for  medical  e 
service,  even  among  their  subscribers,  as  adequate  1 
to  the  need  as  does  private  practice.  This  has  been  t! 
shown  in  morbidity  and  mortality  statistics  and  the  p 
failure  to  discover  incipient  disease  among  those  a 
served  by  such  schemes.  Economic  inhibitions  per-if 
haps  cause  some  persons  to  demand  less  medical  f 
service  from  private  practice  than  thev  sometimes  f 
need.  Malingering  and  excessive  demands  for  un-  0 
necessary  medical  care  under  various  forms  of  sick- 
ness insurance  have  often  been  described.  Profes-  a 
sionally  administered  plans,  as  will  be  pointed  out  r 
later,  suffer  from  a somewhat  different  aspect  of  this . t 
same  weakness.  1 

The  demand  for  services  may  show  a different  1 
pattern  under  prepayment  plans  from  what  has  been  ( 
established  in  private  practice.  The  report  of  the  [ 
Michigan  Medical  Service  surgical  plan  for  1941  t 
reveals  that  the  largest  “number  of  patients  per  1 ,000  1 
enrolled”  demanded  service  through  the  months  of 
April  to  August  inclusive,  a condition  contrary  to  1 
the  generally  accepted  seasonal  variation  in  illness.1  i 
Hospital  insurance  plans  have  an  excess  of  hospitali-  ! 
zation  during  vacation  periods.2  Such  phenomena  are  ; 
illustrations  of  the  well  known,  but  often  over-  1 
looked,  fact  that  need  and  demand  for  medical  1 
services  are  not  the  same.  Calculations  of  the  cost  of  1 
medical  care  that  omit  this  fact  are  misleading.  1 
(2)  The  reaction  of  the  public  as  shown  in  sales  ! 
resistance  has  an  important  effect  on  the  success  of  1 
the  plan.  Premiums  must  be  within  the  limits  of  the  ■ 
valuation  placed  by  the  average  person  on  the  1 
preservation  of  his  health.  Few  persons  have  made 
the  sort  of  calculations  of  the  money  value  of  ; 
medical  service  which  all  consumers  are  erroneouslv 
supposed  to  make  for  all  the  goods  they  desire  to  ( 
purchase.  Such  calculations  are  harder  to  make  for  1 
medical  services  than  for  tangible  goods.  Sickness  ] 

1.  Jr.  Michigan  State  Adedical  Society,  41:180  (March)  .943.  ^ 

2.  Hospital  Management,  55:10  (January)  1943. 


Reprinted  from  Medical  Service  Plans,  a Report  prepared  by  the  Bureau  of  Medical  Economics , American  Medical 
Association,  1943 
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and  injuries  are  seldom  foreseen,  and  their  serious- 
ness and  duration  cannot  be  foretold.  Specific, 
definite  medical  benefits  cannot  readily  be  promised 
or  price-tagged. 

(3)  Actuaries,  physicians  or  consumers  cannot 
determine  accurately  the  effect  of  various  contract 
provisions  on  the  minds  of  possible  purchasers  of 
prepayment  medical  care.  What  will  be  the  exact 
effect  of  the  exclusion  of  pre-existing  conditions, 
for  example,  on  the  cost  of  the  plan  or  the  health  of 
the  subscriber?  Will  such  provisions  make  selling  the 
plan  easier  or  more  difficult?  It  will  take  experience 
and  analysis  to  determine  the  financial,  medical  and 
psychologic  effects  of  such  a comparatively  simple 
factor  as  a “deductible  clause”  requiring  payment 
for  the  first  visit  or  of  a cash  limit  on  the  amount 
of  service  given  during  a year. 

(4)  Some  subscribers  to  a prepayment  plan  will 
always  be  trying  to  “get  something  back”  for  their 
money.  If  this  tendency  becomes  contagious  it  may 
throw  the  most  careful  actuarial  calculations  out  of 
line.  This  human  characteristic  may  be  met  in  many 
ways,  some  of  which  are  a brusque  refusal  of  re- 
quested care,  setting  up  rules  and  restrictions,  or 
perhaps,  worst  of  all,  giving  superficial  diagnosis  and 
treatment  to  all  in  the  effort  to  “spread”  the  medical 
resources.  Some  or  all  of  these  methods  are  almost 
“standard  practice”  under  compulsory  sickness 
insurance.  None  is  suited  to  a professionally  admin- 
istered plan.  Experience  with  some  of  the  Farm 
Security  Administration  plans  possibly  offer  a sug- 
gestion. Here  financial  resources  make  it  necessary 
to  limit  the  amount  spent  for  medical  services.  This 
fact  has  sometimes  been  explained  by  the  adminis- 
trators and  ways  pointed  out  by  which  the  available 
medical  care  can  be  made  most  helpful  to  all  the 
subscribers.  A similar  campaign  of  public  education 
is  now  being  conducted  by  state  and  county  medical 
societies  to  make  the  best  possible  use  of  the  reduced 
civilian  medical  resources  during  the  war.  It  may  be 
well  to  borrow  the  lesson  of  these  experiments,  but 
always  remaining  entirelv  frank  with  the  subscriber. 

There  is  danger  in  this  method  also.  It  may  cause 
subscribers  to  neglect  seeking  medical  care  when 
needed.  It  may  lead  administrators  of  medical  care 
plans  to  follow  the  example  of  compulsory  sickness 
insurance  and  lay-administered  plans  and  assume 
that  it  is  the  function  of  managers  of  medical  plans 
to  guard  medical  service  from  subscribers.  The  ob- 
jective should  be  to  guard  against  abuse  and  encour- 
age use— a narrow  path,  hard  to  follow,  but  the  only 
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one  that  makes  the  available  medical  service  most 
valuable  to  those  who  need  it. 

(5)  Some  physicians,  asssured  of  payment  through 
a medical  plan,  will  perform  unneeded  tonsillecto- 
mies, herniotomies  and  other  “optional”  operations 
that  may  be  of  little  help  to  the  patient.  The  solution 
of  this  problem  is  a professional  responsibility.  A 
medical  society  that  dodges  it  has  failed  in  one  of  its 
fundamental  functions  in  relation  to  medical  service 
plans.  Some  medical  society  plans  have  met  this 
problem  through  “medical  directors,”  “medical  ad- 
visory committees”  or  similar  agencies  that  have  the 
courage  to  meet  the  situation  and  are  backed  by 
fearless  and  efficient  medical  organizations.  Failure 
to  curb  this  tendency  promptly  may  not  only  de- 
stroy the  financial  stability  of  a medical  service  plan, 
but  may  greatly  weaken  public  respect  for  the 
profession. 

(6)  The  type  of  clientele  served,  while  less  signifi- 
cant in  determining  conditions  of  success  of  service 
plans,  does  have  an  important,  if  sometimes,  indirect, 
influence.  Will  that  clientele  be  dominantly  indus- 
trial, commercial,  rural,  in  occupational  groups  or 
widely  dispersed?  Since  group  enrollments  seem 
essential  to  avoid  adverse  selection,  the  character  of 
the  group,  especially  in  regard  to  sex,  age  and 
environment  must  be  considered.  The  wide  diversity 
which  exists  in  these  respects  in  the  United  States 
shows  how  impossible  it  is  to  construct  a “model 
plan,”  or  to  lay  down  many  generalities  applicable 
to  all  plans  even  in  such  a limited  group  of  states  as, 
for  example,  Massachusetts,  Mississippi,  North 
Dakota  and  Texas. 

Little  consideration  has  been  given  as  to  how 
comprehensive  prepayment  medical  plans  should  or 
may  become.  Existing  plans  have  been  largely  con- 
fined to  industrial  groups  in  urban  centers.  They 
must  be  far  wider  in  coverage  if  they  are  to  occupy 
the  field  to  such  an  extent  as  to  obviate  universal 
compulsory  action  by  government.  Restricted  cover- 
age is  probably  desirable  and  necessary  in  the  early 
stages,  but  as  with  almost  every  social  institution, 
the  problem  of  where  it  is  going  must  never  be  lost 
from  view.  California  Physicians’  Service  has  already 
extended  its  scope  into  several  new  fields.  It  supplies 
medical  care  to  migratory  workers  and  groups  of 
assisted  farmers  under  the  Farm  Security  Adminis- 
tration, to  an  experimental  rural  plan  of  the  Inter- 
bureau Coordinating  Committee  on  Post  War  Pro- 
grams and  the  U.  S.  Department  of  Agriculture,  to 
a housing  project,  to  war  industries,  and  has  con- 
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sidered  entering  the  field  of  university  health  care. 
The  New  Jersey  medical  plan  is  organized  for 
similar  extensions  of  scope,  but  has  not  been  in 
existence  long  enough  to  permit  any  conclusions. 

Every  expansion  into  a new  field  will  include 
subscribers  whose  income,  environment  and  customs 
cause  them  to  place  different  values  on  medical  care. 
New  methods  of  approach  and  perhaps  of  organiza- 
tion and  of  administration  and  service  may  have  to 
be  developed. 

(7)  Closely  allied  to  the  problem  of  expansion  is 
that  of  income.  In  the  beginning  there  seemed  to  be 
unanimous  approval  of  the  ninth  of  the  “Ten  Prin- 
ciples” which  says:  “Systems  for  the  relief  of  low 
income  classes  should  be  limited  strictly  to  those 
below  the  ‘comfort  level’  standard  of  incomes.” 
Opinions  differed  on  the  income  indicating  a “com- 
fort level,”  but  the  first  plans  usually  placed  it  some- 
where between  $2,000  and  $3,000  per  family  an- 
nually. The  selling  program  soon  met  the  fact,  well 
known  to  sociologists,  that  every  group,  including 
the  employees  of  an  industry,  has  a solidarity  which 
resists  efforts  to  break  it  up  into  income  or  other 
groups.  The  “key  men”  in  all  the  minor  groups  of 
an  industry,  who  are  also  the  “key  men”  in  any 
selling  program,  had  no  interest  in  a plan  which 
excluded  them.  Consequently,  some  of  the  recently 
organized  plans  have  set  up  no  income  limits. 
Whether  such  a cutting  of  the  Gordian  Knot  is  a 
solution  remains  to  be  determined. 

(8)  The  question  of  income  limits  has  a bearing 
on  the  comparative  desirability  of  “indemnity”  or 
“service”  benefits.  Experience  has  as  yet  given  no 
decisive  answer  to  this  question,  but  the  tendency 
to  change  from  a “complete”  to  a “surgical”  service 
(to  be  discussed  later)  has  led  to  a proposed  com- 
bination of  the  two  plans  to  meet  the  other  problem 
of  income  limits.  Since  under  the  “surgical”  plan 
medical  service  is  usually  given  only  to  hospitalized 
patients,  the  distinction  is  based  on  whether  ward 
or  private  room  care  is  selected  by  the  patient.  The 
contract  covers  medical  service  in  wards,  and  the 
patient  who  takes  a private  room  is  assumed  to  be 
able  to  contribute  something  in  payment  for  his 
medical  care,  just  as  he  does  for  his  private  room 
under  the  terms  of  hospital  insurance.  Therefore, 
while  the  prepayment  covers  the  full  cost  of  medical 
service  in  a ward,  it  is  paid  only  as  an  “indemnity” 
toward  the  cost  of  service  in  a private  room,  and 
the  physician  is  entitled  to  make  an  additional 
charge. 


COMPLETE  SERVICE  VS.  SURGICAL  PLAN 

Perhaps  the  difficulty  of  calculating  the  actuarial 
effect  of  the  human  elements  involved  is  one  reason  I 
why  most  of  the  original  “complete  medical  service”; 
plans  are  changing  to  plans  limited  to  surgical  and 
obstetrical  care  for  hospitalized  patients.  It  early; 
became  evident  that  an  unlimited  medical  care  plan 
involved  a greater  expense  than  can  be  met  by  any 
premiums  the  public  is,  at  present,  willing  to  pay.  I 
In  the  case  of  those  for  whom  the  plans  were; 
especially  designed,  this  cost  is  perhaps  more  than 
they  can  pay  without  restricting  other  expenditures, 
some  of  which  may  be  as  necessary  to  health  main- 
tenance as  medical  service.  There  was  also  difficulty 
in  controlling  excessive  demands,  often  for  un- 
needed service,  and  of  too  great  willingness  by  a 
few  physicians  to  grant  such  demands. 

The  “surgical  and  obstetrical”  plans  simplify  many 
of  these  problems.  Restricting  service  to  hospital: 
patients  selects  “catastrophic”  cases  and  eliminates 
most  “minor”  diseases.  It  is  not  a perfect  screen  for 
this  purpose.  Surgical  and  obstetrical  procedures  in 
hospitals  are  more  specific  than  general  treatment  at 
home,  and  more  easily  fit  into  actuarial  calculations. 
Much  can  be  said  for  the  argument  that  such  a plan 
really  meets  the  most  urgent  needs  of  the  sub- 
scribers. Treatment  of  minor  illnesses  (the  “bagatelle ! 
diseases”  that  plague  all  systems  of  compulsory  sick- 
ness insurance)  usually  do  not  require  an  expense 
beyond  the  resources  of  a moderate  income.  Such 
restricted  service  corresponds  to  the  customs  and 
environment  of  the  urban  industrial  worker  who 
looks  to  hospital  treatment  for  serious  sickness. 
Limiting  care  to  hospitalized  patients  also  makes  it 
possible  to  reduce  overhead  costs  by  arrangements 
with  existing  hospitalization  plans  for  solicitation 
and  record  keeping.  This  interlocking  of  adminis- 
trative work  has  led  to  some  conflicts  and  difficulties 
and  to  encourage  movements  on  the  part  of  hos- 
pital groups  to  seek  to  include  medical  service  in 
hospitalization  plans. 

In  spite  of  the  adoption  of  surgical  plans  it  seems 
to  be  recognized  that  they  do  not  fully  meet  the 
need  of  subscribers  for  medical  care.  Such  plans  do 
not  cover  all  the  “catastrophic”  diseases.  They  limit 
medical  care  plans  largely  to  urban  districts,  since 
hospitals  are  less  available  and  less  patronized  in 
rural  districts  and  rural  towns.  They  do  not  provide  ! 
for  preventive  measures  like  the  early  diagnosis  of 
incipient  disease  and  tend  to  discourage  prompt  use 
of  medical  service  when  it  may  be  most  useful.  No  I f 
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one  disputes  these  defects,  and  they  afford  no  indict- 
ment of  such  plans.  Complete  medical  service  re- 
mains the  ideal,  but,  to  urge  its  immediate  installa- 
tion, may  be  a counsel  of  unattainable  perfection. 

The  public  has  not  yet  been  educated  to  recognize 
the  value  and  the  cost  of  a complete  service,  medical 
and  surgical,  and  it  has  been  deceived  as  to  cost  by 
the  propaganda  for  compulsory  sickness  insurance 
and  for  lay-administered  plans.  Many  such  plans 
have  led  their  clients  to  believe  that  comprehensive 
service  is  being  given  by  existing  schemes,  or  could 
be  given  by  proposed  plans,  for  much  less  than  its 
actual  cost. 

The  first  step,  the  omission  of  which  has  caused 
some  stumbling,  would  seem  to  be  more  adequate 
education  of  the  public  to  the  real  values  of  a com- 
plete medical  service,  with  greater  emphasis  on  its 
actual  cost.  That  this  ideal  has  not  been  overlooked, 
even  by  medical  societies  that  have  started  with  a 
limited  plan,  is  seen  from  the  following  statement 
in  the  Report  of  the  Special  Committee  to  the  Massa- 
chusetts House  of  Delegates:  “Your  committee  urges 
a gradual  approach  to  our  ultimate  ideal— total  medi- 
cal coverage  by  a comprehensive  policy— through 
well  defined  initial  steps  of  partial  coverage.” 

SOME  THINGS  LEARNED 

A prepayment  plan  for  medical  care  is  complex. 
It  touches  closely  nearly  all  emotions,  prejudices  and 
customs  in  our  society.  It  lacks  the  experience  and 
evolution  common  to  most  social  institutions.  Com- 
pulsory sickness  insurance  systems  in  every  country, 


and  throughout  their  entire  history,  have  been  sub- 
ject to  continuous  changes.  In  spite  of  their  anchor- 
age to  legislation  and  government  regulation,  none 
as  yet  shows  any  signs  of  approaching  equilibrium. 
It  is,  therefore,  not  surprising  that  plans  of  such 
short  duration  as  those  of  medical  societies  in  the 
United  States  are  still  largely  experimental. 

A few  questions  seem  to  have  found  at  least  a 
temporary  answer.  A longer  educational  period  is 
necessary  before  a complete  medical  service  can  be 
furnished  with  financial  security.  Several  quantities 
in  the  equation  “premiums = cost  of  service”  are  still 
unknown,  but  experiments  are  searching  out  and 
measuring  most  of  these  without  endangering  the 
financial  structure.  We  know  that  there  must  be 
some  flexibility  in  income  limits.  Selling  is  a bigger 
problem  than  anticipated;  there  is  no  such  public 
demand  for  prepayment  of  medical  services  as 
advocates  of  private  and  government  schemes  have 
claimed.  Professional  supervision  of  all  the  standards 
of  medical  service  must  be  made  one  of  the  dominant 
features  of  prepayment  as  it  has  always  been  of 
private  practice.  The  protection  of  the  subscribers, 
the  financial  security  of  the  plans  and  the  honor  of 
the  profession  demand  this. 

In  nearly  every  country  in  which  free  discussion 
is  permitted  the  organization  of  medical  care  is  one 
of  the  most  debated  subjects.  The  effect  of  proposals 
of  the  medical  profession  on  any  development  de- 
pends upon  their  definiteness  and  the  unity  and 
promptness  with  which  they  are  presented. 
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/^Vne  of  the  important  questions  which  the  people 
of  this  country  are  asking  today  is  whether  it 
is  necessary  to  follow  Great  Britain  and  many  of  the 


European  countries  in  a plan  of  compulsory  health 
service.  The  report  of  Sir  William  Beveridge  in 
Britain,  and  that  of  the  National  Resources  Plan- 
ning Board  in  our  own  country  have  raised  the  ques- 
tion very  definitely. 

We  may  not  be  able  to  find  a quick  solution  for 
this  problem  but  we  must  give  consideration  to  it. 
This  country  has  generally  lagged  at  least  a quarter 
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of  a century  behind  Europe  in  providing  social 
insurance.  Only  in  recent  years  have  we  made  rapid 
progress.  This  is  understandable  because  our  con- 
ditions and  philosophy  of  life  have  been  different. 
There  has  been  greater  opportunity  here  for  poor 
men  to  become  well-to-do,  and  our  economic  classes 
have  not  been  stratified  as  they  have  in  Europe.  We 
have  been  chiefly  concerned  with  providing  oppor- 
tunity for  advancement  while  other  countries  with 
a more  static  industrial  society  have  sought  to  raise 
the  general  level  of  subsistence  by  compulsory  in- 
surance measures. 

Most  of  us  would  like  to  find  a solution  through 
voluntary  and  cooperative  effort  if  we  can.  In  any 
event  we  want  to  do  everything  possible  to  meet 
the  situation  through  such  cooperation  before  we 
embark  upon  an  all-embracing  social  and  economic 
plan  such  as  that  advocated  by  Sir  William  Bev- 
eridge. If  we  find  that  we  cannot  bring  adequate 
hospital  and  medical  care  to  the  public  through 
voluntary  efforts  we  must  consider  some  form  of 
compulsion  which  will  at  the  same  time  preserve 
our  individual  rights  and  privileges  and  the  best 
traditions  of  the  medical  profession. 

One  important  experiment  now  being  made  in  this 
country  is  prepaid  hospital  and  medical  care.  In  the 
hospital  field  this  effort  has  had  remarkable  success. 
In  a little  more  than  a decade  the  non-profit  Plans 
have  been  able  to  bring  protection  to  a group  of 
eleven  million  people.  If  those  protected  by  the 
stock  and  mutual  companies  are  added,  the  num- 
ber of  persons  who  have  hospital  protection  is  in 
the  neighborhood  of  fifteen  million. 

In  the  State  of  New  York  there  are  more  than  two 
million  subscribers.  Rochester  is  one  of  the  banner 
cities  of  the  country,  for  more  than  half  of  its  popu- 
lation are  members  of  the  local  hospital  Plan.  In 
Buffalo  remarkable  progress  has  also  been  made.  The 
number  of  subscribers  in  the  Elospital  Service  Asso- 
ciation of  Western  New  York  is  290,000.  The  in- 
come and  the  number  of  members  in  the  Buffalo 
Plan  increased  approximately  40  per  cent  last  year 
alone. 

While  it  is  too  early  to  come  to  any  final  con- 
clusion, the  indications  are  that  through  voluntary 
hospital  insurance  we  shall  be  able  to  get  sufficient 
volume  to  make  compulsion  unnecessary.  Our  ef- 
forts now  are  directed  toward  reaching  the  lower 
income  groups  and  in  seeking  to  enroll  a larger  pro- 
portion of  the  community.  In  New  York  State  there 
are  nine  Plans,  more  than  in  any  other  state  except 


Ohio,  which  has  an  equal  number.  Often  there  is  a 
single  Plan  for  the  entire  state.  Where  there  are  a 
number  of  Plans,  there  is  always  some  overlapping, 
duplication,  and  wasted  effort.  In  New  York  we  are 
singularly  free  from  that.  There  is  good  team  work 
and  many  of  the  advantages  which  accrue  to  a 
single,  statewide  Plan  are  attained  here  by  coopera- 
tive efforts. 

Under  the  leadership  of  the  Buffalo  organization 
we  are  now  working  on  a uniform  contract  for  the 
entire  state  which  will  make  it  easier  to  transfer 
subscribers  from  one  Plan  to  another  and  to  enroll 
groups  of  employees  located  in  different  sections  of 
the  state.  A uniform  state  contract  will  help  mate- 
rially towards  the  next  step,  a uniform  national 
contract. 

We  cannot  succeed  without  the  active  coopera- 
tion of  the  hospitals  and  the  medical  profession. 
This  the  New  York  State  hospital  Plans  enjoy  in 
very  large  measure. 

It  is  much  more  difficult  to  market  medical  cover- 
age. Medical  insurance  of  one  kind  or  another  is 
being  sold  throughout  the  country— some  on  the 
group  basis,  by  such  organizations  as  Group  Health 
Association  at  Washington,  D.  C.  Other  Plans  are 
on  more  traditional  lines  and  are  approved  and 
sometimes  sponsored  by  state  and  county  medical 
associations.  It  is  not  difficult  to  sell  hospitalization 
to  the  public  but  it  is  hard  to  get  people  to  realize 
that  it  is  quite  as  essential  to  have  protection  against 
medical  expense. 

Illness  which  requires  hospitalization  is  recognized 
as  catastrophic,  but  there  is  always  the  hope  that  if 
a doctor  is  needed,  a few  calls  at  a minimum  of  ex- 
pense may  be  sufficient.  The  public  knows  that  at 
the  hospital  it  has  to  pay  cash;  but  the  physician  is 
usually  willing  to  accept  his  money  over  a period  of 
time.  A great  deal  of  educational  work  is  necessary 
if  medical  plans  are  to  succeed. 

Experience  has  also  shown  that  it  is  more  difficult 
for  a medical  plan  to  secure  a large  number  of  sub- 
scribers unless  the  business  organization  of  an  exist- 
ing hospital  plan  is  used  for  administration  and 
making  sales.  Some  medical  plans  have  been  started 
by  physicians  who  do  not  realize  that  they  are  en- 
gaged in  a venture  involving  business  and  insurance 
experience  as  well  as  numerous  medical  problems. 
Such  plans  usually  fail.  Physicians  should  have  con- 
trol of  the  medical  policies  but  they  are  usually  not 
equipped  to  handle  business  transactions  nor  do  they 
as  a rule  have  sufficient  knowledge  of  insurance. 
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The  mortality  among  medical  plans  in  this  state  has 
been  high. 

The  two  Plans  in  New  York  state  which  have  made 
the  most  progress  are  in  Buffalo  and  Utica  and  are 
sold  through  the  agency  of  the  hospital  Plans.  There 
are  three  in  New  York  City,  one  of  which  is  affiliated 
with  Associated  Hospital  Service.  All  five  together 
have  not  yet  secured  fifty  thousand  subscribers— in 
contrast  to  over  two  million  covered  for  hospitaliza- 
tion. Some  medical  Plans  have  been  endorsed  by 
medical  organizations,  but  one  cause  of  small  sales 
and  lack  of  interest  is  the  fact  that  organized  medi- 
cine has  too  often  been  content  to  pass  resolutions 
and  do  nothing  further.  If  medical  Plans  are  an 
effective  solution  for  the  better  distribution  of  medi- 
cal care  they  must  be  developed  to  such  an  extent 
that  they  can  reasonably  meet  the  need  of  that  large 
segment  of  the  people  who  get  little  or  no  medical 
service.  The  hospital  association  should  act  as  the 
selling  agent  for  medical  coverage.  Michigan  is  the 
only  state,  with  the  possible  exception  of  California, 
in  which  the  sale  of  non-profit  medical  insurance 
has  been  successful  from  the  standpoint  of  volume. 
The  Michigan  Hospital  Service  has  866,000  sub- 
scribers to  the  hospital  plan;  477,000  are  covered  in 
the  medical  plan.  There  are  more  medical  sub- 
scribers in  Michigan  than  in  all  the  other  states  put 
together. 

The  large  volume  of  sales  in  Michigan  could  not 
have  been  effected  but  for  the  support  of  the  State 
Medical  Society  and  many  county  organizations. 
Strong  union  support  in  the  automobile  industry 
and  the  backing  of  large  employers  has  helped  mate- 
rially to  make  this  enrollment  possible.  Also  this 
large  volume  of  sales  was  achieved  at  a time  of  high 
wages  and  full  employment.  But  with  due  allowance 
for  all  of  these  favorable  factors,  Michigan  has 
shown  that  medical  insurance  can  be  sold  if  it  has 
the  right  backing  and  is  pushed  with  sufficient  vim 
and  vigor. 

In  the  New  York  City  area  an  effort  is  now  being 
made  to  merge  the  three  medical  Plans  so  that  there 
will  be  less  confusion  and  united  support  may  be 
obtained  from  medical  societies  and  the  public.  If 
such  merger  is  effected  it  would  seem  desirable  to 
retain  the  indemnity  plan  which  is  the  easiest  to 
1 administer  and  for  which  there  is  some  public  de- 
mand. But  this  is  not  enough.  A service  plan,  though 
; more  expensive  and  therefore  harder  to  sell,  is  more 
useful  to  the  public  because  it  gives  the  necessary 
care  at  a fixed  cost  and  is  underwritten  by  the  medi- 
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cal  profession.  Both  types  should  be  included  at  the 
outset  with  sales  emphasis  on  the  service  plan. 

In  working  out  prepaid  plans  for  medical  care 
there  are  some  fundamentals  which  should  receive 
consideration: 

Plans  should  be  statewide  whenever  possible.  The 
sale  of  subscriptions  involves  business  and  adminis- 
trative ability  and  should  generally  be  carried  on  by 
others  than  physicians.  But  medical  policies  should 
be  formulated  and  controlled  by  the  profession 
which  must  also  assume  the  responsibility  for  the 
quality  of  medical  service. 

The  profession  must  be  prepared  to  render  service 
to  low  income  groups  at  a price  which  will  make 
the  sale  of  the  product  possible,  but  it  is  not  desir- 
able to  freeze  medical  fees  below  a point  consistent 
with  good  medical  care. 

The  comprehensive  plan  which  includes  visits  to 
the  home  and  doctor’s  office  is  difficult  from  the 
actuarial  standpoint.  Several  Plans  are  now  concen- 
trating upon  the  sale  of  surgical  and  medical  cover- 
age in  the  hospital  only.  Yet  the  comprehensive 
plan  is  the  most  valuable  of  all,  for  it  is  preventive 
as  well  as  curative  since  it  encourages  people  to  get 
medical  attention  in  the  early  stages  of  illness.  It  is 
hoped  that  the  comprehensive  plan  may  evolve 
from  medical  care  in  the  hospital. 

Some  physicians,  assured  of  payment,  may  make 
unnecessary  visits.  The  solution  of  this  problem  is  a 
professional  responsibility.  Medical  societies,  through 
proper  committees,  should  have  the  courage  to  meet 
this  situation.  The  “deductible  clause”  requiring 
payment  for  the  first  few  visits  is  actuarily  desirable 
but  discourages  sales  and  may  cause  subscribers  to 
neglect  seeking  needed  care.  The  objective  of  medi- 
cal care  Plans  should  be  to  encourage  legitimate  use. 

Restricted  coverage  may  be  necessary  in  the  early 
stages  but,  as  with  most  social  institutions,  the  prob- 
lem of  where  we  are  going  must  never  be  lost  from 
view. 

Medical  care  plans  should  not  be  designed  solely 
for  industrial  workers  in  urban  centers  but  should 
include  rural  groups  as  well.  Though  difficult  to 
achieve,  a comprehensive  plan  should  seek  to  include 
care  of  public  assistance  groups,  medical  indigents, 
and  farmers  aided  through  the  Farm  Security  Ad- 
ministration, as  well  as  persons  in  the  middle  income 
brackets. 

There  is  considerable  controversy  over  the  in- 
come limitation.  $3,000  for  a family  seems  to  be 
generally  accepted  throughout  the  country. 
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The  need  and  the  demand  are  not  the  same.  Sell- 
ing is  a bigger  problem  than  anticipated  and  there  is 
no  such  existing  public  demand  for  prepaid  medical 
service  as  is  claimed  by  the  advocates  of  both  pri- 
vate and  government  plans. 

One  of  the  first  important  steps  in  the  develop- 
ment of  a medical  care  plan  is  public  education  so 
that  consumers  may  appreciate  the  real  value  of 
comprehensive  medical  service. 

If  medical  insurance  plans  are  to  be  successful, 
we  must  look  to  the  medical  profession  for  leader- 
ship and  support.  They  cannot  be  successfully  de- 


veloped by  people  who  are  seeking  to  create  jobs 
for  themselves.  7 hey  will  not  work  unless  the  medi- 
cal profession  is  willing  to  experiment  and  assume 
some  risk. 

Responsibility  for  developing  a forward  looking 
and  statesmanlike  plan  rests  upon  medical  organiza- 
tions. The  profession  must  accept  the  challenge  or 
pass  the  leadership  on.  1 he  appointment  of  a plan- 
ning committee  by  the  State  Medical  Society  to 
assume  leadership  and  responsibility  for  social 
progress  is  one  of  the  most  encouraging  things 
which  has  happened  in  recent  years. 


PUBLIC  MEDICAL  CARE:  SOME  PRACTICAL  CONSIDERATIONS 

H.  Jackson  Davis,  m.d.,  dr.p.h.,  Albany , New  York 


The  Author.  Chief  Medical  Officer , State  of  New 
York , Department  of  Social  Welfare 


State  Medicine,  Socialized  Medicine,  Red  Medi- 
cine, Bureaucratic  Medicine— are  all  terms  which 
at  one  time  or  another  have  been  used  as  epithets  for 
forms  of  medical  care  practiced  by  physicians  other 
than  ourselves.  Even  the  term  Medical  Relief  has  an 
ominous  meaning  for  some  sceptics,  who  insist  it 
is  the  doctor  and  not  the  patient  who  gets  relief. 

Public  Medical  Care  should  mean,  in  my  opinion, 
good  medical  care,  provided  under  public  auspices 
for  any  person  who  needs  it  and  cannot  afford  to 
get  it.  Medical  care  is  used  here  in  its  broadest 
sense— to  include  all  services  and  supplies  essential 
to  the  prevention,  treatment  or  alleviation  of  disease, 
physical  defect  or  suffering  and,  to  the  maintenance 
of  health  and  well  being. 

In  January,  1942, 1 attempted  the  following  defini- 
tion of  medical  care,  which  has  since  been  adopted 
for  official  use  in  my  Department.  While  it  may  not 
meet  both,  I trust  it  meets  the  first  of  the  two  re- 
quirements for  a lady’s  dress— namely,  that  it  should 
be  first , long  enough  to  cover  the  subject  and 
second,  short  enough  to  be  interesting. 

“Medical  care  shall  be  construed  to  include  neces- 


sary preventive,  diagnostic,  corrective  and  curative 
services,  and  supplies  essential  thereto,  provided  by 
qualified  medical  and  related  personnel  for  condi- 
tions in  a person  that  cause  acute  suffering,  endanger 
life,  result  in  illness  or  infirmity,  interfere  with  his 
capacity  for  normal  activities,  or  threaten  some 
significant  handicap.  In  the  provision  of  such  medi- 
cal care,  full  and  proper  use  shall  be  made  of  exist- 
ing public  and  private  medical  and  health  services 
and  facilities.” 

In  my  own  State,  New  York,  medical  care  as 
defined  above  is  provided  in  accordance  with  the 
following  basic  provisions  of  law:1 

“ Responsibility  for  providing  medical  care.—T\\t 
public  welfare  district  shall  be  responsible  for  pro- 
viding necessary  medical  care  for  all  persons  under 
its  care,  and  for  such  other  person  (s),  otherwise  able 
to  maintain  themselves,  who  are  unable  to  secure 
necessary  medical  care.  The  determination  as  to  the 
medical  care  necessary  shall  be  made  with  the  ad- 
vice of  a physician.” 

“ Place  of  care. — Medical  care  may  be  given  in 
dispensaries,  hospitals,  the  person’s  home,  or  other 
suitable  place.” 

“Yet,”  I repeat  here  and  now  what  I said2  in 
Seattle  five  years  ago,  “a  law,  no  matter  how  liberal 
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is  not  effective  until  it  becomes  part  of  the  daily 
thinking  of  those  who  administer  it.” 

Further,  my  experience  during  the  past  12  years 
indicates  that  it  is  equally  important  that  a complete 
understanding  is  established  and  maintained  between 
the  administrator  of  public  medical  care  and  the 
physicians,  dentists,  nurses,  pharmacists,  opticians, 
medical  supply  houses,  clinics,  hospitals  and  other 
individuals  and  medical,  social  and  health  agencies 
engaged  in  direct  or  indirect  distribution  of  medical 
care  to  persons  in  need  of  it. 

The  patient  comes  first.  Each  man,  woman  and 
child  is  entitled  to  an  equal  opportunity  for  health 
and  should  have  prompt  access  to  the  benefits  of 
modern  medical  science. 

This  is  the  goal! 

How  can  it  be  achieved? 

Certainly  not  by  talk,  but  by  work— for  there  is 
no  substitute  for  day-by-day  experience  in  which 
time  well  spent  yields  higher  dividends  than  an  un- 
limited amount  of  money. 

It  is  this  conviction  which  impelled  me  to  choose 
as  the  subject  for  my  talk  today— “Public  medical 
care,  some  practical  considerations.”  I use  “some” 
advisedly,  since  time  does  not  permit  more  than  a 
brief  listing  and  discussion  of  specific  problems  in 
the  solution  of  which  you  and  I can  most  profit  by 
experience. 

The  patient  wants  to  know: 

First,  “What  is  good  medical  care?” 

Second,  “How  can  I get  it?” 

The  answer  to  the  first  question  is  either  not  easily 
available  to  him,  or  is  beclouded  and  confused  by 
what  he  “sees  in  the  paper”  or  gets  from  neighbor- 
hood gossip. 

The  answer  to  the  second  question  is  often  con- 
sidered to  be  a matter  of  dollars  and  not  sense. 

Satisfactory  answers  to  both  of  these  questions 
must  be  common  knowledge  for  all  of  us  before  our 
goal  can  be  achieved. 

Good  medical  care  is  considered  to  include:  serv- 
ices of  general  physicians,  specialists,  consultants, 
dentists,  nurses  and  related  personnel;  the  proper 
use  of  general  hospitals,  special  hospitals,  clinics, 
diagnostic  and  research  laboratories,  convalescent 
1 and  nursing  homes  and  other  medical  and  health 
facilities;  and,  the  drugs,  chemicals  and  biologies  as 


1 appliances  essential  to  the  modern  scientific  practice 
of  medicine. 


A compendium  of  the  individual  items  of  medical 
care  summarized  above  would  be  as  variegated  and 
prolix  as  a pre-War  mail  order  catalog  without,  I 
fear,  its  fascination  and  general  usefulness. 

This  compendium,  if  properly  extended  to  answer 
the  second  question,  “How  can  I get  it?”  would 
have  separate  sections  on  the  methods  of  providing 
good  medical  care— such  as:  free  choice,  fee-for- 
service  care  by  private  practitioners  of  medicine; 
salaried  physicians;  the  general  physician  and  the 
hospital;  the  general  hospital  as  a health  center;  the 
teaching  hospital  and  the  staff  physician;  clinic  or 
group  practice;  the  interrelationships  between  medi- 
cal and  other  professional  organizations  and  the 
public  authorities;  the  respective  roles  of  public  de- 
partments of  health  and  welfare;  and,  provisions  for 
diagnostic  laboratory  and  consultant  and  specialist 
services,  as  well  as  a modern  clinical,  diagnostic  and 
therapeutic  armamentarium  available  to  all  physi- 
cians through  public  facility,  if  necessary. 

There  would  also  be  sections  on  such  diverse,  yet 
relevant  subjects  as:  public  health  education;  school 
hygiene;  dental  hygiene;  bedside  and  public  health 
nursing  care;  postgraduate  medical  education;  men- 
tal hygiene;  drug  addiction  control;  special  disease 
control  programs— including  cancer,  syphilis  and 
tuberculosis;  physical  and  social  rehabilitation  for 
the  physically  handicapped;  convalescence  and 
chronic  illness;  problems  of  infancy;  problems  of 
maternity;  problems  of  old  age;  and,  last  but  not 
always  least,  problems  in  medical  economics— in- 
cluding prepayment  plans  for  medical  and  hospital 
care,  sickness  insurance,  etc. 

In  other  words,  the  province  of  public  medical 
care  can  extend  from  antepartum  care  to  post- 
mortem examination— or  from  the  proverbial  womb 
to  the  actual  tomb. 

If  you  are  becoming  confused,  as  I am,  by  the 
complexity  of  all  this— let  me  trace  briefly  the  recent 
history  of  public  medical  care  in  New  York  State, 
as  I have  known  it. 

Local  government  in  New  York  State,  both  by 
constitutional  provision  and  by  statutory  enact- 
ment—is,  and  has  been,  permeated  by  the  home  rule 
concept.  The  932  town  and  more  than  550  village 
boards  are  jealous  of  the  prerogatives  which  they 
yield  to  the  county;  the  57  county  boards  of  super- 
visors and  the  59  city  common  councils  of  what 
they  yield  to  the  State— and  the  state  legislature  of 
what  it  yields  to  the  federal  government. 

Wide  room  is  still  left  for  the  individual  enterprise 
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of  each  citizen  and  each  community.  \ he  grass  roots 
philosophy  invigorates  both  the  manicured  lawns 
of  Central  Park  in  New  York  City  and  the  brackish 
marshes  of  the  lands  of  the  Seneca  and  Onondaga 
Indians. 

Traditionally,  public  medical  care  in  New  York 
State  has  been  provided  by  the  locality,  and  at  the 
present  time  the  primary  administration  is  local 
with  100  per  cent  of  the  expenditures  made  in  the 
first  instance,  from  local  funds. 

Up  until  the  liberalization  of  our  welfare  laws 
around  1929  and  1930,  almost  simultaneous  with  the 
onset  of  the  late  unwept  economic  depression,  pub- 
lic medical  care  followed  largely  the  pattern  estab- 
lished first  by  the  Elizabethan  and  later  modified  by 
the  Victorian  Poor  Laws— with  the  needy  patient 
either  accepting  the  gratuitous  care  of  the  private 
physician  or  private  hospital,  or  the  sometimes  casual 
care  of  the  meagerly  paid  physicians  employed  for 
the  purpose  by  the  local  “overseer  of  the  poor.”  It 
is  true  that  some  communities  did  pay  fees  to  private 
physicians  and  that  many  of  the  larger  communities 
did  develop  elaborate  provisions  for  hospital,  clinic 
and  other  forms  of  organized  medical  care. 

However,  it  was  not  until  the  widespread  unem- 
ployment prevailing  in  1930  and  1931,  that  the  State 
of  New  York  was  forced  to  pioneer  in  the  recogni- 
tion of  the  fact  that  the  State  itself  had  a major 
responsibility  to  all  of  its  citizens  in  recognizing  and 
alleviating  the  effects  of  poverty  and  ill  health. 

In  the  fall  of  1931  when  our  State  Emergency 
Relief  Administration  was  established  to  help  local 
communities  to  meet  the  emergency  needs  of  those 
in  need  through  no  fault  of  their  own— medicine  and 
medical  care  were  very  simply  included  among 
those  needs,  together  with  food,  clothing,  fuel,  shel- 
ter and  other  necessities  of  life.  I was  assigned  to 
make  a statewide  survey  of  existing  provisions  for 
public  medical  care,  and  found  in  17  representative 
cities  and  four  counties  that  there  were  22  programs, 
one  city  had  two,  for  those  in  need;  ranging  in  scope 
from  those  limited  to  strictly  emergency  calls  and 
serious  illness  and  injury  to  comprehensive  plans 
including  prevention. 

So,  we  prepared,  and  released  on  December  8, 
1931,  our  first  “Regulations  Governing  Medical 
Care  in  the  Home  to  Recipients  of  Home  Relief,” 
under  which  a uniform  plan  of  state  aid  to  the 
localities  was  established.  These  basic  regulations 
continued  unchanged,  with  minor  amendments  sug- 
gested by  the  state  medical  and  dental  societies  until 


after  the  principles  were  incorporated  in  FERA 
Rules  and  Regulations  No.  7,  which  I drafted  ir 
July,  1933  at  the  request  of  Mr.  Harry  Hopkins.  ’ 
and  which  were  released  to  the  States  on  Septembei  1 
8 of  that  year  after  approval  by  representatives  of 
both  the  American  Medical  Association  and  the 
United  States  Public  Health  Service. 

Then  in  1934  and  again  in  1936  we  issued  revised) 
versions  of  our  state  regulations  in  the  form  of  2 
Manual  of  Medical  Care— the  basic  requirements  of 
which  are  still  in  effect  in  those  areas  of  the  State 
not  operating  under  a state  approved  local  medical 
care  plan. 

The  stability  and  general  acceptance  of  our  locally 
operated  and  state-aided  medical  care  program,  in 
my  opinion,  was  revealed  when  it  continued  with- 
out significant  change: 

First,  after  December,  1935  when  federal  funds 
were  withdrawn  and  the  local  share  of  the  costs 
jumped  from  25  to  60  per  cent;  and,  Second , after 
July  1,  1937  when  the  Emergency  Relief  Adminis-, 
tration  activites  were  taken  over  into  a permanent 
program  by  the  State  Department  of  Social  Wel- 
fare and  the  provisions  of  the  home  relief  medicalj 
care  program  were  extended  to  apply  equally  to  all 
categories  of  public  assistance. 

However,  a medical  care  program  primarily7  de- 
signed to  relieve  immediate  medical  needs  of  persons 
who  were  temporarily  unemployed  or  incapacitated 
required  a considerable  amount  of  modification  tc 
serve  the  more  permanent  categories  of  public  assist- 
ance-such as  Old  Age  Assistance,  Assistance  to  the 
Blind,  and  Aid  to  Dependent  Children.  The  special 
prerogatives  of  the  aged,  the  blind,  and  the  depend- 
ent child  had  to  be  considered. 

There  was  a spirit  of  unrest  and  progress  per- 
meating both  the  professions  of  social  work  and  of 
medicine— stirred  up  perhaps  by  the  enactment  oi 
Federal  Social  Security  Legislation  and  by  the 
National  Health  Conference  held  in  Washington  in 
1938. 


Practicing  physicians,  public  health  workers 
social  workers,  and  public  officials  were  all  discuss- 
ing the  problems  of  medical  care.  National  and  State 
surveys  were  conducted  by  both  public  and  private 
agencies  and  a tremendous  amount  of  publicity  wl 
released,  in  some  instances  generating  more  heal 
than  light.  It  is  my  experience  that  we  cannot  get 
light  without  heat  and  that  progress  can  be  made 
only  by  setting  the  heat  to  work  in  the  direction  ir 
which  the  light  guides  us.  If  the  light  flickers  out 
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we  can  always  start  another  discussion. 

In  the  transition  period  during  the  past  five  years, 
we  have  tried  to  find  the  answers  to  many  of  the 
questions  that  have  confronted  us.  We  have  had 
lengthy  discussions:  (i)  with  the  representatives  of 
our  State  Afedical  Society  with  regard  to  the  devel- 
opment of  a statewide  fee  schedule  listing  several 
hundred  services  and  with  regard  to  the  validity  of 
having  welfare  commissioners— laymen  ail— directing 
medical  care  programs;  (2)  with  the  representatives 
of  our  State  Hospital  Association  with  regard  to  the 
feasibility  of  developing  a statewide  all-inclusive  per 
diem  rate  for  ward  care;  and,  (3)  with  official  com- 
mittees of  our  Association  of  Public  Welfare 
Officials  who  disagreed  violently  with  such  pro- 
posals for  invasion  of  home  rule.  We  have  used  the 
medical  social  workers  on  our  staff  to  make  inten- 
sive studies  of  the  facilities  and  programs  of  medical 
care  in  actual  operation  in  a number  of  representa- 
tive communities. 

Our  problem  was  to  create  a long  range  public 
medical  care  program  dedicated  to  the  one  common 
goal  agreed  upon  by  all  conferees— good  medical 
care  for  human  beings  in  need  of  such  care  and  un- 
able to  provide  it  for  themselves. 

Later  discussions  with  physicians  and  local  wel- 
fare officials  were  devoted  to  principles  and  broad 
concepts.  Fee  schedules,  local  customs,  detailed  pro- 
cedures were  all  excluded  for  the  moment. 

The  physicians  insisted  upon  a thorough  discus- 
sion of  the  following  principles:  1)  the  medical 
aspects  of  public  medical  care  should  be  supervised 
by  the  medical  profession;  2)  all  physicians  should 
be  encouraged  to  participate  in  the  program;  3)  ut- 
most decentralization  of  control  in  medical  matters; 
4)  free  choice  of  physician  should  be  guaranteed, 
subject  to  protective  limitations;  5)  contract  prac- 
tice for  public  medical  care  should  be  disapproved; 
6)  clinics  should  not  be  exploited  to  avoid  the  pay- 
ment of  fees— but  they  should  be  used  when  medi- 
cally desirable;  and  finally,  7)  provisions  should  be 
made  to  enable  needed  medical  care  to  be  furnished 
for  indigent  and  near  indigent  families  not  otherwise 
eligible  for  relief.  Time  does  not  permit  me  to  give 
you  the  details  and  final  conclusions  reached  in  these 
discussions  which  were  published3  for  the  medical 
profession  and  distributed  in  reprint  form  to  wel- 
fare officials. 

The  public  welfare  officials  insisted,  on  the  other 
hand,  that:  1 ) full  use  should  be  made  of  clinics  and 
other  local  medical  facilities;  2)  they  had  a right  to 
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use  salaried  physicians  or  pay  fees  for  service  on  the 
basis  of  the  democratic  right  of  each  community  to 
choose  its  own  form  of  public  services;  and,  3)  that 
they  would  not  accept  dictation  of  a single  pattern 
for  providing  medical  care  from  either  the  medical 
profession  or  the  State  Department  of  Social  Wel- 
fare. They  want  “free  choice”  too! 

The  practical  results  of  the  discussions  with  both 
groups  are  incorporated  in  the  resulting  state  policy 
which  I will  summarize  soon. 

The  trend  is  revealed  in  the  following  brief  state- 
ment of  principles. 

The  medical  profession  should  participate  in  all 
medical  phases  of  the  proposed  program;  all  physi- 
cians and  local  medical  societies  should  be  encour- 
aged to  participate  in  the  planning  and  operation  of 
the  local  medical  care  program;  decentralization  of 
control  in  medical  matters  (transferring  from  the 
State  to  the  local  medical  officer  final  decisions  with 
regard  to  approval  of  expenditures  for  certain  ex- 
pensive or  involved  medical  services);  free  choice  of 
doctors  or  use  of  salaried  medical  services  where  so 
chosen  by  the  local  community;  full  and  proper 
use  of  clinics;  and,  inclusion  of  non-relief  families 
in  the  public  medical  care  program. 

Although  there  were  decided  reservations  by  both 
the  physicians  and  the  welfare  officials  on  one  or 
two  points  in  this  statement  of  principles,  their  en- 
dorsement was  secured  for  the  adoption  of  a state 
approved  local  medical  care  plan  for  any  interested 
community  which  was  willing  to  meet  the  five  mini- 
mum requirements  which  I will  now  quote  ver- 
batim-together with  a summary  of  the  scope  of  the 
plan  and  an  account  of  the  installation  process. 

REQUIREMENTS  FOR  APPROVAL  OF  PLAN 

“The  State  Department  of  Social  Welfare  has 
established  the  following  requirements  as  the  mini- 
mum essential  to  its  approval  of  a local  medical  care 
plan: 

“1.  Local  medical  direction  and  administration. 
The  commissioner  of  public  welfare,  with  authority 
and  responsibility  for  providing  medical  care,  shall 
delegate  the  direction  of  the  medical  aspects  of  the 
plan  to  a licensed  physician  of  his  choice.  He  must 
establish  a central  medical  unit,  properly  staffed 
and  equipped  to  handle  or  refer  all  requests,  (a) 
from  or  in  behalf  of  patients  in  need  of  medical  care 
at  public  expense,  and  (b)  from  the  physicians, 
dentists,  nurses,  pharmacists,  clinic  and  hospital  ad- 
ministrators who  are  authorized  to  supply  such  care. 
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‘‘2.  Definition  of  scope  of  medical  care  plan. 
Written  statements  shall  be  prepared  to  define  clear- 
ly the  policies,  procedures,  items  and  terms  (in- 
cluding payments)  which  govern  the  respective 
functions  of  each  participant  in  the  operation  of  the 
plan.  These  itemized  statements  are  to  be  designed, 
by  mutual  agreement,  for  the  use  of  physicians, 
dentists,  nurses,  pharmacists,  hospitals,  etc.  (vendors 
or  providers  of  medical  services  or  supplies),  as  well 
as  participating  members  of  the  welfare  department 
staff  (medical,  social  service,  and  accounting  divi- 
sions). 

“3.  Medical  and  social  coordination.  The  plan 
must  provide  for:  (a)  the  use  of  physicians  to  deter- 
mine the  medical  needs  of  any  person  applying  for 
medical  care;  (b)  the  use  of  social  workers  to  deter- 
mine financial  eligibility  of  such  person  for  care  at 
public  expense;  (c)  informing  social  workers  of  the 
medical  and  social  needs  of  the  applicant,  and  for 
joint  planning  between  medical  and  social  workers 
where  there  is  an  inter-dependence  between  the 
treatment  and  social  factors  in  the  case;  and  (d)  the 
application,  as  rapidly  as  possible,  of  one  system  of 
providing  medical  care  for  all  persons  receiving 
public  assistance,  regardless  of  category  of  assist- 
ance. (This  includes  persons  whose  only  unmet 
need  is  medical  care.) 

“4.  Medical  and  ficsal  record  keeping.  The  plan 
shall  provide  for  the  establishment  and  maintenance 
of:  (a)  medical  care  records  showing  the  diagnosis 
and  treatment  for  individual  patients;  (b)  cost 
records  according  to  type  of  medical  or  other  pro- 
fessional services  or  supplies  furnished;  and  (c)  an 
accounting  system  conforming  to  the  regulations  of 
the  State  Department  of  Social  Welfare. 

“5.  Integration  with  community  medical  and 
health  resources.  An  accurate  and  up-to-date  inven- 
tory shall  be  established  and  maintained  of  all  medi- 
cal and  health  facilities  and  sendees  available  in  the 
community  under  federal.  State,  local,  public  or 
private  auspices,  so  that  full  and  proper  use  may  be 
made  of  each  in  a well  rounded  medical  care  plan.” 

SCOPE  OF  PLAN 

The  scope  of  an  approved  medical  care  plan  may 
vary  as  to  items  of  service  and  forms  or  manner  of 
distribution  of  such  services. 

A.  Items  of  medical  care.  The  plan  may  provide 
for  all  forms  of  medical  care  including— regardless 


of  the  extent  of  State  participation— many  or  all  < 
the  following: 

Acute  illness,  home  or  office  care 
Ambulance  service 
Boarding  homes  for  invalids 
Chronic  illness,  home,  office,  etc. 

Clinic  or  group  care 
Consultant  services 
Dental  care,  including 
Prophylaxis 
Treatment 
Fillings 
Extractions 
Dental  surgery 
Dentures 
Drugs,  sera,  etc. 

Eye  examinations 
Eye  glasses  and  glass  eyes 
Fractures 
Hospital  care 
Laboratory  service 
Major  surgery,  home  or  hospital 
Medical  services  in  hospital 
Minor  surgery 
Nursing  care,  including 
Visiting  nurse,  per  day 
Registered  nurse,  per  day 
Practical  nurse  per  day, 

Home  medical  aides 
Nursing  home  care 
Obstetrics;  home  or  hospital 
Physical  examination 
Physical  rehabilitation 
Physiotherapy 
Pneumonia  treatment 
Preventive  services,  by  referral 
Prosthetic  or  surgical  appliances 
Radium  treatment 
Sickroom  supplies 
Specialist  services 
Tuberculosis  treatment  (home) 

Venereal  disease  treatment 
X-ray  diagnosis 
X-ray  treatment 

It  should  be  recognized  that  while  all  of  thes 
items  of  medical  care  can  come  within  the  scope  0 
Section  184  of  the  Social  Welfare  Law  as  a respon 
sibility  of  the  local  welfare  district,  State  reimburse 
ment  for  some  expenditures  is  not  available  becaus 
of  specific  legal  restrictions  or  exclusions. 

B.  Types  of  medical  care  plans.  The  items  0 
medical  care  just  listed  may  be  provided  through 
number  of  patterns,  not  mutually  exclusive.  Becaus 
of  the  large  number  of  variables,  each  new  pla 
adopted  may  differ  from  the  others.  The  followin 
are  representative  types  of  sendees  included  i 
plans: 
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1.  Free  choice , fee-for-service  system.  T his  may 
ary  to  include  all  physicians  practicing  in  a given 
ommunity  or  may  include  only  those  physicians 
/ho  express  a desire  to  participate  in  the  local  medi- 
al program. 

2.  Salaried  system.  Physicians  may  be  full  or  part 
ime.  The  number  is  determined  by  the  size  and 
eeds  of  the  case  load. 

3.  Rotating  panel  system.  Physicians  are  paid  a 
ilary  and  serve  an  agreed  number  of  months  each 
ear.  At  the  end  of  the  agreed  period  a new  group 
f physicians  is  assigned. 

4.  Specialists’’  services.  The  variations  listed  above 
lay  be  followed  but  as  a general  rule  specialists  are 
mployed  on  a fee-for-service  basis  and  paid  accord- 
ig  to  an  agreed  fee  schedule.  (For  certain  services, 
nly  National  Board  Diplomates  are  used.) 

5.  Other  professional  services.  Nursing  care  may 
e provided  by  salaried  nurses  or  by  nurses  paid  on 
per  visit  or  per  diem  basis.  Dental  care  is  usually 

irovided  on  a fee-for-service  basis.  Drugs  may  be 
iurchased  in  bulk  and  dispensed  through  a locally 
perated  dispensary  or  may  be  purchased  on  an 
idividual  prescription  basis  from  local  pharmacies. 

6.  Hospital  care.  All  medical  care  plans  provide 
or  hospital  care,  utilizing  both  voluntary  and  tax 
upported  institutions.  Where  hospitals  maintain 
»ut-patient  departments  provision  is  made  for  their 
ull  and  proper  use. 

NSTALLATION  OF  LOCAL  MEDICAL  CARE  PLAN 

1.  Medical  survey.  A study  is  made  by  a trained 
nedical  social  worker  of  the  present  medical  policies 
nd  procedures  of  the  local  welfare  district.  A list 
s established  of  all  available  medical  and  health 
esources,  including  those  maintained  by  federal, 
tate,  and  local  public  agencies,  such  as  the  Public 
dealth  Service,  State  Departments  of  Health,  Edu- 
ction and  Mental  Hygiene.  To  this  list  are  added 
he  medical  resources  maintained  by  voluntary 
gencies  and  available  to  recipients  of  public  assist- 
ince.  An  analysis  is  then  made  of  the  medical  sur- 
vey and  available  medical  resources  to  determine 
vhat  new  or  revised  policies,  procedures,  and  fees 
ire  indicated. 

2.  Local  Manual  of  Medical  Care.  In  the  order 
icceptable  to  the  local  officials,  the  following  steps 
lire  taken:  (a)  sections  of  the  medical  plan  are 
vritten;  (b)  forms  and  record  cards  are  worked 
>ut;  (c)  fees  for  individual  medical  items  are  estab- 
ished;  (d)  advisory  committees  of  participating 
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professional  groups  review  the  drafts  of  sections 
pertaining  to  their  profession. 

3.  When  the  draft  of  the  local  plan  is  completed 
and  acceptable  to  local  welfare  officials  and  partici- 
pating professional  groups,  it  is  submitted  to  the 
State  Department  of  Social  Welfare  for  review  and 
approval  for  installation. 

4.  The  local  commissioner  of  public  welfare 
mimeographs  or  prints  his  medical  plan  in  the  form 
of  a Manual  of  Medical  Care  and  distributes  it  to 
the  participating  professions  and  vendors  of  sup- 
plies. Copies  are  filed  with  the  State  Department  of 
Social  Welfare  and  the  State  Department  of  Audit 
and  Control  for  use  in  granting  State  aid. 

5.  The  staff,  including  the  Afedical  Director  (who 
may  have  been  appointed  during  the  period  of 
writing  the  plan  or  prior  to  that)  is  assigned  to  the 
central  medical  unit  of  the  local  welfare  department. 
Beginning  on  a specified  date,  medical  care  is  author- 
ized according  to  the  policies,  procedures,  and  fees 
of  the  locally  established  plan.  According  to  the 
size  and  needs  of  the  local  community,  the  medical 
unit  staff  includes  any  or  all  of  the  following  types 
of  personnel:  (a)  Physician,  who  is  the  medical 
director  or  consultant  (required);  (b)  medical  social 
worker;  (c)  medical  worker,  who  may  be  either  a 
nurse  or  a social  worker;  (d)  pharmacist;  (e)  cleri- 
cal and  stenographic  staff;  (f)  accounting  staff. 

6.  Continuing  relationships  with  professional 
groups  are  maintained  through  the  medical  com- 
mittees advisory  to  the  commissioner  of  public 
welfare  and  the  medical  director  or  consultant. 
These  committees  have  no  administrative  respon- 
sibility and  serve  in  an  advisory  capacity  only. 

7.  The  services  of  the  State  Department  of  Social 
Welfare’s  medical  staff  are  available  to  the  local 
commissioner  of  public  welfare  at  his  request,  dur- 
ing all  the  processes  of  writing  and  installing  a local 
medical  plan  (as  well  as  for  follow  up  services  and 
periodic  reviews  subsequent  to  its  installation). 

The  public  medical  care  program  I have  just  out- 
lined is  not  a project  for  the  future.  We  have  it 
now— and  it  works. 

Thirty  state  approved  local  medical  care  plans 
are  in  operation  now— in  areas  covering  more  than 
80  per  cent  of  the  recipients  of  public  assistance  in 
New  York  State.  Some  plans  have  been  in  operation 
for  more  than  2 years— and  many  changes  have  been 
made  in  the  individual  plans  to  adapt  them  to  new 
problems  or  better  methods  of  distributing  medical 
care. 
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The  local  manual  of  medical  care  may  be  either 
simple  and  concise  or  it  may  be  encyclopedic— but 
each  commissioner  of  public  welfare  thinks  his  own 
is  the  best  for  the  medical  needs  and  conditions  in 
his  community,  and  when  it  isn’t,  he  changes  it. 

What  are  some  of  the  characteristics  of  these 
plans? 

What  happens?  What  changes  are  made? 

Well!  Some  small  cities  and  towns  are  shifting 
from  salaried  to  fee-for-service  care  because  of 
diminishing  case-loads. 

One  large  county  tried  a free-choice  fee-for-serv- 
ice  plan,  found  both  quality  and  costs  of  care  diffi- 
cult to  control,  shifted  with  the  consent  of  the 
medical  society,  to  a part-time  salaried  plan  for 
general  physician’s  services  and  arranged  with  a large 
teaching  hospital  to  use  its  outpatient  department 
for  expert  diagnostic  and  specialist  treatment  facil- 
ities at  a flat  rate  of  $1.00  per  clinic  visit— which  is 
inclusive  of  professional  care,  ordinary  dressings, 
treatment  (including  x-ray  and  radium),  necessary 
drugs  for  immediate  use  in  the  clinic,  laboratory 
service  (including  electro-cardiograms  and  cystos- 
copies), operating  room,  minor  operations,  plaster 
casts,  physiotherapy,  allergy  treatments,  dental  ex- 
tractions, psychiatric  care  and  drugs  for  use  at  home. 
(About  the  only  extras  are  prosthetic  appliances  and 
their  repairs.) 

This  arrangement  for  specialist,  diagnosis  and  care 
on  a group  basis  made  by  one  welfare  department 
vvith  the  O.P.D.  of  one  teaching  hospital  has  proven 
m attractive  to  the  physicians  in  surrounding  coun- 
ties—that  the  welfare  departments  of  eight  sur- 
rounding counties  have  arranged  with  this  hospital 
for  the  same  services  on  the  same  basis.  Most  of  these 
counties  operate  approved  local  medical  care  plans. 

Many  counties  and  cities  are  arranging  for  a flat 
all  inclusive  per  diem  rate  for  care  in  local  and  neigh- 
boring private  hospitals. 

One  rural  county  has  gone  so  far  as  to  require 
that  all  diagnoses  submitted  to  the  welfare  depart- 
ment with  bills  for  services  rendered  shall  conform 
with  the  latest  edition  of  the  Classified  Nomen- 
clature of  Disease. 


Outstanding  trends  are  promotion  of  continuity,! 
homogeniety  and  quality  of  care  by:  an  integration 
of  social  service  in  the  hospital  with  community 
social  services  to  help  the  general  practitioner  and 
the  hospital  in  the  patient’s  restoration  to  health  or 
the  best  possible  social  adjustment  in  the  light  of  his 
condition;  an  increased  opportunity  for  the  general 
practitioner  to  become  an  expert  in  diagnosis  and 
treat  cases  that  fall  within  his  sphere  of  competence, 
in  the  patient’s  home,  in  the  physician’s  office;  or  in 
the  hospital;  and,  most  important,  in  my  opinion,  a 
reorientation  of  the  role  of  the  approved  general 
hospital,  in  the  preventive  and  curative  services  of 
the  community. 

Public  medical  care  in  New  \ork  State  now  costs 
between  $4.00  and  $6.00  per  capita— or  50  to  75 
million  dollars  annually— and  a considerable  propor-  ! 
tion  of  this  is  a local  cost.  While  there  is  state  and 
federal  participation  through  public  assistance 
agencies  in  about  5 million  dollars  of  annual  ex- 
penditure it  is  felt  that  the  widespread  development 
of  local  medical  care  plans,  designed  to  cover  or 
integrate  all  public  medical  services  and  expenditures 
will  result  in  far  more  efficient  and  economical  serv- 
ice and  bring  nearer  the  goal  of  an  equal  oppor- 
tunity for  health  and  good  medical  care  for  all  of  us. 

My  earnest  plea,  in  closing,  is  that:  you  will  be 
encouraged  by  these  accounts  of  “some  practical 
considerations  in  the  field  of  public  medical  care— 
with  perhaps  too  much  emphasis  on  New  York 
State,  and  that  you  will  find  out  for  yourselves  that 
the  only  way  to  get  experience  in  public  medical 
care  for  the  citizens  of  the  sovereign  State  of  Con- 
necticut, is  to  have  some,  and  that  time  well  spent, 
is  worth  more  than  money— for  the  price  of  expe- 
rience is  time  and  it  can  never  be  had  at  cut  rates. 

REFERENCES 

1.  Social  'W  elfare  Law  (State  of  New  York)  Sections  184 
and  185. 

2.  Davis,  H.  Jackson:  “Medical  care  as  a basic  component 
in  a public  assistance  program.”  Proc.  National  Conf.  of 
Social  Work,  65th  Annual  Session,  Univ.  of  Chicago  Press, 
!939'  page  649. 

3-  See  ‘Medical  Relief”  Joint  Statement  from  the  New 
York  State  Department  of  Social  Welfare  and  the  Medical 
Society  of  the  State  of  New  \ ork,  N.  Y.  State  Journ.  of 
Med.,  Yol.  41,  No.  6,  March  15,  1941,  pp.  619-624. 


A ROUND  TABLE  DISCUSSION  OF  PREPAID  MEDICAL  SERVICE 


I ■ 

A n outstanding  event  on  the  program  of  the  151st  Annual  Meeting  was  the  discussion  of  prepaid  medi- 
cal service.  Participating  in  that  discussion  were  Mr.  Louis  H.  Pink,  President  of  the  Associated 
(Hospital  Service  of  New  York  and  formerly  Commissioner  of  Insurance  of  the  State  of  New  York,  Prepaid 
Medical  Service  Plans  and  the  Public;  Mr.  Lester  H.  Perry,  Executive  Director  of  the  Pennsylvania  Pre- 
jpaid  Medical  Service  Plan,  Experiences  in  the  Administration  of  Prepaid  Medical  Service  Plans ; Mr. 
Matthew  A.  Reynolds,  Counsel  and  Member  of  the  Board  of  Directors  of  the  Connecticut  Plan  for  Hos- 
pital Care,  Prepaid  Medical  Service  Plans  as  Related  to  Prepaid  Hospital  Service ; Mr.  John  C.  Blackall, 
Insurance  Commissioner,  State  of  Connecticut,  Prepaid  Medical  Service  Plaiis  and  Connecticut  Insurance 
Laws;  Dr.  James  C.  McCann,  President  of  the  Massachusetts  Medical  Service,  Prepaid  Medical  Service 


Plans  and  the  State  Medical  Society.  The  following 
(gentlemen  who  spoke  on  the  subjects  following  their 

Louis  H.  Pink 

The  transition  from  the  insurance  department  to 
the  presidency  of  the  Associate  Hospital  Service  was 
not  a complete  break  in  interest.  As  superintendent 
I have  had  a good  deal  to  do  with  the  hospital  and 
medical  plans.  And  while  they  were  only  a small 
part  of  the  volume  of  insurance  measured  in  dollars 
or  any  other  way,  they  were  quite  a large  propor- 
tion of  our  troubles,  because  they  are  new,  and  new 
ideas  and  experiments  require  more  time  and  atten- 
tion. We  have  to  give  more  time  and  attention  to 
both  these  things,  particularly  the  medical.  As  you 
know,  the  hospital  prepaid  insurance  has  pretty  well 
justified  itself  and  has  shown  an  ability  to  reach  the 
public  in  large  numbers.  If  we  are  to  do  anything  to 
prevent  or  even  guide  the  social  insurance  plans 
which  seem  to  be  in  the  offing  in  most  countries  of 
the  world,  and  also  in  our  own,  we  must  show  that 
these  private  cooperative  ventures  can  reach  the 
great  mass  of  the  people.  If  they  can’t  do  it,  certainly 
something  else  will  be  found. 

The  hospital  insurance  already  has  reached  about 
eleven  million  people  in  this  country  through  the 
non-profit  plans,  and  certainly  another  three  and  a 
half  or  four  million  through  the  group  companies, 
the  stock  and  the  mutuals.  So  that  a great  many 
people  in  this  country  are  today  protected  through 
hospitalization  insurance,  and  that  is  still  going  up 
every  day  and  every  year.  More  and  more  people 
are  coming  in  for  protection. 


is  a transcription  in  part  of  the  remarks  of  these 
names  in  the  foregoing  list. 

The  story  of  the  medical  plans  is  quite  different. 
We  had  about  eight  or  nine  of  them  in  New  York, 
and  I was  told  that  I shouldn’t  license  so  many,  that 
they  would  compete  with  each  other  and  be  con- 
flicting. And  I said  that  was  all  right,  but  we  don’t 
know  which  one  is  the  best  and  which  one  can 
succeed.  The  whole  thing  is  a matter  of  experiment. 
We  have  got  to  learn.  We  have  got  to  try  out.  So 
that  when  these  plans  would  come  along,  and  if  they 
were  reasonably  supported  by  responsible  people, 
and  if  the  plan  itself  was  fair,  both  to  the  medical 
profession  and  to  the  public,  and  if  the  rates  seemed 
to  be  reasonable,  we  approved  the  plan  as  a basis  of 
trial  and  experimentation.  A good  many  of  these 
have  now  died.  I am  not  surprised  at  all.  We  ex- 
pected it.  Two  are  living,  one  in  western  New  York, 
one  in  Buffalo,  and  there  are  three  in  the  City  of 
New  York.  All  of  these  plans  in  the  main,  I think, 
are  here  to  stay,  excepting  that  in  the  City  of  New 
York  we  are  hopeful  that  we  can  merge  the  three 
plans  into  one,  so  that  we  can  get  the  united  sup- 
port of  the  medical  profession,  of  the  public,  and 
end  any  confusion  which  may  exist  because  of  three 
plans  competing  in  the  same  territory.  It  is  always 
difficult  to  bring  any  organizations  together.  There 
are  questions  of  personnel;  the  plans  themselves 
differ  as  to  coverage,  and  one  thing  and  another. 
But  at  least  we  are  hopeful  that  something  may  be 
done. 

As  you  have  noticed,  the  Mayor  of  New  York 
has  taken  a great  interest  and  has  appointed  a com- 
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mittee  to  study  the  situation  and  see  if  some  plan 
can  be  developed  for  the  middle  income  group.  And 
the  New  York  County  Medical  Society  too  has 
taken  great  interest  and  has  been  one  of  the  spon- 
soring bodies  in  connection  with  the  Schuyler’s 
Hook  housing  development  where  they  have  a panel 
of  doctors  that  serve  the  tenants  in  this  subsidized 
project,  and  one  of  the  foundations  is  helping 
financially.  It  is  too  small  to  be  of  any  great  interest, 
because  there  are  only  about  500  members,  so  that 
you  can’t  get  too  much  from  it.  But  the  cooperation 
given  by  the  New  York  Medical  Society,  hospitals 
and  the  scientific  organizations,  and  the  nurses  has 
all  been  very  interesting  and  hopeful.  It  has  shown 
that  if  you  give  medical  care,  that  it  does  reduce  the 
number  of  people  that  go  to  the  clinics,  and  possibly 
to  the  hospitals. 

We  don’t  want  to  be  discouraged  because  all  over 
the  country  the  plans  differ  and  a great  many  of  the 
plans  have  not  gone  very  far,  that  is,  so  far  as  getting 
a large  enrollment  is  concerned.  The  fact  that  there 
is  experimentation,  that  there  are  many  plans,  that 
the  county  and  state  medical  societies  have  endorsed 
a number  of  them,  and  are  doing  more  than  pass 
resolutions,  but  are  giving  active  help  in  some  cases, 
is  encouraging. 

In  the  State  of  Michigan  they  have  sold  more 
medical  insurance  than  all  the  other  similar  plans 
throughout  the  United  States,  almost  half  a million. 
It  is  true  that  conditions  are  particularly  favorable 
there.  To  begin  with,  they  have  a state-wide  plan, 
which  is  desirable.  Then  the  State  Medical  Society 
backed  it  enthusiastically.  Some  of  the  county 
societies  are  not  in  favor  of  it,  and  there  has  been 
some  conflict,  but  most  of  the  county  societies  have 
also  cooperated  with  the  plan  in  Michigan.  It  also 
has  the  support  of  the  employers  and  of  labor.  And 
as  you  know,  there  are  many  large  automobile 
groups  in  Michigan,  particularly  in  the  area  around 
Detroit.  Wages  have  been  good  and  there  has  been 
no  trouble  in  meeting  the  cost.  So  that  all  of  these 
factors  are  favorable,  and  undoubtedly  have  some- 
thing to  do  with  the  successful  volume  of  the  Michi- 
gan plan. 

But  at  least  admitting  that  things  are  more  favor- 
able there  than  elsewhere,  at  least  it  has  proven 
that  medical  insurance,  given  the  right  opportunity 
and  given  the  proper  backing  and  enthusiastic  sup- 
port, can  be  sold  to  the  people. 

There  is  another  plan  in  progress  which  seems  to 
me  extremely  interesting,  and  also  very  hopeful.  It 


is  not  on  the  same  basis  exactly  as  these  other  plans! 
that  we  have  scattered  around  through  the  country, 
many  of  which  are  sold  through  the  hospital  associa- 
tions, and  the  reason  for  that  is  clear.  When  the  hos- 
pital associations  were  started,  the  cost  was  con- 
siderable to  build  them  up,  to  create  an  organization, 
sometimes  twenty-five  or  thirty  per  cent  of  the 
premium.  Today  throughout  the  United  States,  in 
77  hospital  plans,  the  average  cost  is  a little  over 
twelve  per  cent.  To  start  a medical  plan  would  cer- 
tainly cost  twenty -five  or  thirty  per  cent  for  a num- 
ber of  years.  But  if  the  hospital  plan  acts  as  the 
business  agent,  the  selling  agent,  the  medical  insur- 
ance can  be  sold  just  as  cheaply  as  hospital  insur- 
ance right  from  the  start,  and  the  medical  plan  will 
be  saved  the  headaches  of  organization  and  business! 
management. 

But  aside  from  these  plans,  there  is  the  very  inter- 
esting experiment  of  the  Farm  Security  Administra- 
tion. 1 hey  are  under  attack  down  at  Washington 
today,  and  I am  sure  that  we  all  think  that  there  is  i 
too  much  duplication,  too  many  competing  bureau- 
cracies down  there,  too  much  waste.  And  yet  the 
Farm  Security  Administration  has  done  a job  so  far 
as  medical  insurance  is  concerned  and  the  provision 
of  medical  care.  When  they  are  in  trouble  it  is  the 
proper  time,  I think,  to  come  out  and  give  them  the  j 
benefit  of  the  work  that  they  have  done.  They  have 
plans  for  spreading  medical  care  among  the  poor 
farmers,  those  who  need  help,  those  who  obtain 
loans  for  crops  and  for  farm  implements  and  build- 
ings.  For  the  farmers  who  need  it  most,  as  you 
know,  irrespective  of  income,  medical  care  is  much 
more  difficult  to  secure  in  the  country  regions,  and 
sometimes  almost  impossible. 

So  that  of  all  the  low  income  groups  in  the  coun- 
try, farmers  are  most  in  need.  Through  cooperation 
with  the  state  medical  societies— and  I understand 
that  the  Farm  Security  Administration  will  not 
sponsor  any  plan  anywhere  without  first  securing 
the  approval  and  the  advice  of  the  state  medical 
body— these  plans  are  initiated,  sometimes  through 
the  local  hospital  plan;  or,  if  there  is  a medical  plan, 
through  that;  but  more  often  by  engaging  or  con- 
tracting with  the  county  medical  society  to  give  the 
medical  care  and  attention  that  is  necessary  to  these 
fai  mers.  Sometimes  they  are  paid  on  a cash  basis. 
Sometimes  the  medical  society  receives  a lump  sum 
and  distributes  this  among  its  members  in  proportion 
to  the  work  that  has  been  performed. 

When  you  realize  that  these  plans  now  exist  in 
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something  like  a thousand  counties  or  more  in  this 
country,  and  in  some  thirty-eight  states,  and  that 
over  600,000  people  are  receiving  the  benefit  of 
wider  and  better  medical  care  through  the  coopera- 
tion of  the  Farm  Security  Administration  and  the 
society’s  physicians  and  doctors,  I think  it  is  a very 
encouraging  symptom,  and  I believe  with  all  the 
difficulties— and  there  are  lots  of  difficulties  about 
medical  insurance,  all  kinds  of  medical  plans  full  of 
difficulties— that  the  need  is  so  great  and  the  oppor- 
tunity is  there,  that  we  certainly  have  the  ability  to 
do  it  if  we  are  willing  to  try  and  get  back  of  these 
things.  I believe  that  the  future  is  encouraging. 

Lester  H.  Perry 

In  order  to  try  to  find  a focal  point  to  orient  my 
discussion,  I decided  to  read  both  the  preliminary 
and  the  final  reports  of  your  committee.  I read  both 
of  them  very  carefully,  and  I do  not  hesitate  to  tell 
you  that  I was  very  much  impressed  with  both  re- 
ports. They  indicate  that  your  committee  has  done 
a thorough  and  painstaking  job,  and  I am  confident 
that  if  you  follow  the  leadership  of  your  committee, 
you  will  not  be  led  very  far  astray.  The  committee 
proposed,  among  other  things,  to  get  down  to  the 
beginning— and  that  is  the  law— that  your  plan  be 
organized  under  the  provisions  of  Chapter  192c  of 
the  Cumulative  General  Statutes  of  Connecticut, 
1939.  I might  say  in  passing  that  most  states  have 
enacted  special  enabling  and  regulatory  health  legis- 
lation relating  specifically  to  medical  sendee  cor- 
porations. We  did  this  in  Pennsylvania,  and  we  are 
convinced  that  it  was  advisable,  in  fact,  almost 
mandatory  to  do  so.  However,  that  is  a problem 
primarily  for  your  legal  counsel. 

Another  problem  in  the  beginning  is  that  of  initial 
financing.  Our  initial  financing  was  handled  by  an 
advance  of  $35,000  from  the  state  medical  society, 
$25,000  of  which  had  to  be  set  aside  as  a statutory 
reserve.  I hat  left  $10,000  for  working  capital,  which 
has  proved  to  be  almost  inadequate.  Consequently, 
I feel  obligated  to  warn  you  that  the  $5,000  working 
capital  proposed  in  the  report  of  your  committee 
may  prove  to  be  too  small.  In  my  opinion,  $10,000 
should  be  the  minimum;  more  would  be  preferable. 

Your  committee  is  wise,  I believe,  in  recommend- 
ing the  exclusion  of  home  and  office  treatment.  Our 
coverage  is  limited  to  surgical  and  obstetrical  serv- 
ice for  hospitalized  cases.  Complete  coverage  is  diffi- 
cult to  plan  for  actuarially,  and  difficult  to  admin- 
ister, as  the  Michigan  and  California  plans  found 
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out.  It  is  also  expensive,  partly  because  it  is  difficult 
to  control  excessive  demands  for  this  type  of  service, 
and  the  public  has  not  yet  shown  its  willingness  to 
pay  the  bill. 

Those  plans  which  included  complete  service  in 
the  beginning  have  practically  all  discontinued  or 
modified  such  coverage. 

The  next  logical  step,  after  surgery  and  obstetrics, 
is  hospitalized  medical  cases,  but  we  are  not  yet 
ready  to  take  that  step.  One  of  the  first  problems 
we  encountered  was  the  development  of  a fee 
schedule.  Some  of  our  members  objected  to  any  fee 
schedule  whatever,  and  others  thought  that  it  should 
vary  geographically  in  accordance  with  existing 
differentials  in  fees  between  urban  and  rural  com- 
munities. The  problem  was  referred  to  a large  joint 
committee  of  the  state  medical  society,  whose  con- 
clusions were  as  follows: 

1.  A fee  schedule  is  an  absolute  necessity,  because 
without  it  no  actuarial  foundation  is  possible. 

2.  There  should  be  no  geographical  differentiation 
in  fees  because:  (a)  such  a differential  would  un- 
necessarily complicate  the  administration  of  the 
plan;  and  (b)— and  I think  this  is  rather  an  interest- 
ing conclusion  here— the  traditional  variation  is  not 
altogether  warranted.  In  other  words,  the  low  fees 
charged  in  rural  communities  are  often  too  low,  and 
the  high  fees  charged  in  urban  centers  are  some- 
times too  high.  A state-wide  schedule  of  fees,  there- 
fore, tends  to  equalize  a somewhat  unjustified  dis- 
crepancy. 

Adost  medical  service  plans  determine  their  sub- 
scription rates  on  the  basis  of  actuarial  studies; 
nevertheless,  practically  all  of  them  have  learned 
from  bitter  experience  that  their  original  rates  were 
too  low.  This  is  due  to  the  fact  that  normal  expe- 
rience is  not  characteristic  among  subscribers  to 
medical  service  plans.  Some  plans  have  given  sub- 
scribers three  and  four  times  as  much  medical  serv- 
ice as  the  Committee  on  the  Cost  of  Adedical  Care 
estimated  would  be  needed.  When  rates  are  in- 
adequate, two  methods  are  sometimes  used  to  keep 
the  plan  out  of  the  red.  The  validity  of  claims  is 
vigorously  contested;  and  payments  to  physicians 
are  prorated.  Both  of  these  methods  are  dangerous. 

If  rates  are  inadequate,  they  should  be  increased. 
No  medical  service  plan  can  long  survive  unless  it  is 
self  supporting,  and  that  means  that  it  can  pay  all 
justifiable  claims  in  full.  Adichigan  medical  service 
has  raised  its  rates  three  times.  We  have  increased 
ours  once.  Our  new  rates  are  just  now  being  put 
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into  effect.  But  it  is  interesting  to  note  that  the 
Michigan  plan  reports  little  or  no  sales  resistance  to 
their  increased  rates.  Apparently  excessive  demands 
for  service  should  not  lead  administrators  of  medical 
service  plans  to  guard  medical  service  from  sub- 
scribers. Their  objective  should  be  to  guard  against 
abuse,  but  to  encourage  use.  This  is  a narrow  path 
which  is  hard  to  follow,  but  it  is  the  only  way  to 
make  medical  service  available  to  those  who  really 
need  it. 

Pro  ration  is  justifiable  as  a temporary  expedient, 
but  continued  proration  will  alienate  the  cooper- 
ating physicians,  and  their  unfavorable  reaction  is 
entirely  justified  unless  the  fee  schedule  itself  in  the 
beginning  was  set  too  high.  The  purpose  of  medical 
service  plans  is  not  to  provide  cut-rate  service.  If 
the  public  will  not  support  a plan  which  gives  the 
physician  fair  remuneration  for  services,  continued 
operation  will  probably  do  more  harm  than  good. 

Our  original  subscription  agreement  called  for  a 
waiting  period  of  one  year  for  elective  surgery,  and 
for  surgical  care  for  pre-existing  conditions.  We 
had  plenty  of  trouble  trying  to  determine  when  an 
operation  was  elective,  and  when  it  was  not;  also, 
whether  or  not  a given  condition  was  known  to  exist 
prior  to  membership  in  the  plan. 

Most  of  the  controversy  in  this  regard  involved 
cases  of  tonsillectomy  and  adenoidectomy  in  chil- 
dren. Consequently,  we  changed  our  agreement  to 
provide  for  a waiting  period  of  six  months  for  all 
such  operations  in  dependents.  All  other  surgery  is 
now  included  in  the  first  day.  Our  exclusions  are 
now  on  a clear-cut  basis.  We  do  not  have  to  define 
an  elective  operation  or  determine  when  a given 
condition  first  occurred. 

It  is  important  that  the  language  covering  waiting 
periods  be  explicit.  Our  enabling  act  limits  our  sub- 
scribers to  those  in  the  low  income  group.  A few 
months  ago  our  field  director  reported  that  this 
limitation  was  the  primary  obstacle  to  increased  en- 
rollment. Both  employers  and  employees  seemed  to 
feel  that  the  exclusion  of  those  over  the  income 
limits  constitutes  discrimination.  Apparently,  how- 
ever, both  employers  and  labor  are  willing  that  those 
in  the  over  income  group  be  accepted  on  a credit 
partial  payment  or  indemnity  basis.  Failure  to  cover 
the  over  income  group  increases  sales  resistance.  The 
success  of  enrollment  activity  usually  depends  upon 
the  cooperation  of  key  men  in  each  organization. 
Such  empolyees  are  usually  over  the  income  limit. 
When  they  realize  that  the  plan  does  not  include 
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them,  their  initial  enthusiasm  often  gives  way  to  I 
indifference  or  open  criticism. 

One  of  our  attorneys  called  me  in  New  York  this 
morning  to  tell  me  that  Governor  Martin  of  our 
state  had  just  signed  two  bills  amending  our  acts  to 
permit  coverage  of  the  over  income  group,  and  we 
plan  to  institute  that  coverage  immediately. 

Reasonable  support  from  the  profession  is  essen- 
tial, but  one  hundred  per  cent  cooperation  in  the 
beginning  is  virtually  impossible.  In  Pennsylvania 
this  problem  is  two-fold.  One  phase  involves  con- 
centrated local  opposition;  the  other  is  concerned 
with  incomplete  support  elsewhere.  Even  though 
our  plan  was  approved  by  the  House  of  Delegates 
of  the  State  iMedical  Society,  the  Pittsburgh  Sur- 
gical Society  voted  to  disapprove  it.  Since  we  did 
not  consider  it  advisable  to  attempt  operation  in  the 
face  of  such  concentrated  opposition,  our  plan  is 
functioning  only  in  some  of  the  less  populous  coun- 
ties of  western  Pennsylvania. 

Phis  situation  constitutes  a major  decelerating 
factor  in  enrollment  growth.  Similar  opposition  has 
been  encountered  in  California,  Michigan  and  New 
Jersey.  Such  problems  must  be  approached  in  the 
light  of  local  conditions.  Thus  far  we  have  been 
content  to  bypass  Pittsburgh  in  order  to  operate  in 
more  friendly  territory.  As  time  goes  on,  we  hope 
to  prove  to  all  concerned  that  such  plans  as  ours 
constitute  the  one  bulwark  against  the  complete 
regimentation  of  the  medical  profession.  Whether 
or  not  we  can  do  this  remains  to  be  seen.  If  we  can, 
the  opposition  will  probably  melt  away.  Meanwhile, 
we  expect  to  concentrate  on  those  sections  of  the 
state  where  the  profession  is  sympathetic  and  co- 
operative. 

The  other  half  of  this  problem  relates  to  less  than 
complete  support  for  the  plan  from  the  profession 
in  areas  where  we  are  operating.  In  general,  most 
of  the  physicians  in  the  counties  where  we  have 
subscribers  are  participating  physicians.  However, 
that  is  not  universally  true.  Since  there  is  no  way  to 
force  a non  participant  to  adopt  our  fee  schedule  or 
accept  proration,  he  can  collect  additional  fees  for 
service  rendered,  even  from  those  in  the  low  income 
group.  This  gives  him  a decided  advantage  over  the 
participating  physician,  and  yet  we  are  reluctant  to 
direct  our  subscribers  only  to  participants,  because 
we  want  to  keep  the  choice  of  physician  as  open  as 
possible. 

1 lie  few  problems  I have  discussed  are  only  a 
few  of  the  most  important  we  have  encountered. 
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And  the  limitations  of  time  have  permitted  but  a 
superficial  review  of  these.  There  are  hundreds  of 
others.  The  road  which  medical  service  plans  must 
travel  is  not  a super  highway,  smooth  and  level  and 
straight.  It  is  an  uncharted  trail,  and  it  is  rocky,  and 
it  is  mountainous,  and  it  is  full  of  hazards.  And  the 
vehicle  itself  is  not  a high  powered  limousine  of 
mechanical  perfection  like  today’s  motor  car.  It  is 
the  horseless  carriage  we  knew  at  the  turn  of  the 
century,  new  and  untried  and  full  of  imperfections. 
The  journey,  therefore,  is  difficult,  and  the  travelers 
often  become  weary  and  discouraged. 

This  has  happened  in  Michigan,  in  California,  in 
Pennsylvania;  it  will  also  happen  in  Connecticut.  In 
Pennsylvania  we  keep  pushing  onward  for  this 
reason.  It  is  our  sincere  conviction  that  the  problem 
we  are  trying  to  solve  is  one  in  which  the  welfare  of 
humanity  and  the  stability  of  the  profession  are  in- 
extricably interwoven.  Consequently,  we  feel  that 
the  efforts  we  are  putting  forth  today  will  prove  to 
be  a constructive  influence  when  the  destiny  of 
medicine  is  determined  in  the  world  of  tomorrow. 

Matthew  A.  Reynolds 

I think  all  of  you  will  get  a clearer  idea  of  this 
whole  proposition  if  you  will  think  of  it  in  terms  of 
three  contracts:  one,  the  contract  between  the  doc- 
tor and  the  medical  plan;  two,  the  contract  between 
the  subscriber  and  the  medical  plan;  and  three,  the 
contract  between  the  medical  plan  and  the  hospital 
plan. 

You  may  ask  me  whether  or  not  that  last  is  essen- 
tial, as  to  whether  or  not  there  is  any  necessity  of  the 
hospital  plan  coming  into  the  picture  at  all.  And  the 
frank  answer  is  no,  there  is  no  reason  at  all  why  the 
medical  plan  can’t  handle  its  entire  business,  if  it 
sees  fit.  It  is  unquestionably,  though,  to  the  mutual 
advantage  of  the  hospital  plan,  the  medical  plan,  the 
subscriber  and  the  employer,  that  there  should  be  a 
contract  between  the  medical  plan  and  the  hospital 
plan.  We  only  need  to  agree  upon  a few  fundamen- 
tal propositions  in  that  contract.  The  details  can  be 
worked  out  by  any  two  boards  that  really  want  to 
accomplish  public  service. 

There  are  a few  fundamental  propositions  which 
I think  should  be  taken  into  consideration.  None  of 
these  plans,  as  I understand  it,  have  had  existence 
long  enough  to  be  of  any  great  value  in  saying  that 
we  must  follow  any  particular  one.  Personally,  I am 
impressed  with  the  contract  of  the  New  Jersey  plan. 
I think  all  of  its  contracts  are  well  drawn. 


In  general,  the  purpose  is  that  the  hospital  plan,  if 
the  contract  is  made  with  the  medical  plan,  should 
act  for  the  medical  plan  in  selling  its  contract  to 
subscribers  of  the  hospital  plan,  receiving  payment, 
maintaining  the  receipts  of  the  medical  plan  as  medi- 
cal property,  paying  bills  as  directed  by  the  medical 
plan  and,  of  course,  charging  a reasonable  amount 
for  the  service  to  the  medical  plan. 

It  will  unquestionably  be  necessary  that  sub- 
scribers to  the  medical  plan  be  subscribers  to  the 
hospital  plan  if  a contract  is  to  be  executed  between 
the  two.  It  is  not  feasible,  as  the  hospital  plan  would 
see  it,  to  work  on  any  other  basis.  It  is  to  be  under- 
stood, of  course,  that  the  two  plans  are  totally  separ- 
ate, independent  corporations,  each  controlling  it- 
self and  each  independent  of  the  other,  except  so 
far  as  may  be  covered  by  the  contract  which  they 
voluntarily  make.  The  hospital  plan  would  be  inter- 
ested in  the  rates  charged  to  the  subscribers,  and 
those  rates  should  be  dependent  upon  the  mutual 
agreement  of  both  corporations.  And,  of  course,  as 
the  act  provides,  they  must  be  subject  to  the  consent 
of  the  insurance  commissioner  of  the  state. 

The  hospital  plan  should  take  complete  charge  of 
the  publicity  end  of  it.  It  can  handle  that  best.  Take, 
for  instance,  the  hospital  plan  in  New  Haven  here, 
with  300,000  members.  It  will  be  in  a position  at 
once,  if  the  directors  of  that  hospital  plan  favor  it, 
to  submit  your  proposition  to  the  subscribers  already 
in  the  hospital  plan.  I think  unquestionably  you 
would  find  that  employers  would  find  it  more  con- 
venient to  make  deductions  for  both  plans  and  mail 
to  one  concern  rather  than  to  make  deductions  for 
two  different  plans  and  mail  them  separately.  The 
accounting,  of  course,  can  be  easily  arranged  by 
mutual  consent.  And  it  would  seem  the  sensible 
thing  to  have  the  headquarters  of  the  hospital  plan 
also  the  headquarters  of  the  medical  plan. 

These  are  simply  a few  of  the  general  ideas.  Many 
specific  ideas  may  come  out  when  a committee  of 
the  two  plans  works  to  reach  an  agreement  upon  a 
contract  between  the  two,  if  that  stage  is  reached. 
I think  unquestionably,  though,  if  I were  on  the 
committee,  I should  want  to  pay  particular  atten- 
tion to  the  agreements  drafted  and  executed  by  the 
New  Jersey  plan  about  a year  ago. 

John  C.  Black  all 

My  idea  was  that  the  ideal  situation  in  Connecti- 
cut would  be  to  have  one  hospital  plan,  although  as 
a public  official  I have  brought  no  pressure  on  any 
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amalgamation.  But  the  Norwalk  and  the  Danbury 
plans  are  now  amalgamated  into  one,  and  we  just 
have  the  other  plan  in  New  Haven.  And  both  plans 
are  now  doing  exceedingly  well. 

So  therefore,  having  grown  up  with  and  lived 
with  the  hospital  plan,  I am  happy  to  say  that  the 
Department  of  Insurance  in  the  State  of  Connecticut 
is  satisfied  with  the  way  the  hospital  plans  are  func- 
tioning. We  feel  that  they  have  filled  a very  desir- 
able social  need.  And  we  feel  that  they  have  bene- 
fited not  only  the  hospitals  but  the  individuals  them- 
selves, and  we  have  very  few  difficulties  with  them. 

So  I move  immediately  then  to  the  medical  idea. 
As  I analyze  the  growth  of  these  medical  plans,  it  is 
an  effort  by  way  of  insurance  to  eliminate  the  indi- 
vidual cost  by  putting  the  burden  on  many.  I am 
heartily  in  favor  of  that,  not  only  from  my  expe- 
rience as  a public  official,  but  from  my  experience 
as  a citizen  in  the  State  of  Connecticut,  having  been 
brought  up  in  an  industrial  town  and  having  lived 
in  a great  many  communities,  including  the  City  of 
Washington  for  years,  where  I was  very  close  to  the 
men  who  laid  out  the  national  program  in  those 
days. 

This  is  a little  bit  different.  There  are  certain  ele- 
ments to  it  that  are  a little  bit  different,  but  basically 
the  law  under  which  it  operates  in  Connecticut  is 
what  we  term  an  enabling  act.  Before  the  Legisla- 
ture that  considered  the  hospital  plan,  I said  the 
department  was  in  favor  of  it.  Before  the  committee 
that  considered  the  medical  plan,  I said  the  depart- 
ment had  no  particular  objection  to  it,  but  hoped 
that  nothing  would  be  done  about  it  for  a period  of 
time  until  we  had  an  opportunity  to  get  the  hospital 
plan  straightened  out.  It  is  rather  simple  in  its  terms. 
It  says  that  these  medical  plans  cannot  be  created 
by  everyone,  but  must  be  organized,  either  by  the 
State  Medical  Society  or  any  one  of  the  county 
medical  societies,  that  they  must  have  at  least  $5,000 
to  start  with. 

It  is  substantially  small,  but  the  mere  fact  that  that 
is  a minimum  doesn’t  mean  that  the  insurance  com- 
missioner, whether  myself  or  my  successor,  cannot 
insist  that  for  the  purposes  of  safety  and  as  the  result 
of  experience  there  should  be  a more  substantial 
amount  put  in  to  start  with. 

While  I have  to  examine  the  life  companies  every 
three  years  and  the  fire  and  casualty  companies 
every  four  and  five  years,  the  law  provides  that  I 
examine  these  companies  every  year,  as  I do  the 
because  that  will  give  us  what  you  might  call 
hospital  plan.  That  is  the  careful  Connecticut  idea, 


resiliency  in  the  administration  of  the  law.  We  will 
be  able  to  check  very  quickly  if  something  is  going  „ 
wrong,  rather  than  wait  until  it  has  gone  too  fai 
wrong. 

By  the  way,  it  has  a provision  in  there  that  the 
fund  shall  only  be  invested  as  trust  funds  in  Con-1 
necticut,  with  the  exception  that  no  funds  be  put 
in  mortgages.  I can  see  the  basis  of  that.  I assume! 
that  they  want  to  have  the  assets  as  liquid  as  possible,! 
even  though  possibly  the  investment  return  might}! 
be  correspondingly  lower.  There  are  several  other  ! 
provisions  in  it,  but  you  all  know  the  general  trend;, 
of  it.  When  you  speak  of  an  enabling  law,  you  speak 
of  a law  that  will  permit  someone  to  get  something 
started.  Perfection  is  never  suggested  in  the  enact- 
ment of  an  enabling  law. 

If  we  had  some  profound  political  situation  go 
sour  in  Connecticut  today,  we  would  have  a cor- 
rective law  to  change  it.  But  an  enabling  law  is 
something  that  simply  lets  you  get  moving  along 
with  the  idea  that  as  experience  determines  the 
weakness  of  the  law,  or  we  will  say  even  the  harsh- 
ness of  it,  for  that  matter,  it  can  either  be  straight- 
ened out  or  softened,  as  the  case  is  made  necessary. 

Three  or  four  things  occur  to  me.  No.  1.  To  what 
extent  is  the  assured  who  pays  the  money  to  be 
able  to  select  his  own  doctor?  No.  2.  To  what  extent 
will  the  medical  plan  accept  the  doctor  that  the 
assured  selects?  No.  3.  If  the  doctor  that  the  assured 
selects  agrees  to  the  fees,  I see  no  problem.  If  the 
doctor  who  is  selected  does  not  agree  to  the  fees  and 
the  plan  is  ready  to  accept  him,  then  the  assured 
nevertheless  has  to  pay  the  additional  fees  later  on 
and  the  medical  plan  does  not  accomplish  the  entire 
purpose  for  which  it  is  enacted.  And  then  again  if, 
as  under  the  statute,  the  law  itself,  the  corporation  as 
it  can  be  established  must  have  the  benediction  of 
the  State  Medical  Society  or  the  county  medical 
society.  Are  there  doctors  who  do  not  belong  to 
those  organizations?  Whether  there  are  or  not,  I 
don’t  know.  Are  there  such  doctors  who  may  or 
may  not  be  excluded  from  the  provisions  of  the  act? 

Those  are  just  some  of  the  things  that  occur  to  me 
as  we  go  along.  There  is  another  thing  that  I must 
warn  you  about,  and  that  is  that  so  far  as  Connecti- 
cut is  concerned,  we  are  generally  considered  an 
open  state  in  rates.  By  that  I mean  that  if  your  fire 
or  casualty  or  other  rates  are  widely  out  of  line,  I 
have  the  right  to  call  the  companies  in  and  indicate 
that  they  may  be  doing  business  improperly  if  they 
are  charging  too  much  or  too  little  for  the  benefits 
they  give  you. 
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' The  superintendent  from  New  York  has  oper- 
’ ited  for  eight  years  under  a rate  regulatory  statute. 
r n other  words,  the  state  allows  the  companies  to 
lie  their  rates,  and  then  the  New  York  Department 
would  approve  them. 

But  I think  that  here  and  there  in  connection  with 
he  layman’s  attitude  toward  the  insurance  commis- 
ioner’s  office,  and  toward  the  insurance  business  as 
Mi  whole,  that  they  feel  that  on  account  of  our  expe- 
diences and  the  companies’  experiences  that  an 
lltimate  formula  has  been  arrived  at  by  means  of 
vhich  either  the  companies  or  ourselves,  or  both  of 
is  with  our  combined  experience,  can  say  to  you  as 
inembers  of  the  insuring  public,  or  like  yourselves 
is  men  who  would  be  beneficiaries  of  the  monies 
laid  by  the  insuring  public,  that  we  have  some 
nagical  formula  for  the  exact  fixing  of  rates. 

That,  of  course,  is  not  so.  The  insurance  business 
nheres  so  much  into  our  social  and  economic  prog- 
ress, and  the  casualty  business,  for  instance,  of  which 
:his  is  an  offspring,  is  only  twenty  to  twenty-five 
^ears  of  age  in  its  real  growth,  while  the  life  and 
fire  busniess  has  been  going  on  since  1790  or  1800. 
We  can  only  say  that  we  have  got  to  be  guided  by 
:he  changing  conditions  as  they  occur. 

James  C.  McCann 

I do  not  believe  that  any  state  undertaking  of  this 
type,  under  the  leadership  of  doctors,  as  the  state 
programs  are  led,  can  be  achieved  without  a good 
deal  of  difficulty. 

Now,  what  are  the  basic  problems  so  far  as  the 
difficulties  that  are  encountered  with  reference  to 
the  title,  “Prepaid  Medical  Service  Plans  and  the 
State  Medical  Society?”  T think  the  most  basic  prob- 
lem is  the  one  which  your  committee  has  so  intelli- 
gently faced,  that  of  getting  the  information  to  the 
doctors  of  what  is  being  undertaken  before  the  doc- 
tors are  asked  to  participate.  I think  the  ease  with 
which  such  a program  is  launched  is  in  direct  pro- 
portion to  the  understanding  of  the  program  on  the 
part  of  the  average  man  in  the  practice  of  medicine, 
and  we  just  try  to  do  the  job  that  is  wished  upon 
us  to  the  best  of  our  ability. 

Now,  your  committee  has  started  out  with  the 
very  definite  plan  to  bring  knowledge  of  this  pro- 
gram to  the  individual  doctor.  We  have  just  gone 
through  the  initial  organization  stage  and  have  just 
started  sales,  so  I can’t  stand  here  as  the  representa- 
tive of  a very  definitely  successful  project  at  all. 
But  having  undertaken  the  organization  of  such  a 
project,  I learned  from  first-hand  how  important  it 


is  to  get  the  information  directly  to  the  doctors,  and 
what  obstacles  are  encountered  if  you  fail  to  do  it. 
I think  that  the  success  of  such  a program  is  in  direct 
proportion  to  the  enthusiastic  cooperation  of  the 
physicians  of  the  society. 

As  you  go  along  you  may  get  token  cooperation, 
and  you  will  find  that  that  is  a true  obstacle.  The 
program  for  approaching  the  profession  in  Massa- 
chusetts was  precipitated  by  a situation  with  which 
you  are  probably  acquainted,  and  that  was  the 
appearance  of  the  Consumer  Cooperative  program, 
called  the  White  Cross.  Now,  the  Massachusetts 
Medical  Society  since  1938  had  been  studying  this 
program,  but  with  the  appearance  of  that  program 
under  a different  sponsorship  than  organized  medi- 
cine, the  Socitey  felt  that  it  just  had  to  get  busy  and 
had  to  get  a program  prepared  and  presented  to  the 
public. 

That  meant  a considerable  amount  of  difficulty 
in  bringing  information  to  the  doctors.  Your  com- 
mittee is  starting  in  a different  fashion.  It  is  going  to 
bring  the  information  to  the  doctors  first.  One  basic 
thought  you  must  keep  in  mind  is  that  you  are  act- 
ing as  the  representatives  of  the  physicians.  I will 
speak  of  the  Council  in  Massachusetts,  which  is 
comparable  to  your  House  of  Delegates.  Our  Coun- 
cil is  composed  of  260  men,  representing  between 
seven  and  eight  thousand  physicians  in  the  state. 

For  the  average  man  that  is  working  day  in  and 
day  out— and  today  I don’t  think  there  is  any  break 
in  it  sometimes— it  is  too  much  to  expect  that  the 
average  doctor  conscientiously  trying  to  tackle  his 
job  and  do  the  right  thing  will  become  versed  in 
the  intricacies  of  any  such  problem.  Committees  are 
appointed  to  do  it  for  the  men,  and  the  Council 
takes  cognizance  of  their  work  and  debates  it  and 
comes  to  a decision.  Then  their  decision  is  put  into 
action. 

T fear  that  too  frequently  we  overlook  the  fact 
that  though  the  Council  has  given  a great  deal  of 
thought  to  a problem  and  decided  upon  action,  that 
has  not  reached  the  seven  thousand  doctors  in  the 
state,  the  number  in  Masachusetts.  So  that  through 
the  men  in  the  Council,  the  House  of  Delegates,  feel 
that  the  whole  proposition  has  been  adequately 
studied  and  presented,  still  you  don’t  procure  the 
full  hearted  cooperation  of  the  doctors  of  the  state. 
I think  that  if  you  are  going  to  start  soundly,  you 
have  got  to  anticipate  that. 

There  can  be  no  impatience  or  misunderstanding 
with  the  men.  As  the  program  evolves,  you  must 
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philosophically  resign  yourself  to  problems  which 
will  appear  and  hope  that  as  the  program  proceeds, 
it  will  proceed  soundly  enough  so  that  it  will  sell 
itself  to  the  other  men  and  gradually  bring  them  in. 

With  regard  to  educating  and  getting  the  informa- 
tion to  the  profession,  in  Massachusetts,  with  the 
action  precipitated,  you  might  say,  there  was  no 
alternative  than  sending  a speaker  around  to  the 
different  county  meetings,  district  meetings,  to  dis- 
cuss the  program  with  the  men.  That  had  to  be  done 
in  a rather  didactic  and  dogmatic  fashion,  just  tell- 
ing the  men  in  essence  what  had  been  decided  upon. 
There  were  question  periods,  but,  as  you  know,  you 
do  not  reach  the  Society,  that  is,  the  whole  group 
of  men  in  that  way.  There  is  one  district  society  in 
Boston  with  about  700  members.  Well,  those  men 
in  Boston,  as  you  know,  are  saturated  with  medical 
meetings.  There  are  so  many  through  the  institutions 
that  they  attend  that  when  the  district  meeting 
comes  around,  it  is  apt  to  be  a pretty  thin  repre- 
sentation. And  the  evening  I reported  and  pur- 
ported to  speak  to  that  district,  out  of  a membership 
of  700  men,  I spoke  to  34. 

Then  through  the  Journal  we  attempted  to  dis- 
tribute information  by  printing  small  columns  about 
what  was  being  planned.  But  as  you  know,  such 
matters  are  usually  typed  in  fine  print  in  the  back 
of  the  Journal  and  the  men  don’t  read  them. 

Finally,  when  we  were  nearly  prepared  to  launch 
our  program,  all  pertinent  matter  was  printed  and 
distributed  to  the  men,  including  by-laws,  enabling 
act,  the  contracts,  every  bit  of  information,  feeling 
that  at  least  we  had  to  have  all  data  in  their  hands 
so  that  they  might,  as  intelligent  men,  decide 
whether  or  not  to  participate.  That  does  not  reach 
the  men. 

If  your  group  here  feels  that  it  has  the  time  to 
have  open  discussions  in  the  districts  before  action 
is  taken,  I think  it  will  make  your  role  a little 
smoother  after  you  are  well  started  on  the  way. 
What  are  the  proofs  of  the  fact  that  you  do  not 
reach  the  men?  Well,  theoretically  Massachusetts 
has  been  very  successful  in  enrolling  its  physicians. 
We  have  7,000  men  in  the  state,  and  it  is  estimated 
that  there  are  4,500  effective  men  in  the  state  left 
as  a result  of  the  manpower  withdrawal  for  service 
in  the  armed  forces.  We  enrolled  3,300  men  imme- 
diately, within  two  months,  to  support  the  program 
and  participate.  That  is  approaching  75  per  cent  of 
the  men  available,  and  the  participation  was  very 
well  spread  over  the  state. 

Does  that  mean  that  we  have  the  whole  support 


of  the  profession?  I don’t  think  so.  For  instance.  ^ 
there  is  the  group  of  men  who,  for  some  reason  01 ' 
other,  signed  up  to  participate,  but  who  are  not  in  £ 
sympathy  with  the  project.  And,  of  course,  the  S 
reports  come  in  from  the  poor  salesmen  who  have ! 
to  market  the  product.  I will  give  you  one  example.  1 
One  salesman  walked  into  a rather  large  establish- 1 
ment  and  had  interested  the  working  force  in  taking 
out  the  program,  and  the  required  percentage,  when 
in  walked  the  doctor  from  another  section,  and  he 
was  signed  up  as  a participating  phvsician.  Some- 
one among  the  workers  there  turned  to  him  and 
asked  him  what  he  thought  of  the  program.  Well, 
he  said  he  thought  that  certainly  anv  group  of  them 
could  do  a lot  better  by  saving  their  money  and 
paying  the  doctor  when  they  were  sick,  or  else  by 
getting  out  and  getting  an  old-line  insurance  con- 
tract. That  was  a man  with  his  signature  on  the 
contract. 

Another  large  establishment  was  interested  to  the 
extent  of  the  owner  of  the  establishment  paying  part 
of  the  premium.  But  he  was  a shrewd  individual. 
Fie  wanted  to  know  that  the  Medical  Society  was 
adequatelv  behind  this.  And  he  sent  a letter  to  two 
doctors,  asking  them  of  their  opinion,  both  of  the 
Blue  Cross  and  our  medical  program.  The  two  doc- 
tors wrote  back  letters  which  were  quite  enthusi- 
astic in  support  of  the  Blue  Cross,  but  used  what 
we  proverbially  call  “damning  with  faint  praise” 
for  their  description  of  the  medical  sendee  project. 
As  a result  the  owner  of  the  corporation  signed  up 
with  the  Blue  Cross  and  did  not  take  the  medical 
progrram,  saying  that  they  would  leave  that  until  a 
future  date  and  watch  its  progress. 

Another  very  intelligent  lad,  a urologist,  a well 
trained  boy  with  whom  I am  intimately  acquainted 
and  associated  professionally,  the  tvpe  who  would 
conscientiously  read  every  bit  of  matter  presented 
to  him,  went  over  it  thoroughly  and  a few  months 
after  having  signed  his  contract,  we  got  into  a con- 
versation and  he  did  not  have  in  mind  clearly  the 
implication  of  our  set-up  that  service  would  be 
given  to  the  income  group  under  $2,500  on  what  is 
called  a service  basis.  Fie  agreed  not  to  charge  extra, 
and  it  was  only  for  the  group  over  that  that  it  was 
on  a cash  indemnity  basis.  That  was  not  clear  in  the 
mind  of  a man  who  had  gone  through  some  of  the 
best  post-graduate  training  in  America  and  was 
established  in  a central  part  of  the  state  as  an  out- 
standing individual. 

So  that  with  reference  to  these  problems  that  con- 
front you  in  your  relations  with  the  State  Medical 
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Society,  which  means  the  profession  at  large,  you 
have  to  have  and  anticipate  a long-term  problem  of 
education.  As  regards  the  sales  problem,  this  pro- 
gram isn’t  going  to  thrive  unless  there  is  an  adequate 
sale.  The  salesmen  are  restricted  with  the  require- 
ments for  percentage  of  group  enrollment.  It  is  esti- 
mated that  no  such  program  will  begin  to  take  care 
of  itself  in  the  black  until  it  has  ten  to  twenty 
thousand  subscribers.  If,  in  the  meantime,  there  is 
this  impediment  from  the  Society  to  the  procure- 
ment of  subscriptions,  there  is  going  to  be  a slow 
rate  of  growth  which  is  going  to  discourage  those 
who  are  pressing  the  program,  and  are  going  to 
intensify  the  doubts  in  the  minds  of  the  men  who 
have  not  signed  to  participate,  which  brings  us  to 
the  basic  problem  of  the  participating  and  non 
participating  physician. 

We  were  advised  by  the  groups  from  all  over  the 
country,  “By  all  means  when  you  start,  start  only 
agreeing  to  pay  the  participating  physician,  and  do 
not  pay  the  non  participating  physician.”  It  sounded 
very  simple  until  I honestly  got  a lot  of  men  in  the 
corner  who  were  running  the  other  plans,  and  they 
honestly  admitted  that  they  hadn’t  found  it  quite 
possible  to  function  without  paying  the  non  par- 
ticipating physician.  And  as  Mr.  Perry  has  described, 
that  does  penalize  the  man  who  has  said  he  would 
go  along  and  participate  on  a service  basis,  meaning 
he  would  not  charge  extra  to  the  people  in  the 
lower  income  bracket. 

The  interesting  experience  in  Michigan  is  that 
during  a period  when  they  onlv  paid  the  partici- 
pating physicians,  they  operated  in  the  red;  when 
they  also  paid  the  non  participating  physicians, 
which  in  reality  throws  it  onto  a cash  indemnity 
basis,  penalizing  the  man  who  has  been  willing  to 
go  along,  they  operated  in  the  black.  They  don’t 
know  the  explanation  for  it  other  than  that  the  sub- 
scriber would  not  take  the  contract  if  there  was 
even  the  restriction  in  choice  which  was  set  up  by 
the  fact  that  there  were  men  in  the  practicing  pro- 
fession among  whom  they  did  not  have  free  choice 
on  the  basis  that  the  corporation  would  not  com- 
pensate them. 

The  basic  problems  with  reference  to  the  profes- 
sion which  we  have  gone  into  so  far  as  full  support 
is  that  some  of  them  have  not  yet  accepted  the  need 
for  launching  a program  of  prepaid  medical  care. 
Others  say  that  the  group  that  has  set  up  a surgical 
and  obstetrical  contract  is  selfish  and  did  it  only  for 
the  purpose  of  helping  a selfish  few— that  in  the  face 


of  Michigan  where  sixty-two  per  cent  of  the  pay- 
ments are  to  the  general  practitioner  under  their 
obstetrical  and  surgical  coverage. 

Others  will  not  accept  the  fee  schedule  even 
though  it  appears  to  be  a fair  one  from  the  view- 
point of  the  minimum  in  all  parts  of  the  state. 

I hen  there  is  the  question,  as  I said,  of  the  non 
participating  physician  and  the  participating  physi- 
cian. There  is  the  feeling  among  the  non  partici- 
pating men  that  something  is  being  put  over  on 
them  and  that  they  will  be  penalized  in  the  end. 
What  are  the  answers  to  all  these  problems?  I do 
not  know.  I am  just  a practitioner  like  most  of  you. 

But  I do  feel  that  your  committee  is  sound,  as  I 
said,  in  bringing  these  problems  to  the  profession 
before  they  launch  their  program,  and  the  only 
thing  I can  urge  you  in  behalf  of  your  committee, 
when  they  present  your  program,  is  to  realize  that 
it  is  based  on  sound  study  of  what  has  been  done 
across  the  country,  and  they  are  trying  to  save  you 
a $100,000  cost,  which  is  California’s  present  amount, 
and  a deficit  of  $500,000,  which  is  Michigan’s 
present  deficit— except  that  recently  it  has  been 
reduced  to  $360,000. 

So  that  there  are  these  many  factors  in  the  back- 
ground of  decisions,  many  aspects  of  which  cannot 
be  brought  to  the  individual  physician  in  the  state. 
And  all  I can  urge  you  is  to  appreciate  the  fact  that 
your  committee  has  gone  along  very  cautiously  and 
wisely. 

Discussion 

In  the  general  discussion  which  followed,  Dr. 
McCann  spoke  as  follows  in  answer  to  the  question, 
“is  it  necessary  to  accept  applicants  in  groups  rather 
than  individually?” 

It  is  interesting  that  you  should  pick  the  doctor 
for  that,  and  I will  interpret  it  from  the  viewpoint 
of  the  idealism  of  the  profession,  because  certainly 
the  practical  experience  is  that  of  the  administrator. 
The  interesting  part  is  that  doctors  initially  under- 
take these  programs  with  an  impractical  measure  of 
idealism.  Let’s  put  it  that  way.  I think  every  one  of 
us  start  in  with  the  conviction  that  nothing  outside 
of  complete  medical  care  should  be  accepted  as  the 
basis  for  handling  this  problem.  It  is  John  Public 
that  drives  us  back  from  that  stand,  not  the  decision 
of  the  profession.  The  other  purpose  or  other  ideal 
of  the  profession,  I think,  is  that  the  public  shall  have 
what  we  call  maximal  access  to  the  protection  which 
the  profession  has  sought  to  give  them. 
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I think  we  are  driven  from  that  ideal  by  the  fact 
that  whether  or  not  we  are  properly  an  insurance 
corporation— which  is  a problem  that  there  is  a lot 
of  hair  splitting  over— I think  the  facts  stand  that  we 
are  using  the  principles  of  insurance,  that  is,  by 
appealing  to  the  law  of  averages  to  benefit  the  indi- 
vidual by  pooling  of  risks.  And  we  are  forced  to 
operate  under  it.  Now,  the  practical  conclusion  of 
groups  that  have  tried  this  program,  not  only  the 
doctors’  groups  but  the  consumer  cooperative 
groups,  ;s  that  the  one  thing  that  has  caused  the 
failure  of  well  intentioned  programs  is  bad  enroll- 
ment practice.  As  we  are  just  starting  our  program 
in  Massachusetts,  I have  made  it  a point  to  try  to 
p'n  down  the  executives  in  the  different  programs 
as  to  just  what  their  practice  was,  so  as  to  try  to 
keep  our  administrator  from  repeating  the  very 
palpable  errors  that  have  been  repeated  again  and 
again  and  again  all  over  the  country. 

This  has  happened  because  of  one  reason,  that 
information  has  not  yet  been  pooled  and  compared 
properly,  so  that  valid  conclusions  can  be  drawn. 

The  picture  is  this,  to  give  you  a brief  outline  of 
it:  In  Toronto  the  medical  plan  is  based  entirely  on 
the  enrollment  of  the  individual,  but  it  is  based  on 
a primary  examination  of  the  individual,  which  rules 
out  the  benefit  to  any  person  who  has  anything 
wrong.  I think  I am  correct  in  that.  That  is  Dr. 
Hanna’s  plan. 

Then  out  in  Oregon  State  they  have  a program 
they  have  been  working  on  since  1904,  and  to  get 
into  that  group  you  have  to  have  almost  one  hun- 
dred per  cent  enrollment  of  the  group.  Interestingly, 
they  cover  primarily  only  the  workmen,  although 
they  have  other  accessory  provisions  for  taking  in 
a family.  Of  course,  all  of  these  current  programs 
started  are  based  on  giving  the  benefits  to  the  family 
primarily. 

As  you  go  through  the  programs  throughout  the 
country,  they  range  from  the  requirements  of 
Michigan  of  seventy-five  per  cent  of  a group  down 
to  the  average  requirement  of  about  fifty  per  cent 
of  the  group.  Interesting,  the  Blue  Cross  groups, 
which  have  stimulated  us  to  this  program,  all  began 
in  an  utterly  empirical  fashion  without  enrollment 
requirements,  and  they  have  been  brought  by  expe- 
rience to  accept  pretty  universally  a fifty  per  cent 
requirement. 

Now,  the  problem  is,  are  we  going  to  be  penalized 
trying  to  start  a program  by  starting  initially  on  the 
basis  of  a fifty  per  cent  requirement  and  no  indi- 


ICUT  STATE  MEDICAL  JOURNAL 

1 

vidual  enrollment?  I have  heard  other  executives  | 
say  that  where  they  have  attempted  the  individual  j 
enrollment  of  subscribers,  they  have  just  taken  a 
shellacking.  Actually,  that  is  the  description  of  it  in  1 
Massachusetts,  and  they  are  quite  distressed,  I think, 
that  they  did  undertake  individual  enrollment. 

The  present  thought  in  some  of  the  states,  I think, : 
is  that  if  you  have  a group  that  is  seasoned  by  Blue  ; 
Cross,  say,  for  two  or  three  years,  so  that  much  of  j 
this  preliminary  requirement  or  demand  on  the  con- 
tract has  been  taken  care  of,  probably  in  initiating  a 
medical  program  with  a seasoned  Blue  Cross  group 
you  can  relent  somewhat  from  the  requirement  of  i 
fifty  per  cent  down  possibly  to  forty  or  even  thirty. 
But  we  are  forced  away  from  our  ideal  of  just  taking 
in  any  individual  at  all  on  that  basis,  regardless  of  | 
what  he  has,  by  the  practical  fact  that  other  groups 
have  failed  primarily  because  of  poor  enrollment 
practice.  This  means  proration  for  the  doctors  or 
compensation  away  down  from  the  established  fee 
schedule.  Although  the  doctors,  in  their  full  bloom 
of  idealism  have  said  they  are  wholly  prepared  to 
take  it,  in  the  actual  application  of  the  principle  they 
have  not  been  so  wholeheartedly  ready  to  accept. 
So  I think  that  that,  from  a doctor’s  viewpoint,  is 
the  reason  why  we  are  forced  to  wait  for  our  ideal 
individual  enrollment.  I might  say  that  from  the 
point  of  view  of  the  committee,  the  bloom  of  ideal- 
ism has  long  since  been  brushed  off,  and  the  com- 
mittee is  very  much  interested  in  devising  something 
that  will  be  sound  insurance,  that  will  stand  on  its 
own  legs  and  will  not  have  to  be  nursed,  except 
possibly  in  period  of  real  depression. 

Of  great  interest,  showing  the  timeliness  of  our 
discussion,  is  an  editorial  in  the  New  York  Tribune 
this  morning  in  regard  to  this  particular  question. 
Those  of  you  who  have  followed  this  subject  at  all 
are  familiar  with  the  Health  Cooperative  Plan  of 
Kingsley  Roberts  in  New  York.  Certainly  there  is 
idealism  applied  to  this  problem  to  the  limit.  And 
the  editorial  says  this:  “Health  cooperative  started 
with  a plan  to  which  individuals  might  subscribe  and 
which  covered  unlimited  medical  and  surgical  care. 
They  found  that  the  comparatively  high  annual 
premium  necessary  to  finance  it  discouraged  those 
prospective  subscribers  who  had  the  greatest  need 
for  prepaid  medical  care.  The  cooperative  has  there- 
fore turned  to  an  employee  group  plan  bv  which  a 
greater  number  of  subscribers,  seventv-five  per  cent 
enrollment,  is  usually  required,  and  the  payroll 
deduction  plan  allows  insurance  for  somewhat 


STATE  SOCIETY,  I 860  - I 942-WELD 


limited  care  at  practically  half  the  individual  rate.” 
I think  that  is  interesting  on  this  point. 

In  answer  to  the  question,  “How  may  Connecti- 
cut prevent  the  development  of  the  obstructive  atti- 
tude of  such  groups  as  exemplified  by  the  Pitts- 
burgh Surgical  Society?”,  Mr.  Perry  said,  “In  the 
first  place,  remember  the  first  reason  which  I gave 
on  a previous  question  for  the  opposition  of  the 
Pittsburgh  Surgical  Society,  and  that  is  that  they 
didn’t  believe  that  such  a plan  was  necessary.  I think 
most  of  the  doctors  in  Pennsylvania  who  oppose  our 
plan  are  sincere  in  that  they  don’t  think  such  a plan 
is  advisable.  Personally,  I can’t  see  how  they  arrive 
at  that  conclusion  but,  nevertheless,  they  have  a 
right  to  that  conclusion.  And  maybe  they  are  right 
and  the  rest  of  us  are  wrong.  I don’t  know.  It  seems 
to  me,  however,  that  they  are  medical  isolationists. 
They  call  us  alarmists,  just  as  a lot  of  people  in  this 
country  were  called  alarmists  when  they  talked 
about  military  preparedness.  But  on  December  7, 
1941,  the  lightning  struck.  And  I think  the  lightning 
is  going  to  strike  in  this  situation  just  as  surely  as  it 
did  in  that.  This  movement  in  the  direction  of 
socialization  of  medicine  is  not  a New  Deal  phenom- 
enon. This  goes  back  to  Bismarck  and  Lloyd  George 
years  ago,  in  Germany  and  in  England,  and  it  is 
gaining  momentum  all  the  time.  And  I don’t  think 
that  we  are  going  to  be  able  to  stop  the  trend  by 
considering  our  position  as  a dike,  let  us  say,  and 
there  is  a leak  in  the  dike  and  we  are  going  to  stick 
our  fist  in  that  leak  in  the  dike  and  hold  back  the 
water.  We  can’t  do  it.  We  have  got  to  go  on  a 
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little  bit  further,  at  a place  that  looks  like  a logical 
place,  and  an  opportune  place,  and  build  another 
dike,  and  maybe  we  will  get  that  other  dike  built 
strong  enough  so  that  the  water  won’t  sweep  all 
over  our  area  of  operation. 

It  is  a difference  in  approach  to  the  problem,  I 
think,  and  that  is  because  most  of  our  opposition,  I 
think,  is  sincere.  They  are  some  of  the  most  active 
men  in  the  Society,  and  some  of  the  most  active 
men  in  certain  county  societies.  I myself  think  the 
handwriting  on  the  wall  is  clear,  that  we  have  got 
to  do  something. 

The  second  reason  for  our  opposition  is  that  prob- 
ably we  didn’t  do  too  good  a job  in  presenting  this 
to  the  profession  originally.  From  the  study  of  your 
committee  reports,  and  from  attending  this  meeting 
here  today,  I am  convinced  that  you  are  doing  a 
very  much  better  job  than  we  did  in  having  these 
problems  thoroughly  discussed  before  you  start 
your  plan.  I think  Massachusetts  did  a better  job 
than  we  did.  And  1 think  by  and  large,  as  far  as  the 
problem  is  in  your  control,  the  suggestions  given  by 
Dr.  McCann  and  the  plans  of  your  committee  to 
have  this  discussed  in  county  societies  throughout 
the  summer,  I believe,  and  then  along  in  November 
have  a meeting  again  of  the  state  organization  to 
come  to  some  final  conclusion  is  doing  about  as 
much  as  you  can  to  see  that  everybody  understands 
it,  and  to  break  down  this  opposition  before  it 
crystallizes.  However,  I think  even  then  you  will 
have  some,  and  again,  it  may  be  justified. 


THE  CONNECTICUT  STATE  MEDICAL  SOCIETY  FROM  I860  TO  THE  PRESENT 

Stanley  B.  Weld,  m.d.,  Hartford 


“This  year  has  witnessed  the  transformation  of  a 
peaceful  people,  devoting  their  energies  to  the  culti- 
vation of  the  soil,  to  manufactures  and  commerce, 
into  the  greatest  military  power  on  the  earth;  the 
pursuits  of  husbandry  have  been  interrupted  by  the 
march  of  great  armies,  and  the  hum  of  the  wheel  and 
the  smoke  of  the  furnace  have  been  lost  in  the  roar 
of  artillery  and  the  cloud  of  battle.” 

Thus  did  President  Josiah  G.  Beckwith  address 
the  Connecticut  Medical  Society  in  1862.  With  few 
changes  these  words  may  well  apply  today.  I he 


period,  i860  to  1942,  opens  with  war,  the  bloodiest 
and  bitterest  war  this  country  had  then  experienced; 
it  closes  with  the  world  at  war,  the  most  extensive 
and  barbarous  we  as  a nation  have  known.  The  draft 
was  first  utilized  within  our  nation  in  that  earlier 
war.  Various  subterfuges  were  resorted  to  in  order 
to  escape  it.  The  halt,  the  blind,  the  diseased  swelled 
to  a fabulous  number.  This  same  Josiah  Beckwith 
was  severely  censored  for  his  decisions  but  with 
firmness  he  asserted  that  he  did  his  duty  impartially. 
However,  men  swarmed  into  Litchfield  with  hag- 
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gard  and  ghastly  countenances;  stout  young  fellows 
bent  over  canes,  and  feigned  excruciating  rheuma- 
tism, or  moaned  agonizing  internal  and  invisible 
maladies.  Barkhamstead  in  town  meeting  voted  a 
bounty  of  $100  to  volunteers,  at  the  same  time  re- 
solving to  publish  the  names  of  those  within  the 
draft  age  who  applied  for  exemption. 

Connecticut  physicians  played  a prominent  part 
during  the  early  days  of  the  former  war.  After  a 
few  months  the  Connecticut  Medical  Society,  at 
the  request  of  Governor  Buckingham,  elected  a com- 
mittee of  eight  to  act  as  His  Excellency’s  advisory 
board  in  making  appointments  of  surgeons  and  assist- 
ant surgeons  for  the  Connecticut  Volunteers.  Be- 
lieving eight  too  many,  the  Governor  reduced  the 
number  to  three  and  selected  Gurdon  W.  Russell  of 
Hartford,  P.  A.  Jewett  of  New  Haven,  and  Ashbel 
Woodward  of  Franklin.  These  three  served  faith- 
fully and  well,  conducting  a professional  (but  no 
physical)  examination  of  each  candidate,  and  for 
their  labors  at  the  end  of  the  remaining  four  years 
of  the  War  the  General  Assembly  voted  each  an 
honorarium  of  $200,  “for  expenses.”  Gurdon  Russell 
is  remembered  as  the  chairman  of  the  Centennial 
Committee  appointed  in  1889,  one  of  the  founders 
of  the  Hartford  Hospital  (1857),  and  a charter 
member  of  the  Hartford  Medical  Society  (founded 
1846).  Dr.  Russell’s  historical  address  at  the  Society’s 
Centennial  remains  today  a source  of  valuable  in- 
formation. Ashbel  Woodward  was  president  of  the 
Society  at  the  outbreak  of  the  Civil  War.  As  Sur- 
geon of  the  26th  Connecticut  Volunteers  he  took 
part  in  the  siege  and  capture  of  Port  Hudson, 
Louisiana,  and  in  later  years  participated  in  the  bi- 
centennial celebration  of  the  settlement  of  Norwich. 

Several  physicians  when  over  sixty  years  of  age 
gave  up  large  and  lucrative  practices  to  enter  the 
Union  Army.  Of  this  group  were  DeWitt  Clinton 
Lathrop  of  Norwichtown  who  died  of  typhoid 
fever  at  Newbern,  North  Carolina,  Melines  C. 
Leavenworth  who  succumbed  to  either  pneumonia 
or  phthisis  in  New  Orleans,  and  Adrian  Skinner  of 
Rockville  who  was  a victim  of  malarious  typhoid. 
John  B.  Welch  of  Winsted,  a younger  man,  died  on 
ship  board  of  scarlet  fever.  Hubert  V.  C.  Holcombe 
of  Branford  was  more  fortunate,  for,  although  a 
victim  of  yellow  fever  at  Newbern,  he  recovered 
to  gain  some  renown  for  his  treatment  of  this  dread 
disease.  It  was  Surgeon  Holcombe  who  at  the  battle 
of  Fredericksburg  is  said  to  have  amputated  hun- 
dreds of  limbs. 

Three  Connecticut  physicians  acquired  promi- 


nence by  virtue  of  their  medico-military  ability. 
These  were  Francis  Bacon,  John  B.  Lewis,  and 
George  C.  Jarvis.  Francis  Bacon  graduated  from  the 
Medical  Institution  of  Yale  College  at  the  age  of 
twenty.  However,  his  degree  was  withheld  until 
two  years  later  because  of  his  youth.  Recovering 
from  yellow  fever,  Dr.  Bacon,  by  virtue  of  his 
experience  and  gallantry  under  fire,  rose  to  the  rank 
of  major  and  became  Director  General  of  the  Medi- 
cal Department  of  the  Gulf.  After  the  War  he  re- 
ceived many  honors,  not  least  among  them  an  in- 
vitation to  deliver  one  of  the  addresses  at  Sir 
Thomas  Browne’s  Tercentenary  in  Norwich,  Eng- 
land. John  B.  Lewis,  after  two  years  in  active 
service  on  the  battlefield,  was  brevetted  lieutenant 
colonel  in  1863.  He  later  contracted  tuberculosis, 
necessitating  transfer  to  the  mountains  of  Maryland 
for  convalescence.  George  C.  Jarvis  served  as  oper- 
ating surgeon  for  the  flying  hospitals  around  Rich- 
mond and  at  Petersburg.  He  was  known  for  his 
original  treatment,  quickness  of  decision,  and  speedy 
execution. 


With  the  close  of  the  War  between  the  States  the 
American  soldier  returned  to  his  farm,  factory,  or 
store.  President  Isaac  G.  Porter  of  New  London, 
addressing  his  fellow  physicians  in  the  Hall  of  Rep- 
resentatives at  New  Haven,  in  1866,  eulogized  our 
Civil  War  soldier  as  one  of  matchless  character,  not 
only  in  physique,  but  in  patriotism  and  mercy  as 
well.  Those  were  precarious  days  for  the  Connecti- 
cut Medical  Society.  From  1845  to  1861  the  mem- 
bership had  decreased  by  128  to  a low  of  250.  A 
committee  appointed  at  the  annual  meeting  in  i860 
to  consider  the  question  of  reorganization  on  a more 
voluntary  basis,  reported  an  urgent  need  for  reform. 
After  sixty-nine  years  it  was  felt  that  the  Society 
had  failed  to  develop  the  talent  or  professional  zeal 
of  its  members  or  to  make  use  of  experience  acquired 
for  the  general  good.  An  increasing  proportion  of 
the  regular  physicians  in  the  State  refused  to  lend 
their  support.  Fellows  were  paid  to  attend  meetings. 
The  annual  meeting  was  not  attractive.  President 
Woodward  recommended  the  establishment  of  a 
“periodical  magazine”  for  the  Society  but  it  was 
decided  the  time  was  not  yet  ripe  for  the  success- 
ful operation  of  such  an  enterprise. 

The  Medical  Institution  of  Yale  College  appar- 
ently at  no  time  licensed  practitioners  of  medicine. 
Candidates  for  the  degree  of  Doctor  of  Medicine 
were  passed  upon  by  a joint  committee  of  the  In- 
stitution and  our  Society  before  whom  each  read 
a dissertation  and  was  then  recommended,  or  not, 


STATE  SOCIETY,  I 860-  I 942  - WELD 


641 


:or  the  degree.  The  actual  license  was  granted  by 
he  Connecticut  Medical  Society.  This  situation 
obtained  at  the  opening  of  this  period  and  continued 
rntil  1884  when  the  Articles  of  Agreement  estab- 
ished  in  1810  were  annulled.  Leaders  in  the  Medical 
Institution  of  Yale  College  and  its  successor,  the 
Wle  University  School  of  Medicine,  have  main- 
tained their  leadership  in  the  Connecticut  Medical 
Society  through  these  many  years.  Charles  Hooker, 
one  of  the  early  professors  of  surgery,  was  a noted 
member  of  the  profession.  He  was  descended  from 
Rev.  Thomas  Hooker  of  early  Colonial  fame.  His 
biographer,  Henry  Bronson,  writes,  “though  a little 
fond  of  innocent  mischief  (while  at  Yale)  he  did 
not  get  a bad  name;  did  not  form  evil  habits;  did 
not  chew  tobacco;  did  not  contract  debts  which  he 
could  not  or  would  not  pay.”  It  was  he  who  ascribed 
many  diseases  to  excessive  water  drinking  and  had 
the  fortitude  to  prepare  and  present  before  the 
American  Medical  Association  in  1855  a forty-six 
page  “Report  on  the  Diet  of  the  Sick.”  Dr.  Hooker 
was  a bold  practitioner,  frequently  seen  walking 
along  the  streets  of  New  Haven  with  his  short, 
quick  step,  a medium  sized,  quadrangular  man,  plain 
of  dress  with  loose,  ill  fitting  garments. 

Pleasant  relationship  between  the  School  and  the 
Society  has  continued  and  when  the  School  cele- 
brated the  Centennial  of  its  first  graduation  its 
faculty  was  invited  to  conduct  the  annual  meeting 
of  the  Society. 

Prior  to  1864  these  annual  meetings  had  been  held 
in  various  Connecticut  cities,  but  that  year  it  was 
voted  subsequently  to  alternate  them  between  Hart- 
ford and  New  Haven.  This  custom  prevailed  until 
1916  when  for  the  first  time  in  fifty-four  years  the 
meeting  was  held  in  Bridgeport.  Specialism,  or 
specialization,  has  been  considered  a product  of  the 
twentieth  century  but  in  1866  the  president  of  this 
Society  stated,  “The  prevalent  popularity  of  special- 
ism in  medicine  springs  in  no  small  measure  from 
a perversion  of  the  principle  that  justifies  the  sub- 
division of  labor  in  the  mechanical  arts.  . . . 

The  tendency  of  local  practice  is  to  magnify  the 
importance  of  local  disorders  and  of  local  remedies. 
. . . If  one  cannot  become  skilled  in  all  depart- 

ments, he  cannot  in  any.” 

Epidemics  were  of  common  occurrence  during 
the  latter  part  of  the  nineteenth  century.  Henry 
Bronson  in  1872  presented  a lengthy  discussion  of 
the  history  of  intermittent  fever,  a frequent  visitor 
to  the  New  Haven  region,  “with  an  attempt  to  dis- 
tinguish known  from  unknown  causes.”  1 he  con- 


viction tnac  he  nad  failed  in  this  attempt  was  evi- 
denced by  his  statement,  “I  have  been  unable  to 
discover  any  certain  connection,  either  in  time  or 
place,  or  any  fixed  proportion  between  the  sup- 
posed cause  and  the  alleged  effect.”  Ashbel  Wood- 
ward reported  an  epidemic  of  smallpox  in  South 
Windham  in  the  winter  of  1873-4  when  130  out  of 
a population  of  300  fell  ill.  Filth,  sewer  gas,  and 
contaminated  bedding  were  incriminated  in  an  epi- 
demic of  diphtheria  in  1879  which  resulted  in  300 
deaths  in  eleven  towns.  This  was  the  era  of  Pas- 
teur’s discovery  of  the  bacterial  origin  of  anthrax 
and  of  the  organism  of  rabies,  of  the  malarial  para- 
site by  Laveran,  and  the  tubercle  bacillus  by  Koch. 

The  Connecticut  Adedical  Society  may  well  boast 
important  accomplishments  during  the  past  eighty 
years.  As  early  as  1873  H.  A.  Carrington,  in  his 
report  as  chairman  of  the  Committee  on  Matters  of 
Professional  Interest,  suggested  the  advisability  of 
establishing  a State  Board  of  Health.  This  was  finally 
achieved  in  1878,  much  of  the  success  for  the  pass- 
age of  the  bill  creating  the  new  Board  being  due  to 
the  efforts  of  one  of  our  members,  Nathan  Adayer. 
In  1893  the  Medical  Practice  Act  was  passed  re- 
quiring a certificate  of  registration  from  the  Board 
of  Health  before  one  might  engage  in  the  practice 
of  medicine.  Three  examining  boards  were  created, 
representing  interests  of  the  eclectics,  homeopaths, 
and  regulars.  Our  first  examining  board  comprised 
Max  Mailhouse  of  New  Haven,  H.  S.  Fuller  of 
Hartford,  J.  B.  Kent  of  Putnam,  L.  B.  Almy  of 
Norwich,  and  J.  W.  Wright  of  Bridgeport.  The 
results  of  the  first  examination  the  following  year 
were  a little  disconcerting.  There  were  six  appli- 
cants, two  for  general  practice  and  four  women  for 
midwifery.  One  physician  passed  and  one  failed. 
One  midwife  was  unable  to  write  and  scarcely  able 
to  read,  so  was  not  even  examined.  Small  wonder  a 
school  for  mid  wives  was  suggested! 

The  revelations  concerning  the  Diploma  Mill 
Scandal  of  1924  were  instrumental  in  creating  a 
new  Adedical  Practice  Act.  We  are  indebted  to  the 
St.  Louis  Star  for  its  efforts  culminating  in  a Grand 
Jury  Trial  and  later  the  presentation  to  the  Legis- 
lature by  the  Grand  Jury  of  this  new  Medical  Prac- 
tice Act.  Connecticut  is  no  longer  the  dumping 
ground  for  the  undesirables  in  medical  practice. 

The  fall  meeting  of  the  Society  has  undergone  a 
definite  metamorphosis.  In  1908  made  a rotating 
gathering  with  each  of  the  County  Associations  ex- 
cept New  Haven  and  Hartford,  it  was  to  give  place 
fifteen  years  later  to  the  Clinical  Congress,  one  of 
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the  first  postgraduate  assemblies  sponsored  by  any 
State  Medical  Society.  To  D.  Chester  Brown  goes 
the  honor  of  being  chairman  of  this  first  Congress. 

The  Connecticut  Medical  Society  was  instru- 
mental in  obtaining  the  passage  of  several  bills 
through  the  General  Assembly.  Many  of  these  pro- 
vided for  better  care  of  certain  groups  of  patients. 
Notable  among  these  from  i860  to  1908  were  (1) 
the  authorization  for  the  Governor  to  spend  not 
more  than  $1,500  annually  for  indigent  idiotic  chil- 
dren, (2)  an  act  creating  a State  Hospital  for  the 
Insane  at  Middletown,  (3)  the  appointment  by  the 
General  Assembly  of  a committee  to  investigate  the 
question  of  establishing  an  inebriate  asylum,  (4) 
passage  of  the  Coroner  Act  giving  each  coroner  the 
power  to  appoint  his  own  medical  examiner,  (5)  a 
law  forbidding  the  marriage  of  epileptics,  (6)  an 
act  providing  a colony  for  epileptics  at  an  initial 
cost  of  $25,000  and  (7)  passage  of  the  Pure  Food 
Bill. 

Many  problems  developed  in  the  practice  of 
medicine,  at  times  taxing  to  the  utmost  the  wisdom 
of  its  leaders.  President  Barrows  in  1877  called  atten- 
tion to  the  mistakes  made  in  prescribing  and  dis- 
pensing medicines,  often  fatal  and  bringing  dis- 
credit upon  both  physician  and  druggist.  Counter 
prescribing  annoyed  the  thoughtful  in  both  profes- 
sions, but  it  is  only  of  recent  years  that  such  prob- 
lems have  been  discussed  and  often  settled  in  the 
joint  conference  committee  from  the  two  groups. 
Medical  expert  testimony  has  received  its  share  of 
criticism.  The  report  of  a committee  in  1884  to 
consider  the  question  of  such  testimony  in  cases  at 
law  is  of  interest.  We  quote:  “Very  few  physicians 
now  go  upon  the  witness  stand  with  an  expectation 
of  receiving  fair  treatment,  and  apparently  very  few 
lawyers  consider  the  medical  expert  only  as  one  who 
is  to  be  harried  and  plucked.”  In  1909  the  Bar  suc- 
cessfully opposed  an  attempt  on  the  part  of  organ- 
ized medicine  in  this  state  to  pass  a bill  creating  a 
medical  expert  commission  appointed  by  the  judge. 
Recently  we  have  reconsidered  the  problem. 

Publicity  of  the  physician  and  his  accomplish- 
ments has  been  a subject  productive  of  considerable 
difference  of  opinion.  President  Hallock,  in  his 
annual  report  in  1911,  advocated  that  each  County 
Association  reporter  be  a press  agent,  that  regular 
press  releases  be  furnished  by  the  Society,  and  that 
a popular  presentation  of  medical  facts  be  developed. 
After  a lapse  of  thirty  years  this  has  been  brought 
about  by  the  appointment  of  a full  time  Secretary. 

One  of  the  most  controversial  subjects  of  recent 


years  is  that  of  health  insurance.  Under  this  heading 
should  be  placed  proposed  plans  for  adequate  medi- L 
cal  care.  As  early  as  1889  George  L.  Porter  of  L 
Bridgeport,  in  his  presidential  address  called  atten- hi 
tion  to  the  cost  of  sickness  to  the  individual  and  to  L 
the  State,  but  not  until  the  outbreak  of  World  War  [ 
I is  there  a record  of  the  consideration  of  health  c 
insurance.  William  H.  Carmalt,  chairman  of  the  i 
Council  in  1916,  stated  “it  was  inevitable  that  some  ( 
form  of  health  insurance  for  wage  earners  will  be  3 
adopted  at  the  next  legislature,”  and  the  same  year  $ 
George  Blumer  queries,  “What  attitude  should  the  r 
physician  take  towards  health  insurance?”  It  was  1 
Dr.  Blumer’s  belief  that,  properly  conceived  and  ] 
adequately  executed,  a health  insurance  law  will 
have  a decidedly  beneficial  effect  on  the  health  of 
the  community.  Everett  J.  McKnight  in  1916  offered 
a resolution  to  the  effect  that  industrial  insurance 
and  particularly  sickness  insurance  shall  be  made  a 
major  subject  of  discussion  at  the  fall  County  Asso- 
ciation meetings.  Our  delegate  to  the  American 
Medical  Association  about  this  same  time  reported 
that  health  insurance  is  bound  to  come  and  if  wisely 
managed  will  be  of  benefit  to  both  profession  and 
public.  The  Committee  within  our  own  Society  ap- 
pointed to  study  this  problem  reported  in  1920  that 
compulsory  health  insurance  as  now  in  effect  else- 
where and  as  now  proposed  here  is  not  in  harmony 
with  fundamental  American  principles  and  that  a 
scheme  so  socialistic  would  tend  to  stifle  our  devel- 
opment.  The  American  Medical  Association  has  | 
repeatedly  opposed  health  insurance  as  advocated  I 
in  such  acts  as  the  Wagner  and  the  Epstein  bills. 
The  problem  of  compulsory  health  insurance  awaits 
solution  when  the  greater  issues  arising  from  the 
present  war  shall  have  been  settled. 

In  1892  the  Society  celebrated  its  Centennial.  It 
was  a dignified  affair.  Several  historical  addresses 
were  delivered;  prominent  among  these  was  that  of 
Gurdon  W.  Russell.  At  this  time  the  first  sections 
representing  the  different  specialties  appeared  with- 
in  the  organization.  President  Linsley  urged  a united 
effort  to  secure  a medical  secretary  of  Public  Health 
in  the  cabinet  of  the  President  of  the  United  States, 
but  to  no  avail.  This  cabinet  position  has  unsuccess- 
fully been  urged  upon  the  present  Chief  Executive. 

Yale  University  celebrated  its  bicentennial  in 
1901.  Three  of  our  members  were  selected  to  repre- 
sent the  Society  on  that  occasion,  Everett  J.  Mc- 
Knight of  Hartford,  Gustavus  Eliot  of  New  Haven, 
and  Henry  L.  Hammond  of  Killingly.  When  in  the 
following  year  the  Society  decided  to  revise  its  by- 
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laws,  Dr.  McKnight  was  appointed  chairman  of  the 
committee  entrusted  with  this  task.  As  a result  of 
his  efforts  the  new  constitution  and  by-laws  were 
adopted  in  1904  and  in  the  following  year  the 
necessary  changes  in  the  charter  were  passed  by  the 
General  Assembly.  The  Connecticut  Medical  So- 
ciety became  the  Connecticut  State  Medical  Society. 
Instead  of  Fellows  sitting  as  a legislative  body,  a 
Council  with  one  representative  from  each  county 
and  a House  of  Delegates  constructed  on  a repre- 
sentative basis  directed  the  business  of  the  Society. 
The  first  secretary  under  the  new  charter  was 
Walter  R.  Steiner  and  George  R.  Shepherd  was  the 
first  chairman  of  the  Council. 

At  the  beginning  of  the  century  Connecticut 
medicine  produced  two  colorful  figures,  William 
H.  Carmalt  and  Everett  J.  McKnight.  Roth  labored 
unceasingly  for  their  fellow  practitioners.  To  those 
among  you  who  knew  Dr.  Carmalt,  no  reminder  of 
his  rugged  honesty,  gruff  speech,  and  fearless  but 
kindly  heart  is  necessary.  Few  have  exerted  more 
influence  upon  the  practice  of  medicine  in  Con- 
necticut. Born  of  Quaker  parentage  he  lived  to  be 
nearly  ninety -three,  most  of  these  years  being  spent 
in  New  Haven.  His  accomplishments  were  many 
but  as  professor  of  surgery  at  Yale  he  is  probably 
best  remembered  and  in  his  honor  the  William  H. 
Carmalt  Professorship  was  established.  Suffering  the 
loss  of  an  eye  from  glaucoma  in  1917,  he  worked  on 
incessantly  and  even  in  his  last  years  with  his  horse 
and  buggy,  totally  oblivious  of  any  traffic  regula- 
tions, he  was  a familiar  sight  on  the  streets  of  New 
Haven. 

Everett  J.  McKnight  of  Hartford  was  indefatig- 
able in  his  efforts  on  behalf  of  organized  medicine. 
His  presence  at  legislative  hearings  in  the  State 
House  was  invaluable.  How  well  we  remember  him 
stumping  along  with  his  cane,  a picture  of  deter- 
mination hard  to  divert  from  its  purpose.  Everett 
McKnight  was  a remarkable  man,  an  efficient  sur- 
geon, and  a power  in  politics.  It  is  said  that  he, 
while  a student  and  athlete  at  Yale,  was  instrumental 
in  arranging  the  first  football  game  between  Harvard 
and  his  Alma  Mater.  He  was  active  in  the  local 
medical  groups  as  well  as  in  the  State  Society,  and 
as  a Trustee  of  the  American  Medical  Association 
found  time  to  make  a journey  to  different  parts  of 
this  country  in  the  interests  of  organized  medicine. 
Over  in  Ellington  he  built  a summer  home  from  the 
stones  of  his  father’s  grist  mill  and  there  he  delighted 
in  entertaining-  his  friends  with  dinners  cooked  over 
the  coals. 


There  are  others  whom  we  might  mention,  in- 
fluential in  various  spheres  of  activity.  There  was 
John  E.  Lane  of  New  Haven,  prominent  in  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation; Frank  H.  Wheeler  of  New  Haven  who  was 
responsible  for  reducing  malpractice  suits  in  this 
state;  Paul  Waterman,  esteemed  neuropsychiatrist 
and  distinguished  soldier,  a fearless  patriot  and  a 
faithful  friend;  Oliver  C.  Smith,  one  of  Hartford’s 
leading  surgeons  honored  by  Yale  with  an  m.a. 
while  president  of  the  State  Medical  Society; 
Nathaniel  E.  Wordin  of  Bridgeport,  secretary  of 
the  Society  for  sixteen  years;  Seldom  B.  Overlock, 
to  whose  tireless  energy  the  Day-Kimball  Hospital 
in  Putnam  stands  as  a living  testimonial;  and  Ernest 
A.  Wells  of  Hartford,  best  remembered  for  his 
frank  honesty  and  seeming  endless  capacity  for 
work. 

A transformation  in  our  Society  has  been  taking 
place  with  ever  increasing  crescendo  these  recent 
years.  In  1923  the  Secretary  reported  1,153  num- 
bers. Now  the  membership  is  almost  two  thousand. 
As  we  review  the  recent  accomplishments  of  this 
Society— the  formation  of  a tumor  committee,  the 
growing  interest  in  medical  economics  and  the  par- 
ticipation in  the  program  of  Federal  Emergency 
Medical  Relief,  the  establishment  of  a journal,  and 
finally,  the  appointment  of  a full  time  secretary— 
we  are  mindful  of  Dr.  Comfort’s  remarks  in  1923: 
“Until  recently  the  Connecticut  State  Medical 
Society  has  been  the  butt  of  everything  from  the 
Legislature  down  and  quite  deservedly.  And  it  could 
be  and  should  be  the  great  centralizing,  advisory 
force  in  all  health  measures  and  organizations  in  the 
state.  The  time  of  retiring  indifference  has  passed.” 
The  vision  of  the  Society’s  potentialities  as  en- 
visaged by  Dr.  Comfort  is  fast  becoming  a reality. 

We  are  engaged  in  another  war,  not  of  our  own 
choosing  but  none  the  less  our  responsibility  and 
our  opportunity.  Many  physicians  have  already 
entered  the  service  of  our  armed  forces,  more  will 
be  called  before  the  struggle  is  over.  The  words  of 
our  Civil  War  President  are  as  timely  now  as  when 
he  first  uttered  them: 

“With  malice  toward  none;  with  charity  for  all; 
with  firmness  in  the  right,  as  God  gives  us  to  see 
the  right,  let  us  strive  on  to  finish  the  work  we  are 
in;  to  bind  up  the  nation’s  wounds;  to  care  for  him 
who  shall  have  borne  the  battle,  and  for  his  widow 
and  his  orphan— to  do  all  which  may  achieve  and 
cherish  a just  and  lasting  peace  among  ourselves  and 
with  all  nations.” 
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EDITORIALS 


The  Issue  Before  Us 

The  issue  before  the  members  of  The  Connecticut 
State  Medical  Society  is  whether  or  not  a Prepaid 
Medical  Service  Plan  shall  be  organized  and  pro- 
moted as  an  enterprise  of  the  Society.  This  subject, 
which  was  discussed  by  experts  before  the  House 
of  Delegates  at  the  Annual  Meeting,  has  now  be- 
come  one  for  consideration  by  each  of  our  members. 
In  their  hands  decision  rests  and  at  the  county  meet- 
ings in  October  definite  action  should  be  taken.  To 
those  who  are  unfamiliar  with  the  proposed  plan 
for  the  Society  we  suggest  a review  of  the  Report 
of  the  Committee  which  was  published  in  the  May 
issue  of  the  Journal. 

In  the  present  number  the  advantages  of  the  use 
of  an  existing  hospital  plan  for  administration  and 
for  making  sales  are  emphasized  by  Mr.  Louis  H. 
Pink,  a recent  guest  of  the  Society  and  a recognized 
authority.  While,  as  he  states,  it  is  probably  true 
that  the  profession  must  accept  the  challenge  or 
pass  the  leadership  on,  it  is  probable  that  the  most 
effective  appeal  to  the  profession  will  be  that  of  an 


increased  opportunity  to  render  medical  service  in 
a more  satisfactory  and  efficient  way  to  those  of  our 
citizens  in  the  low  income  group.  No  doubt  there 
are  those  among  us  who  fear  that  such  organized 
service  may  be  a step  toward  the  end  of  initiative 
and  professional  independence,  but  there  are  also 
those  who  think  that  a voluntary  plan  of  insurance 
of  this  kind  will  tend  to  prevent  such  misfortune. 
The  mighty  forces  which  are  today  making  such 
vast  social  adjustments  have  never  been  before  so 
extensively  potent  and  Medicine  must  go  forward 
with  the  changing  order.  One  great  lesson  taught 
by  the  war  is  that  not  only  is  there  a shortage  of 
physicians  to  serve  the  war  purpose,  but  that  even 
in  peace  time  there  exists  both  shortage  and  faulty 
distribution.  In  considering  the  demands  of  the  post 
war  period  it  seems  certain  that  at  that  time  the 
calls  upon  the  profession  will  not  be  fully  met. 
Every  proposal  therefore  by  which  the  energy,  the 
time  and  the  efficiency  of  the  physician  can  be  aided 
must  be  thoughtfully  considered.  A proper  and 
equable  plan  for  medical  insurance  for  people  of 
limited  means  seems  to  be  in  this  direction.  In  all 
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changes  in  the  social  order  the  chief  concern  of 
Medicine  should  be  first,  the  realization  that  as  a 
social  group  it  is  a very  small  segment,  and  second, 
that  its  greatest  contribution,  both  to  itself  and  to 
the  public  which  it  serves,  will  be  to  protect  and 
advance  that  ideal  of  service  which  physicians  of 
goodwill  have  held  since  the  days  of  their  priest- 
craft. 

The  1943  Clinical  Congress 

The  program  for  the  Clinical  Congress  which  will 
be  held  in  New  Haven  on  the  28th  and  29th  of  this 
month  shows  at  once  that  the  committee  has  again 
chosen  those  subjects  for  discussion  which  demand 
the  interest  of  every  practicing  physician.  The  his- 
tory of  our  Congress  has  demonstrated  that  it  is 
only  by  such  an  assembly  that  the  physician  can 
obtain  early  familiarity  with  the  recent  advances  in 
therapy  for  in  many  instances  such  advances  are  here 
presented  even  before  publication.  A most  valuable 
part  of  the  program  is  arranged  for  the  afternoon  of 
the  first  day  at  which  practical  demonstrations  will 
be  i>'iven  at  the  New  Haven  Hospital.  1 he  Recep- 
tion and  Social  Hour  at  the  Historical  Library  again 
affords  an  opportunity  for  members  to  meet  and  talk 
things  over,  an  occasion  all  too  infrequent  in  these 
busy  wartime  days.  At  this  time  also  the  new  Yale 
Medical  Memorabilia  Room  may  be  visited.  1 his 
room  was  furnished  recently  as  a memorial  to  our 
former  president,  the  late  Dr.  W alter  R.  Steiner. 
All  in  all  the  1943  Clinical  Congress,  although 
abbreviated  to  two  days,  shows  a program  and  a list 
of  speakers  definitely  up  to  the  high  standard 
achieved  by  the  Congress,  d he  support  of  our 
Society  members  will  benefit  not  only  themselves 
but  the  Congress  itself  for  the  success  of  this  meet- 
ing will  influence  to  a great  extent  the  future  of  this 
important  enterprise.  You  will  greatly  aid  the  com- 
mittee in  the  making  of  arrangements  by  register- 
[ ing  now. 

The  Part  Time  Local  Health  Officer  and 
the  War  Emergency 

Many  physicians  practicing  in  Connecticut  serve 
as  part  time  health  officers  of  their  communities. 
Although  they  are  paid  modest  sums  for  such  work, 
undoubtedly  their  chief  reward  is  the  satisfaction 
that  they  are  rendering  valuable  public  service.  1 he 
day  may  come  when  groups  of  towns  will  join  to 
form  health  districts  under  full  time,  trained  special- 
ists, but  such  development  will  probably  come  after 


the  war.  At  the  present  time  the  local  practitioner 
and  health  officer  is  an  indispensable  part  of  our  pub- 
lic health  system.  With  the  increasing  demands  upon 
his  practice,  it  may  seem  to  some  of  these  part  time 
health  officers  that  these  duties  may  be  relinquished 
in  favor  of  other  work,  but  it  must  be  emphasized 
that  only  in  cases  of  extreme  urgency  should  this  be 
considered.  The  possibility  of  serious  epidemic 
disease  is  always  with  us  and  in  such  emergencies 
the  services  of  the  part  time  health  officer  would  be 
invaluable.  From  the  standpoint  of  the  community 
it  should  be  pointed  out  that  the  health  officer  is 
entitled  to  all  the  help  possible  from  the  town 
authorities,  the  community  and  the  state.  Such  duties 
as  sanitary  inspections  and  nuisance  investigations 
could  very  well  be  taken  care  of  with  lay  help  under 
proper  guidance.  Our  various  town  authorities  may 
well  consider  relieving  many  of  the  burdens  of  their 
health  officers,  for  in  so  doing  they  will  not  only 
conserve  the  time  and  energy  of  these  valuable  pub- 
lic servants  but  will  insure  a continuance  of  such 
service,  which  is  in  many  instances  largely  gratui- 
tous. 

Hospital  Privileges  and  the  Relocated 
Physician 

One  of  the  delicate  adjustments  which  the  Pro- 
curement and  Assignment  Service  has  been  called 
on  to  make  and  which  it  has  made  in  many  parts  of 
our  State,  is  the  relocation  of  physicians  to  help 
communities  which  have  too  few  physicians  to  give 
reasonably  adequate  medical  care.  In  some  instances, 
a surgeon  or  some  other  key  specialist  has  gone 
into  service  and  the  community  is  left  with  the 
choice  of  going  to  a nearby  city  or  of  accepting  the 
services  of  less  skilled  physicians  who  remain.  In 
many  instances,  the  remaining  physicians  are  amply 
qualified  to  care  for  the  patients’  needs;  in  others, 
however,  we  must  admit  that  essential  skill  is  no 
longer  available  in  that  community. 

Where  the  need  has  been  for  a general  practi- 
tioner to  share  the  burden  of  house  and  office  calls, 
a cordial  reception  has  usually  been  given  the  new 
colleague,  but  for  the  specialist  the  welcome  is  not 
so  hearty,  especially  if  he  promises  to  be  a formid- 
able competitor  to  the  absent  practitioner  when  he 
shall  come  back  or  perhaps  the  newcomer  fills  a 
position  which  some  of  the  local  physicians  aspire 
to  occupy. 

In  any  large  town  or  city  where  there  is  a com- 
munity hospital,  the  newcomer  finds  himself  at  a 
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great  disadvantage  until  he  can  obtain  courtesy 
privileges  in  a hospital.  It  has  come  to  our  attention 
that  well  trained,  well  documented  and  personable 
specialists  have  obtained  a frosty  reception  in  some 
of  our  Connecticut  towns,  when  they  have  explored 
the  possibility  of  locating  for  practice  in  those  areas. 
A surgeon  who  restricts  his  work  to  that  field,  whose 
training  and  experience  amply  qualify  him  to 
assume  major  surgical  responsibilities,  cannot  under- 
stand a hospital  rule  which  requires  him  to  practice 
for  one  year  in  the  locality  before  he  will  be  allowed 
to  function  as  a surgeon  in  the  hospital.  Is  he  ex- 
pected to  operate  in  the  home,  on  the  kitchen  table, 
or  is  this  merely  a polite  way  of  suggesting  that  he 
locate  elsewhere? 

There  is  no  justification  for  such  restrictions  be- 
yond the  point  where  it  can  be  reasonably  agreed 
that  the  applicant  for  courtesy  privileges  is  an  ethical 
practitioner  and  that  his  credentials  have  been 
verified. 

Community  hospitals  make  it  easy  for  patients  to 
obtain  superior  medical  care  at  the  hands  of  their 
own  physicians.  It  must  not  be  forgotten  that  a 
physician  practices  better  medicine  if  he  rubs 
shoulders  constantly  with  his  colleagues  in  the  hos- 
pital. His  work  is  subject  to  more  or  less  critical 
review,  especially  if  his  patient  gets  into  difficulties. 
He  will  make  fewer  serious  mistakes  if  he  lives  in 
the  atmosphere  of  consultation  and  his  patients  will 
benefit  by  his  being  exposed  to  a continuous  process 
of  post  graduate  education. 

It  follows,  therefore,  that  the  best  interests  of  the 
community  are  served  if  new  practitioners  are  wel- 
comed to  the  courtesy  staffs  of  their  community 
hospitals  and  are  given  at  least  privileges  in  general 
medicine  and  minor  obstetrics.  When  an  applicant 
has  been  accredited  by  his  national  certification 
board  in  a specialty  or  he  presents  equivalent  evi- 
dence of  competency,  he  should  be  given  full 
privileges  in  his  specialty. 

It  occurs  to  us  that  undue  caution  has  been  exer- 
cised by  courtesy  staff  committees  because  they  feel 
that  once  the  privileges  are  given,  it  is  next  to  im- 
possible to  take  them  away.  We  hold  that  privileges 
should  be  given  more  freely  and  more  freely  taken 
away  for  cause,  than  has  been  the  custom.  Laymen 
have  often  criticized  physicians  for  their  apparent 
indifference  to  the  faults  of  their  colleagues,  and 
indeed  it  is  easy  to  understand  the  reluctance  of  any 
specialist  (whose  consultation  work  depends  on  the 


good  will  of  his  colleagues)  to  “administer  purga- 
tives” even  when  the  need  is  apparent. 

But  when  a holder  of  courtesy  privileges  has 
shown  by  an  inclination  toward  unethical  conduct, 
to  attempting  procedures  beyond  his  capabilities  or 
failure  to  call  for  help  when  it  is  needed,  prompt 
measures  should  be  taken  to  discipline  him  and  to 
curtail  his  privileges  to  a safe  level. 

During  the  war  emergency,  hospitals  should  offer 
their  facilities  to  new  practitioners  quickly  and  gen- 
erously and  not  adopt  an  attitude  which  is  reminis- 
cent of  electing  a candidate  in  an  exclusive  Greek 
letter  fraternity. 

The  Love  of  Learning 

From  south  of  the  Mason-Dixon  line  warning 
notes  reach  our  ears  of  the  growing  influence  of  the 
Federal  Government  in  the  field  of  education.  The 
editor  of  the  North  Carolina  Medical  Journal  points 
a disparaging  finger  at  the  subsidizing  of  our  medi- 
cal students  by  the  Army  and  the  Navy,  whereby 
they  are  granted  tuition  and  maintenance  and 
monthly  pay— “pocket  change”  he  calls  it— of  fifty 
dollars.  There  being  no  good  reason  for  paying 
the  medical  student,  editor  Wingate  Johnson  is 
certain  there  must  be  an  ulterior  motive.  Hardly 
less  encouraging  is  the  Virginia  Medical  Monthly 
which  reminds  us  that,  “except  for  girls  and  a few 
rejectees,  it  (Federal  Government)  has  absolute 
power  over  the  youth  of  the  land.”  There  is  the 
hope  expressed,  however,  that  the  love  of  learning 
will  not  be  entirely  suppressed. 

Total  war  exacts  its  toll  in  education  as  we  of  the 
democracies  fully  realize.  The  liberal  arts  colleges 
have  been  hard  pressed  to  keep  alive  and  many  have 
been  forced  to  make  terms  with  the  military  to 
maintain  a mere  existence.  Our  entire  system  of 
higher  education  was  rapidly  assuming  a danger- 
ously individualistic,  informal  program  of  study, 
beneficial  to  the  genius  but  lacking  the  cultural 
ascent  and  basic  fundamentals  which  the  average 
college  students  needs.  The  present  purge  by  the 
military  may  be  a blessing  in  disguise. 

In  America  where  the  study  of  the  humanities  is 
synonymous  with  freedom  and  liberty  a total  black- 
out of  such  after  the  world  conflict  is  over  is  a pic- 
ture impossible  of  comprehension.  In  fact,  a return  to 
the  liberal  arts  with  accumulated  interest  requires 
no  undue  stretch  of  the  imagination.  From  the 
various  fronts  of  the  allied  forces,  as  well  as  from 
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those  great  nations  of  Russia  and  China,  are  coming 

literary  productions  of  value  even  while  the  struggle 

is  in  progress.  Sick  of  war  with  its  privation  and 

bloodshed,  our  youth  and  their  younger  brothers 

will  welcome  the  pleasant  pastures  of  art,  literature 

i and  music.  Likewise  a government  guided  by  men 

of  vision  will  realize  that  a true  democracy  must 

have  in  its  midst  a growing  culture. 

With  the  development  of  federalized  colleges, 
medical  and  engineering  schools,  benefits  are 
! accruing  to  our  youth.  Engulfed  as  they  have  found 
themselves  in  a maelstrom  of  restlessness,  filled  with 
an  urge  often  lacking  in  mature  judgment,  they  are 
now  able,  under  the  discipline  of  military  routine 
engrafted  upon  the  curriculum,  to  pursue  a course 
of  study  toward  a goal  which  a few  months  ago 
was  rapidly  fading  out  of  comprehension  as  well  as 
out  of  sight.  Our  youth  are  now  in  dead  earnest  in 
preparing  themselves  to  be  the  defenders  of  a 
democracy  which  we  all  know  will  survive.  They 
will  never  lend  themselves  to  be  servants  of  a gov- 
ernment which  shall  attempt  in  any  way  to  suppress 
the  love  of  learning.  The  same  youth  lives  among 
us  today  as  Longfellow  pictured  in  his  poem  written 
for  his  classmates  at  Bowdoin— 

“Let  him  not  boast  who  puts  his  armor  on 
As  he  who  puts  it  off,  the  battle  done. 

Study  yourselves;  and  most  of  all  note  well 
Wherein  kind  Nature  meant  you  to  excell.” 

No  world  conflict  will  submerge  but  momentarily 
the  scholar  nor  will  any  paternalistic  government 
succeed  in  banishing  what  that  same  poet  has  called 
“The  love  of  learning,  the  sequestered  nooks, 
And  all  the  sweet  serenity  of  books.” 

Arthur  T.  McCormack 

American  medicine  lost  a respected  figure  and  a 
great  citizen  when  Arthur  McCormack  of  Louis- 
ville, Kentucky,  died.  During  the  more  than  seventy 
years  of  his  active  life  Dr.  McCormack  filled 
many  positions  of  service  and  trust.  He  was  Secre- 
tary of  the  Kentucky  State  Medical  Association  for 
more  than  twenty-five  years  and,  since  1912,  had 
been  the  State  Commissioner  of  Health  and  Execu- 
tive Officer  of  the  Medical  Examining  Board  of 
Kentucky.  During  the  first  World  War  he  was  com- 
missioned a Major  in  the  Army  Medical  Corps  and 
organized  Base  Hospital  59.  Just  as  he  was  about  to 
go  overseas  he  was  ordered  to  Panama  as  Chief 
Medical  Officer  for  the  Canal  Zone  with  the  rank 
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of  Lieutenant  Colonel  and  completed  the  construc- 
tion of  the  Ancon  Hospital. 

In  1901  Dr.  McCormack  founded  the  Kentucky 
Medical  Journal  and  had  been  its  editor  and  manager 
ever  since.  In  1937  he  was  President  of  the  American 
Public  Health  Association. 

There  is  a pleasant  legend  that  Dr.  McCormack 
first  attended  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  as  a small  boy  with  his 
father,  the  late  Joseph  Nathaniel  McCormack  who 
was  also  the  Health  Commissioner  of  Kentucky. 
Arthur  McCormack  was  a delegate  to  the  American 
Medical  Association  for  many  years  and  a conspicu- 
ous figure  in  it.  Always  seated  in  the  front  row  he 
proposed  or  seconded  innumerable  motions  and  was 
ready  to  speak  with  force  and  clarity  on  almost  any 
subject  with  frequent  references  to  ancient  history 
and  the  classics.  He  was  a friendly  man,  a great 
exponent  of  the  sovereign  State  of  Kentucky  where 
the  State  Medical  Association  and  the  State  Depart- 
ment of  Health  are  one  and  all  reposed  on  Dr.  AIc- 
Cormack’s  capacious  desk.  His  many  friends  and  his 
few  critics  will  miss  him  for  he  was  a colorful, 
vigorous  personality  not  easily  forgotten. 

Rem  sen  B.  Ogilby 

Few  presidents  who  pass  their  days  within  the 
cloistered  walls  of  a college  of  the  liberal  arts  are 
better  known  to  the  medical  profession  of  their 
communities  than  was  Remsen  B.  Ogilby.  Showing 
his  practical  interest  in  the  Hartford  Hospital,  of 
which  he  was  a director,  he  solicited  the  aid  of 
Hartford  physicians  in  establishing  a thorough 
entrance  physical  examination  for  every  student  at 
Trinity.  Dr.  Ogilby’s  gratitude  for  this  service  was 
expressed  in  varying  ways.  Of  even  greater  practical 
value  was  his  organization  of  a system  of  college 
student  orderlies  for  the  Hospital  during  the  present 
emergency,  a plan  which  has  been  extended  to  in- 
clude many  of  Hartford’s  leading  business  men. 

His  was  a friendly  handclasp,  and  more,  it  be- 
spoke the  intense  earnestness  of  his  soul.  Trinity 
knew  him  to  a man.  He  was  always  at  the  ball  field, 
at  his  office  window,  visiting  one  of  his  “boys”  in 
the  hospital.  Hatless,  pipe  in  mouth,  his  was  a well 
known  figure  to  Connecticut  physicians. 

“Rich  in  saving  common  sense 
And,  as  the  greatest  only  are 
In  his  simplicity  sublime.” 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 


Public  Health  Committee  Meets 

The  Society’s  Committee  on  Public  Health  met 
on  August  5 for  the  purpose  of  discussing  the  opera- 
tion of  the  federal  regulations  that  provide  maternal 
and  child  care  for  the  dependents  of  soldiers  and 
sailors.  During  the  course  of  the  meeting  the  com- 
mittee resolved: 

“It  is  the  opinion  of  this  committee  that,  when 
Congress  reconvenes,  proper  efforts  be  made  to 
change  the  law  to  the  effect  that  obstetric  and 
pediatric  care  be  granted  to  wives  and  children  of 
servicemen  on  the  basis  of  need  and  that  the  funds 
awarded  be  paid  to  the  patient  with  the  provision 
that  it  be  used  for  the  purpose  designated.” 

Committee  on  Industrial  Health 

The  Society’s  Committee  on  Industrial  Health 
met  on  August  4 for  the  purpose  of  discussing  its 
agenda  for  the  coming  year.  This  was  the  first 
meeting  of  the  committee  under  the  chairmanship 
of  Dr.  C.  F.  Yaeger,  Bridgeport,  and  a full  program 
for  the  committee  was  outlined. 

Committee  on  the  Women’s  Auxiliary 

The  newly  appointed  committee  to  study  the 
desirability  of  the  Women’s  Auxiliary  of  the  Society 
met  in  Hartford  on  July  15.  Dr.  Ralph  Gilman, 
Storrs,  was  elected  chairman  and  the  committee 
proposes  to  make  an  inquiry  among  the  wives  of 
physicians  throughout  the  State  as  to  the  extent  of 
the  interest  in  the  organization  of  an  Auxiliary. 

Physicians  Licensed 

The  Connecticut  Medical  Examining  Board  has 
announced  that  sixty-seven  physicians  were  success- 
ful in  the  July  examinations  given  by  the  Board  and 
have  been  recommended  for  licenses  to  practice 
medicine  in  the  State  of  Connecticut. 

The  number  of  candidates  presenting  National 
Board  diplomas  and  licenses  to  practice  medicine  in 
other  States  for  endorsement  by  oral  examination 
was  the  largest  that  has  ever  appeared  before  the 


Board.  1 his  is  an  interesting  wartime  circumstance 
and  belies  somewhat  a frequently  made  assertion 
that  medical  licensing  laws  are  barriers  to  the  free 
and  necessary  relocation  of  physicians  in  wartime. 
The  successful  candidates  were: 

Leo  Batell,  Forest  Hills,  N.  Y.;  Leonard  J. 
Bisaccia,  New  Hartford;  Harriet  Bixby,  Middle- 1 
town;  William  B.  Brewster,  Jr.,  Waterbury;  Amy 
Breyer,  Hartford;  Lloyd  Brown,  Hamden;  Otto  W. 
Burtner,  Jr.,  New  Haven;  Frank  M.  Castiglione, 
New  Haven;  Rinaldo  J.  Cavalieri,  New  Britain; 
Ludmil  A.  Chotkowski,  Kensington;  Elizabeth  Corn- 
field, Norwich;  Daniel  B.  Corwin,  New  York  City; 
William  B.  Curtis,  Hamden;  Alfonso  Della  Pietra, 
Waterbury;  Alexander  Fischer,  New  York  City; 
Martin  J.  Gerson,  Newtown;  James  C.  Giddings, 
Meriden;  Arthur  T.  Gillette,  Port  Washington, 
N.  Y.;  Harry  Golston,  Hartford;  Henry  I.  Good- 
man, Ridgefield;  William  Harrison,  Jr.,  Derby; 
William  Van  V.  Hayes,  Greenwich;  Robert  B.Hiden, 
New  Canaan;  Lloyd  N.  Hockmuth,  New  Britain; 
James  H.  Inkster,  Sandy  Hook;  Alan  Jacobson, 
Middletown;  Charles  E.  Jacobson,  Hartford;  Stanis- 
laus H.  Jaros,  Bridgeport;  William  E.  Kenney,  New 
Haven;  Johanna  Waldemar-Kertesz,  New  Haven; 
Ilona  Krasso  De  Suto-Nagy,  New  Haven;  Edgar  W. 
Lawrence,  Brooklyn,  N.  Y.;  Julius  R.  Levin,  New 
Haven;  John  R.  Lincoln,  Hartford;  Grace  E.  Lut- 
man,  West  Hartford;  Dean  Makowski,  Norwalk; 
George  Mandl,  Meriden;  George  J.  Molnar,  Bridge- 
port; Burness  E.  Moore,  New  Haven;  Ernst  Mylon, 
New  Haven;  Elpenor  R.  Ohle,  New  Haven; 
Gioacchino  S.  Parrella,  New  Haven;  Gerald  I.  Pite- 
gofiF,  Brooklyn,  N.  Y.;  John  V.  Prignano,  East  Hart- 
ford; John  Prutting,  Hartford;  Oliver  J.  Purnell, 
Rockville;  Ludwig  J.  Pyrtek,  Hartford;  Frank  J. 
Raffaele,  Old  Greenwich;  Alexander  S.  Rogawski, 
Waterbury;  Hans  A.  Rosenberg,  Lexington,  Ken- 
tucky; Robert  D.  Russo,  Bridgeport;  Maxwell  D. 
Ryan,  New  York  City;  Edward  B.  Schlesinger, 
Newington;  Ethan  A.  H.  Sims,  New  Haven;  Carter 
Stilson,  New  Haven;  Jackson  H.  Stuckey,  New 
Haven;  Andrew  H.  Thomas,  New  Britain;  George 
A.  Tulin,  Hartford;  James  G.  Tynan,  Waterbury; 


Chester  A.  Weed,  Hartford;  Ruth  Whittemore, 
New  Haven;  Arthur  Wilson,  Hartford;  Nathan  Ad. 
Winick,  Hartford;  Nathan  Zavadier,  Hartford; 

, Alphonse  J.  Zujko,  New  Britain. 

Gasoline  Rationing  and  Visits 
to  the  Doctor 

The  State  OPA  has  recently  rendered  an  interest- 
ing and  important  decision  on  an  appeal  from  a 
decision  of  a local  ration  board  relative  to  obtaining 
additional  gasoline  for  a patient  to  travel  to  visit  a 
specialist. 

The  appellant  asked  for  twenty-five  extra  gallons 
of  gasoline  to  enable  his  wife  to  make  bi-weekly 
trips  to  visit  a specialist  in  a city  some  twenty-five 
miles  from  the  appellant’s  residence. 

The  local  ration  board  denied  the  request  and 
based  its  denial  on  the  fact  that  there  were  adequate 
physicians  to  render  the  services  required  by  the 
appellant  in  the  city  where  she  resided,  and  the 
distant  specialist  might  instruct  local  physician  in 
her  care. 

Appeal  from  this  decision  was  taken  to  the  Office 
of  Price  Administration  and  that  memorandum  of 
decision  of  the  District  Director  is  intelligent  and 
sound.  It  is  quoted  in  part: 

“The  gasoline  rationing  regulations  provide  in 
Section  1394.7851  (d)  (1)  (e)  that  a ration  holder 
may  apply  for  a special  ration  of  gasoline  to  enable 
him  to  secure  necessary  medical  attention  for  him- 
self or  for  his  family  if  his  existing  ration  is  insuffi- 
cient. Your  Board  does  not  question  the  need  of 
medical  attention  or  the  insufficiency  of  your 
present  ration.  The  patient’s  right  of  free  selection 
of  the  attending  physician  has  long  been  one  of  the 
rights  most  strongly  asserted  by  the  medical  pro- 
fession. It  is  one  which  is  not  denied  in  the  gasoline 
rationing  regulations.  Had  it  been  the  intention  of 
the  framers  of  the  regulations  to  impose  a limitation 
in  this  respect,  they  would  have  done  so  explicitly, 

1 as  was  the  case  with  the  use  of  alternative  means  of 
transportation. 

“Your  Board  properly  referred  the  case  to  the 


medical  panel  to  establish  the  need  of  medical  care. 
As  your  Board  admits  the  need  of  this,  the  inade- 
quacy of  your  present  ration,  and  the  inability  to 
travel  on  public  conveyances,  it  should  have  granted 
the  special  ration  as  requested. 

“For  these  reasons  your  appeal  is  granted  and  the 
case  is  remanded  to  the  Local  War  Price  and  Ration- 
ing Board  for  action  in  accordance  with  this 
opinion.” 

Three  points  of  fundamental  importance  are 
brought  out  in  this  decision.  First,  the  local  ration 
board  made  up  of  laymen  has  access  to  a medical 
appeal  board  to  pass  upon  subjects  of  this  nature  and 
the  medical  appeal  board  raised  no  question  as  to  the 
necessity  for  the  medical  care.  Second,  the  tradi- 
tional right  of  the  patient  to  choose  her  own 
physician  is  maintained;  and  third,  travel  to  consult 
that  physician  of  choice  even  though  he  be  located 
remotely  from  the  patient  is  deemed  essential. 


Breast  Feeding 

The  Proceedings  of  the  Royal  Society  of  Medi- 
cine (May  1943)  contains  an  interesting  discussion 
on  breast  feeding.  Figures  are  furnished  by  one 
writer  to  show  the  decline  in  artificially  fed  babies 
by  the  age  of  one  month  and  a correspondingly 
slight  improvement  in  the  frequency  of  breast  feed- 
ing. In  Birmingham,  England,  it  has  been  found  that 
war  work  among  mothers  has  not  decreased  breast 
feeding.  The  opinion  is  offered  that  married  women 
in  Birmingham  not  working  in  factories  before  the 
war  are  not  now  working  while  their  child  is  under 
one  year  of  age,  and  that  women  used  to  working 
in  factories  are  not  starting  work  any  earlier  than 
before  the  war:  i.e.,  not  before  the  child  is  two  to 
three  months  old.  Certain  war  factories  may  tend 
even  to  increase  breast  feeding,  the  better  wages  of 
the  husbands  permitting  their  wives  to  remain  at 
home  and  care  for  the  children.  The  mortality  rate 
of  babies  during  their  stay  in  the  hospital  has  been 
found  to  be  the  same  whether  breast  or  bottle  fed, 
but  at  the  age  of  one  year  it  is  strikingly  lower  in 
England  among  the  breast  fed. 


IF  YOU  HAVE  NO  PRIORITY  — for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention— a bandage  scissor,  or  an  x-ray 
machine— call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,” 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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ACTUARIAL  EXPERIENCE  ADMINISTERING  A SURGICAL  OBSTETRICAL 
CONTRACT,  WITH  REFERENCE  TO  PREMIUMS,  BENEFITS,  AND  BLACK 

INK  ON  THE  LEDGER 

Jay  C.  Ketch  um 


The  Author.  Executive  Director  of  Michigan  Med- 
ical Service 


'TTie  black  ink  on  your  ledger  is  directly  depend- 
ent  on  whether  or  not  the  premiums  you  have 
established  are  sufficient  to  cover  the  demands  for 
the  benefits  you  are  offering. 

At  the  outset,  Michigan  Medical  Service  estab- 
lished its  premiums— subscription  rates—  for  surgical 
coverage  at  40  cents  for  an  individual  certificate, 
$1.20  for  a two  person  certificate,  and  $2.00  for  a 
family  certificate— which  rates  were  based  on  statis- 
tics compiled  by  the  Committee  on  the  Costs  of 
Medical  Care,  the  National  Health  Survey,  and 
several  other  government  sponsored  surveys  of  the 
demand  for  medical  care,  loaded  to  what  was  felt 
would  be  a sufficient  degree  to  amply  cover  the 
expected  increased  demand  for  services  under  a pre- 
payment plan. 

After  several  months  of  experience,  it  became 
apparent  that  the  rates  established  on  the  basis  of 
these  statistics  were  wholly  inadequate.  No  one  had 
realized  that  there  would  be  such  a tremendous 
volume  of  services  requested  and  received  under  a 
prepayment  plan  where  there  were  no  economic 
barriers  to  prevent  the  obtaining  of  necessary,  and 
in  some  instances  unnecessary  services.  That  is,  it 
was  found  that  utilization,  as  indicated  by  the  sur- 
veys just  mentioned  assumed  to  be  the  normal, 
instead  of  being  250  per  cent  under  the  plan,  as  was 
expected  by  M.M.S.,  rose  to  over  400  per  cent. 

While  the  rendering  of  all  this  great  amount  of 
service  was  gradually  improving  the  health  status  of 
the  general  population  in  Michigan,  it  was  fast  play- 
ing havoc  with  this  same  black  ink  on  the  ledger. 
As  a matter  of  fact,  it  had  changed  the  color 
materially. 

Then,  at  the  end  of  the  first  year,  Ford  discon- 
tinued M.M.S.  coverage,  switching  to  another 
carrier  who  could  provide  a combined  hospital  and 

An  address  given  before  the  Council  of  Medical  Service  Plans, 
Detroit  Medical  News 


surgical,  health  and  accident,  and  group  life  insur- 
ance coverage  under  one  payroll  deduction. 

With  the  resultant  loss  of  the  good  risk,  the 
employed  individual,  and  with  the  acceptance  of 
Chrysler  Corporation  for  family  coverage,  there  was 
an  extraordinarily  heavy  burden  of  service  which 
greatly  exceeded  the  income. 

At  this  time,  our  first  rate  increase  was  effected, 
which  increase  was  enforced  for  all  new  groups 
enrolled— groups  previously  enrolled  were  permitted 
to  maintain  the  original  rates. 

Shortly  thereafter,  General  Motors  Corporation 
was  enrolled,  also  for  family  coverage.  G.  M.  had 
been  protected  by  Metropolitan  for  two  years  and 
was  what  could  be  called  a “seasoned”  group;  never- 
theless, the  liberality  of  the  M.M.S.  certificate  gave 
subscribers  an  opportunity  to  have  so  many  more 
services  that  our  load  continued  to  increase. 

Again  it  was  necessary  to  put  into  force  a second 
rate  increase,  with  all  groups  being  enrolled  at  the 
new  rate  on  their  next  succeeding  re-enrollment 
period. 

All  this  time,  pending  the  full  effect  of  the  rate 
increase,  our  red  ink  figure  had  been  mounting  con- 
siderably until,  in  October,  1942,  it  reached  its  peak 
of  $504,000. 

Gradually,  however,  as  more  and  more  groups 
were  changed  to  the  new  increased  rates,  as  under- 
writing principles  and  procedures  were  tightened, 
as  several  extremely  poor  risks  were  cancelled,  and 
as  all  groups  became  seasoned,  the  deficit  decreased 
until,  as  of  April  30,  1943,  it  had  been  reduced 
$187,000  to  $317,000.  And  conditions  are  continuing 
to  improve. 

Our  present  rate  structure  and  underwriting  prac- 
tice may  be  of  some  interest  to  you.  All  our  sub- 
scribers are  originally  accepted  in  groups,  mostly 
employer  groups;  in  every  case,  with  a common 
collector  or  payroll  deduction.  The  small  percentage 
of  individual  subscribers  we  have  is  the  result  of 

Chicago,  June  6,  1943.  Republished  with  permission  of  the 
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transfers  by  subscribers  leaving  the  groups.  Our 
rates  at  present  (since  August  1,  1942)  are: 


Single  Subscriber  $ .60 

Two  Person 1.60 

Family  2.25 


An  increase  is  made  in  the  rate  for  individual 
single  subscribers  to  90  cents.  In  cases  where  the 
percentage  of  females  in  a group  exceeds  a basic  1 5 
per  cent,  the  single  subscriber  rate  is  increased  5 
i cents  for  each  additional  1 5 per  cent  of  females, 
resulting  in  a maximum  single  rate  of  90  cents.  The 
two  person  and  family  rates  remain  unchanged 
regardless  of  transfer  to  individual  basis  or  percent- 
age of  females.  We  have  found  our  exposure  under 
the  family  certificate  to  average  4.26  persons,  with 
practically  no  change  in  twenty-four  months. 

A new  group,  to  qualify  for  acceptance,  is  re- 
quired to  enroll  at  least  75  per  cent  of  its  eligible 
members  that  the  plan  may  not  suffer  from  adverse 
selection  by  individuals.  Previously  enrolled  groups 
i are  now  being  subjected  to  constant  review  as  to 
percentage  of  enrollment  maintained,  ratio  of  serv- 
ice to  income,  and  per  cent  of  females  employed. 

Premium  rates  by  themselves,  however,  have  no 
significance.  Only  when  compared  to  benefits  plus 
operating  costs  are  they  important.  In  order  to 
present  a clear  picture  of  our  experience,  based  on 
our  present  rates  and  schedule  of  benefits  and  present 
enrollment,  and  the  ratio  of  claims  incurred  between 
April,  1942  and  March,  1943,  I have  reduced  all  this 
to  a single  surgical  certificate  subscriber.  Our 
present  subscriber  rates  result  in  an  average  income 
of  $ .6095  per  person  per  month.  Expense  of  opera- 
tion averages  13.06  per  cent.  Services  rendered  per 
person  per  month,  classified  by  type  of  service  in 
sixteen  major  classes  in  order  of  costs,  are  as  follows: 


Female  Abdominal  and  Pelvic  Surg $ .1161 

Obstetrical .0962 

Tonsillectomy  and  Adenoidectomy  0780 

Appendectomy  °759 

General  Surgery 0253 

Radiology  02  5 1 

Herniotomy 02 1 3 

Bone,  Joint  and  Tendon  Surgery 0184 

Cholecystectomy  0 1 66 

Hemorrhoidectomy  .0148 

Abdominal  Surgery  0129 

Anesthesia  0060 

Cystoscopy  0056 

Neuro-surgery  .0028 


Thoracic  Surgery .0026 

Prostatectomy .0009 


•5i85 

Operating  Costs  .0796 


.5981 

Now,  let’s  add  it  all  up  and  see  just  what  happens 
to  our  subscriber’s  premium: 

He  paid  in $ .0695 

We  spend  for  salaries,  rent,  stationery, 

etc $ .0796 

He  received  in  service 5185 

Which  totals  5981 

Leaving  a balance  for  reserves,  retirement  of 

deficit,  or  if  you  please,  “Black  Ink” $ .0114 

Naturally,  no  subscriber  is  average.  There’s  a 
world  of  difference  between  the  employed  male 
and  the  dependent  female  or  child  in  utilization  of 
benefits.  These  differences  are  reflected  to  some 
degree  by  the  types  of  service  I’ve  just  mentioned. 
Unfortunately,  it  has  been  necessary  for  us  to  limit 
the  amount  of  statisical  information  developed  be- 
cause of  the  shortage  of  personnel  and  machines. 
Much  of  the  data  I would  like  to  present  here  has 
been  sacrificed  to  permit  completion  of  other 
material  considered  absolutely  necessary  to  satis- 
factorily service  our  subscribers  and  the  physicians. 

Seasons,  employment  conditions,  hospital  facilities, 
medical  facilities,  and  current  events  all  have  effect 
on  utilization  of  services.  Many  of  these  factors, 
although  recognized,  can  not  be  evaluated  with  the 
little  actual  experience  we’ve  had.  Just  when  we’ve 
been  certain  of  our  interpretations  of  some  of  them, 
we’ve  found  that  the  influence  of  another  factor  in 
combination  has  rendered  valueless  all  previous 
calculation. 

An  interesting  phase  of  the  surgical  plan,  worthy 
of  a lot  of  consideration  and  study,  is  the  obstetrical 
feature. 

There  are  many  questions  to  be  asked  about 
obstetrical  benefits  under  a Surgical  Benefit  Certi- 
ficate. Is  there  a waiting  period?  If  so,  why,  how 
long,  is  it  ever  waived?  What  fees  are  allowed?  How 
about  pre-or  post-natal  attention?  Why  cover  nor- 
mal deliveries  at  all?  Any  answers  I may  give  will 
embrace  only  the  Michigan  plan’s  experience  or,  if 
you  prefer,  experiments. 

We  provide  for  normal  deliveries  for  one  very 
obvious  reason— if  we  don’t  our  competitors  will 
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have  most  of  our  subscribers.  Normal  childbirth  is 
not  an  unpredictable  event;  it’s  just  a natural  result 
of  a natural  act;  it’s  not  an  undue  financial  burden 
on  couples  in  the  economic  classes  we  enroll;  it  cer- 
tainly is  not  the  ordinary  accident  hazard,  although 
some  cases  may  argue  that;  nor  is  it  a disease,  although 
sometimes  it  may  be  chronic.  Somewhere,  some- 
time, someone  with  an  eye  to  lessening  sales  resist- 
ance  added  the  benefit;  all  of  us  followed  suit  and 
now  just  try  to  let  go  of  it  without,  at  the  same  time, 
letting  go  of  a lot  of  our  subscribers. 

There  is  no  question  but  that  some  obstetrical 
conditions  do  approach  the  insurable  hazard  classi- 
fication requiring  coverage  against  costs  of  necessary 
services— such  as  Cesarean  delivery,  ectopic  preg- 
nancy, etc.  No  dispute— such  events  should  be  pro- 
vided for. 

The  Michigan  plan  has  a waiting  period  for  ob- 
stetrical benefits  of  ten  months;  however,  when 
succeeding  another  carrier  on  the  group,  the  period 
may  be  shortened  or  waived  to  provide  continous 
benefits  for  subscribers  who  would  otherwise  lose 
benefits  earned  under  previous  coverage. 

Benefits  under  our  certificate  provide  only  for 
necessary  attention,  while  the  subscriber  is  a bed 
patient  in  the  hospital.  Payment  for  pre-  or  post- 
natal care,  outside  the  hospital,  is  the  obligation  of 
the  subscriber. 

However,  due  to  hospital  bed  shortages,  any  sub- 
scriber unable  to  gain  admission  to  the  hospital  after 
a bona  fide  attempt  is,  by  liberalization,  given  the 
same  benefits  as  she  would  otherwise  be  entitled  to. 


Only  for  purposes  of  comparison,  I will  give  the 
benefits  allowed: 


Delivery,  all  types  except  Caesarean $ 40.00 

Caesarean,  Vaginal  or  Abdominal 100.00 

Ectopic  Pregnancy  (also  ruptured)..  125.00 

Miscarriage— to  six  months 15.00 

to  six  months  with  D.  & C. 25.00 

after  six  months  with  D.  & C 40.00 


In  relation  to  the  benefits,  a natural  question  is: 
What  loading  is  used  in  the  rate  calculation  to  pro- 
vide for  the  costs?  And  there  you  have  me  stymied. 
Actuaries  may  recite  page  after  page  of  statistics, 
wear  out  their  slip-sticks  and  calculators  in  com- 
putations, but  I have  yet  to  find  an  answer  to  what 
the  birth  rate  will  do  under  a prescribed  set  of  cir- 
cumstances. 

Birth  rates  produce  our  obstetrical  loss  ratio  and 
humans  provide  the  birth  rates.  Just  so  long  as 


humans  react  to  changing  conditions  and  seasons  will 
our  actuaries  have  difficulty  answering  that  one.  We 
know  what  has  happened  in  almost  three  years  of 
operation,  but  why  it  happened,  we  will  never 
know;  nor  do  we  know  what  world  shaking  event 
tomorrow  M ill  produce  what  effect  on  human  senti- 
ments and  birth  rates. 

While  I can  tell  you  what  we  have  experienced 
in  Michigan,  it  is  well  to  remember  that  living  con- 
ditions and  the  economic  status  of  the  people  are 
vital  factors  to  consider  in  organizing  a medical 
service  plan.  For  example,  conditions  in  Michigan, 
which  is  largely  an  industrial  state  where  people  in 
the  metropolitan  areas  are  definitely  health  con- 
scious, are  completely  different  from  those  in  a dairy 
state  such  as  Wisconsin  or  from  those  in  California 
with  its  mass  of  migratory  workers— in  a wealthy 
state  such  as  New  York  or  in  a poor  state  such  as 
Georgia. 

All  this  that  I've  said,  and  much  more  which  might 
be  said,  adds  up  to  the  fact  that  we  really  have  very 
little  on  which  to  base  our  judgment  in  administer- 
ing these  plans,  in  promulgating  premium  rates  for 
surgical-obstetrical  benefits  to  assure  us,  our  spon- 
sors, and  our  subscribers  that  there  will  be  “black 
ink  on  the  ledger.” 

Therefore,  when  you  set  about  organizing  a plan, 
though  you  may  have  the  basic  factors  of  experience 
of  other  operating  plans,  you  will  have  to  discover, 
by  actual  experience,  how  your  particular  area  will 
react  to  the  plan  you  devise  for  it.  And,  only  by 
actual  experience,  can  you  determine  the  proper  rate 
to  charge  for  the  sendee  you  are  offering.  There  is 
no  set  formula  for  computing  a rigid  nation-wide 
subscription  rate  applicable  to  so  diverse  a counny 
as  this  United  States. 

In  any  event,  no  matter  whether  you  are  organ- 
izing a limited  coverage  plan  which  excludes  pre- 
existing conditions  and  places  waiting  periods  on 
services  of  greatest  frequency  or  whether  you  are 
offering,  as  we  do  in  Michigan,  an  all-inclusive  sur- 
gical plan— remember  to  make  provision,  as  best  you 
can  from  the  meager  experience  accumulated  from 
operating  plans  which  is  being  correlated  by  the 
Medical  Service  Plans  Council,  for  what  appears  to 
be  more  than  a sufficient  rate  to  cover  the  type  of 
sendee  you  are  offering. 

Some  things  are  certain— we  must  operate  these 
plans;  they  must  grow  and  spread  if  prepayment 
for  medical  service  is  to  be  a voluntan'  thing  and 
not  a compulsory  program,  with  all  the  implication 
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of  the  word.  Whatever  the  particular  plan  may  be 
in  any  area,  the  subscribers  must  be  satisfied  that  they 
are  getting,  in  service,  a fair  return  for  their  money; 
the  physicians  must  be  satisfied  that  they  are  get- 
ting, in  money,  a fair  return  for  their  service;  and 
our  job  is  to  see  that  our  contracts  with  subscribers 
and  physicians  make  that  possible  and  that  our  per- 
sonnel, the  equipment  and  systems  adopted  by  our 
respective  plans  produce  that  result  with  a minimum 
of  inconvenience,  red  tape,  delay  and  interference 
with  subscribers  and  physicians  and  a maximum  of 
benefit  to  both. 


The  following  editorial  was  written  by  Colonel 
Willis  W.  Lasher , MC—USA,  and  appeared  in 
Industrial  Medicine,  July  1943. 

Medicine  After  the  War 

Although  many  of  the  plans  for  the  type  of 
world  in  which  we  are  to  live  after  the  war  con- 
flict on  certain  points,  the  majority  of  them  are 
slanted  in  the  direction  of  socialization  or  Federaliza- 
tion of  interest  now  administered  bv  private  indi- 
viduals. The  medical  profession  is  prominently 
mentioned  in  these  embryonic  schemes.  1 herefore, 
would  it  not  seem  logical  to  begin  to  anticipate 
some  of  the  more  probable  changes?  1 hose  inter- 
ested in  industrial  medicine  and  surgery,  and,  per- 
haps, more  cognizant  of  the  changes  in  the  business 
world,  should  assume  the  leadership  in  dealing  with 
the  medical  problems  likely  to  confront  both  large 
and  small  industrial  establishments. 

When  the  millions  of  men  and  women  now  in 
governmental  service  return  to  civilian  life,  at  least 
a certain  percentage  of  them  will  expect  or  even 
demand  for  themselves  and  their  families  medical 
attention  equal  to  that  given  them  during  the  war. 
In  fact,  the  feeling  that  those  who  protected  the 
government  when  it  was  in  danger  should  in  turn 
be  protected  bv  the  government  when  they  them- 
selves are  in  danger  is  becoming  widespread.  1 he 
Beveridge  Plan,  currently  favored  by  great  numbers, 
proposes  to  care  for  the  citizens  of  England  from 
the  womb  to  the  tomb.  This  program  is  no  nebulous 
affair,  but  one  which  has  been  worked  out  in  detail 
and,  in  the  opinion  of  many  well  informed  persons, 
it  is  a plan  which,  if  followed,  will  work.  Medicine 
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is,  of  necessity,  an  important  part  of  this  program. 
Even  before  the  war,  organized  labor  apparently 
favored  a system  of  socialized  medicine,  and  this 
trend  can  scarcely  be  ignored. 

All  recently  graduated  physicians  with  few  excep- 
tions have  been  inducted  into  the  service.  It  is  now 
proposed  that  the  government  assume  the  respon- 
sibility for  the  education  of  medical  students,  and 
that  they  be  compensated  for  the  time  spent  in 
obtaining  their  medical  education.  It  seems  fair  to 
presume  that  a large  percentage  having  no  expe- 
rience in  private  practice  will  express  a willingness 
to  remain  in  governmental  service  unless  something 
more  attractive  is  offered.  In  addition,  a certain 
number  of  older  physicians,  assured  of  an  income, 
may  likewise  desire  to  retain  their  commissions.  This 
should  supply  all  of  the  necessary  personnel  for 
any  program  of  socialized  medicine. 

The  younger  medical  officers  have  been  trained  in 
the  handling  of  large  numbers  of  patients;  they  are 
thoroughly  familiar  with  the  making  of  meticulous 
physical  examinations;  and  they  have  a knowledge 
of  the  methods  of  obtaining  supplies  and  equip- 
ment, the  keeping  of  proper  records,  the  making  of 
sanitary  inspections,  etc.  Hence  it  would  seem  that 
plans  should  now  be  made  to  expand  the  medical 
departments  of  the  larger  corporations  and  the 
smaller  concerns  employing  part-time  surgeons,  in 
order  to  absorb  at  least  a portion  of  the  medical 
men  when  they  are  released  from  military  service. 
The  task  of  the  selection  and  placement  of  those 
desiring  to  enter  the  industrial  field  is  definitely  a 
responsibility  of  the  American  Association  of  In- 
dustrial Physicians  and  Surgeons.  If  then  the  burden 
is  shouldered  by  private  enterprise,  there  should  be 
little  or  no  necessity  for  governmental  interference 
in  this  type  of  medical  practice.  Industrial  leaders 
have  built  and  maintained  many  of  our  private 
hospitals  in  the  past,  and  should  take  pride  in 
establishing  for  their  own  concerns  medical  depart- 
ments staffed  by  physicians  of  their  own  choice. 

In  resisting  regimentation,  the  profession  as  a 
whole  should  present  a solid  front.  T his  is  no  time 
for  bickering.  It  might  be  well  for  the  profession  to 
ally  itself  with  other  professions,  such  as  law, 
engineering,  etc.  Thus,  together  with  dentistry  and 
nursing,  to  stand  unitedly  for  the  liberty,  freedom, 
and  independence  traditionally  the  right  of  our 
professions. 


654 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


MEDICINE  AND  THE  WAR 


The  following  editorial  is  reprinted  from  the  August  issue  of  the  Journal  of  the  American  Medical 
Association  at  the  request  of  the  editor  of  that  Journal. 

ARMED  FORCES  MUST  HAVE  6,000  MORE  PHYSICIANS  BY  JANUARY  1 

At  a conference  of  the  Directing  Board  of  the  Procurement  and  Assignment  Service  for  Physicians, 
Dentists  and  Veterinarians,  held  on  July  31,  with  the  War  Participation  Committee  of  the  American  Medi- 
cal Association  and  in  the  presence  of  Mr.  Paul  V.  McNutt,  chairman  of  the  War  Manpower  Commis- 
sion and  representatives  of  the  Army  and  Navy  medical  departments  and  the  Public  Health  Service,  it 
became  apparent  that  the  medical  profession  must  produce  toward  the  winning  of  the  war  an  additional 
six  thousand  physicians  for  the  armed  forces  before  January  1,  1944. 


Pursuant  to  a realization  of  this  objective  a direc- 
tive has  gone  to  the  generals  in  command  of  the 
various  service  commands  authorizing  them  to  in- 
duct into  the  service  physicians  between  the  ages  of 
38  and  45  who  have  been  declared  available  by  the 
Directing  Board  of  the  Procurement  and  Assign- 
ment Service  for  Physicians,  Dentists  and  Veteri- 
narians and  who  are  otherwise  subject  to  Selective 
Service. 

The  needs  of  the  armed  forces  are  real.  The 
members  of  the  War  Participation  Committee  raised 
with  the  representatives  of  the  various  governmen- 
tal agencies  all  the  questions  that  have  from  time  to 
time  challenged  the  need;  the  challenge  seems  to 
have  been  met  effectively.  Indeed,  the  intimation 
was  made  clear  that  the  needs  of  the  armed  forces 
will  be  met  by  specific  regulations  of  the  Selective 
Service  Administration  or  the  enactment  of  neces- 
sary legislation  if  required.  All  physicians  up  to  45 
years  of  age  who  have  been  indicated  as  available 
have  therefore  placed  on  them  now  the  responsibil- 
ity for  an  immediate  decision  as  to  their  enlistment 
with  the  armed  forces.  The  need  is  so  positive  that 
questions  of  essentiality  of  men  in  positions  of 
teaching  and  research  and  in  industrial  medicine  are 
likely  to  be  rigidly  reviewed  in  the  near  future  with 
a view  to  extracting  from  civilian  life  every  one 
that  can  be  spared. 

As  the  war  continues  and  intensifies  new  needs 
for  the  services  of  the  medical  profession  become 
apparent.  An  army  in  motion  and  one  engaged  in 
the  kind  of  aggressive  combat  that  now  concerns 
our  armed  forces  needs  physicians  in  even  greater 
numbers  than  have  heretofore  been  demanded. 


Many  thousands  of  interned  aliens  and  prisoners  are 
now  the  burden  of  the  United  States  and  must  be 
given  medical  care. 

If  there  is  any  physician  who  still  hesitates  under 
these  circumstances,  he  should  realize  the  added 
advantage  to  him  of  accepting  now  the  commission 
that  is  proffered.  Should  it  become  necessary  in  the 
near  future,  as  seems  quite  likely,  to  enlist  new 
activity  by  the  Selective  Service  Administration  and 
the  Officers’  Procurement  Service  to  bring  in  the 
six  thousand  physicians  that  are  so  certainly  re- 
quired, those  recruited  by  that  technic  will  in- 
evitably begin  their  service  with  the  minimum 
commission  that  is  offered,  namely  that  of  first 
lieutenant.  Until  that  technic  is  installed,  the  men  of 
special  competence  and  of  years  beyond  those  of 
the  recent  graduate  have  the  assurance  of  careful 
consideration  and  a commission  more  nearly  in 
accord  with  age  and  experience. 

The  call  here  made  has  the  approval  of  the  Direct- 
ing Board  of  the  Procurement  and  Assignment 
Service  and  of  the  War  Participation  Committee  of 
the  American  Medical  Association.  The  medical 
profession  may  well  be  proud  of  the  fact  that  it  has 
been  the  only  group  given,  by  directive  of  the 
President,  the  responsibility  of  maintaining  service 
in  civilian  life  and  at  the  same  time  supplying  the 
needs  of  the  armed  forces.  Let  us  not  fail  in  meeting 
fully  the  trust  that  has  been  placed  upon  us. 

Wartime  Graduate  Medical  Meetings 

The  plans  for  Wartime  Graduate  Medical  Meet- 
ings for  medical  officers  in  the  armed  forces  serving 
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at  home  stations  are  going  forward  rapidly.  The 
States  of  Connecticut  and  Rhode  Island  constitute 
Region  2 and  the  committee  arranging  and  direct- 
ing the  programs  in  that  region  are  Dr.  Creighton 
Barker,  chairman;  Dr.  Alexander  M.  Burgess,  Provi- 
dence, representing  the  American  College  of  Physi- 
cians; and  Dr.  Samuel  C.  Harvey,  New  Haven, 
representing  the  American  College  of  Surgeons. 

Region  2 has  consolidated  its  activities  with  those 
of  Region  1 in  order  that  plans  and  progress  will  be 
uniform  throughout  the  First  Service  Command 
which  consists  of  all  the  New  England  States. 

In  Region  2 (Rhode  Island  and  Connecticut) 
there  are  three  military  and  naval  installations  where 
there  is  a sufficient  number  of  medical  officers  to 
require  an  extensive  program.  These  installation  are: 

(a)  The  Naval  Hospital  at  Newport  to  which  will 
be  joined  the  Naval  Training  Station,  Newport,  the 
Naval  Torpedo  Station,  Newport,  the  Naval  Air 
Station,  Quonset  Point,  Camp  Endicott  the  Navy 
Construction  Battalion,  the  Navy  Net  and  Fuel 
Depot,  the  medical  officers  of  the  Coast  Artillery 
stationed  in  the  defenses  of  Narragansett  Bay.  The 
total  medical  officer  personnel  in  these  installations 
is  about  160. 

(b)  The  New  London  installation  comprises  the 
Navy  Hospital,  the  Submarine  Base  and  a large 
group  of  Public  Health  Service  personnel  attached 
to  the  Coast  Guard  Academy  and  Stations  and  the 
United  States  Maritime  Service.  By  special  arrange- 
ment the  medical  officer  personnel  of  the  Coast 
Artillery  in  the  Long  Island  Sound  defenses  at  Lort 
Wright,  Fort  Terry  and  Fort  Michie,  although 
located  in  the  State  of  New  York  and  in  the  Second 
Service  Command,  have  been  allotted  to  Region  2. 

(c)  The  Station  Hospital  at  Bradley  Field. 

Plans  are  nearing  completion  for  the  meeting  at 

Newport.  It  will  be  held  on  September  14-15-16  at 
the  Naval  Hospital.  The  program  will  include  a one 
day  presentation  of  medical  subjects,  one  day  of 
surgical  subjects  and  on  the  third  day  the  program 
will  include  subjects  in  various  fields  of  medicine. 
In  all,  about  twenty-five  speakers  will  be  presented. 

Somewhat  later,  perhaps  in  October,  a smaller  two 
or  three  day  program  will  be  presented  at  New 
London. 

The  19th  Clinical  Congress  of  the  Connecticut 
State  Medical  Society  will  be  held  in  New  Haven 
on  September  28-29.  This  is  a lively,  well  attended 
postgraduate  meeting  and  the  committee  arranging 
the  Clinical  Congress  has  authorized  the  Graduate 


Medical  Meeting  Committee  for  Region  2 to  invite 
all  medical  officers  in  the  military  service  now  sta- 
tioned in  New  England  and  adjacent  New  York  to 
attend  the  Congress  as  guests  of  the  Connecticut 
State  Medical  Society.  Special  military  tickets  of 
admission  will  be  prepared  and  distributed  to  medi- 
cal officers  through  proper  channels. 

OCD  Announces  Organization  Plan 
for  Rescue  Service 

Plans  for  the  organization  of  the  Rescue  Service, 
which  is  responsible  for  the  recovery  of  persons 
trapped  under  the  structural  debris  of  demolished 
buildings  in  the  event  of  enemy  action,  were  issued 
June  24,  by  James  M.  Landis,  Director  of  the  U.  S. 
Office  of  Civilian  Defense,  in  Operations  Letter  No. 
03- 

To  guide  the  development  of  a trained  Rescue 
Service  in  the  United  States  Citizens  Defense  Corps, 
an  engineer  officer  of  the  U.  S.  Public  Health  Serv- 
ice, Mr.  Simon  H.  Ash,  formerly  of  the  U.  S.  Bureau 
of  Mines,  has  been  designated  Chief  of  the  Rescue 
Section  of  the  Medical  Division  of  OCD.  Mr.  Ash 
has  recently  returned  from  a month’s  visit  to  Britain, 
where  he  studied  the  British  rescue  organization  and 
training  methods.  Other  mining  engineers  with 
rescue  experience  and  also  commissioned  in  the  U.  S. 
Public  Health  Service  are  being  assigned  to  the 
Civilian  Defense  Regions  in  the  target  areas  as 
Rescue  Officers  to  assist  States  and  local  com- 
munities in  organizing  and  training  the  Rescue 
Service. 

The  plan  calls  for  State  Chiefs  of  Rescue  Service, 
who  should  be  mining  or  civil  engineers  familiar 
with  mining  or  construction  work,  according  to  the 
recommendations.  Local  Chiefs  may  be  qualified 
safety  engineers  or  structural  experts  trained  in 
rescue  work. 

Although  the  Rescue  Service  is  being  organized 
nationally  under  the  direction  of  the  Medical  Divi- 
sion of  OCD,  State  and  local  R.escue  Services  will 
be  separate  from  the  Emergency  Medical  Service. 
Local  Chiefs  of  Rescue  and  Emergency  Medical 
Services  will  work  in  close  coordination  in  the  Con- 
trol Center.  When  reports  are  received  of  persons 
trapped  by  the  debris  of  buildings  demolished  by  an 
air  raid  or  other  enemy  action,  an  express  party  is 
dispatched,  which  consists  of  one  rescue  squad,  one 
mobile  medical  team,  and  one  ambulance  and  one 
sitting-case  car. 
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Rescue  workers,  who  should  be  recruited  from 
workers  in  the  building  and  demolition  trades,  mine 
workers,  mechanics,  petroleum  industry  workers 
and  tunnel  workers  in  the  heavy  construction  in- 
dustry are  to  be  organized  in  squads  of  ten.  The 
squads  should  be  based  in  depots,  each  of  which 
should  have  a complement  of  three  squads  rotating 
on  periods  of  first  call. 

The  OCD  recommends  an  average  of  one  depot 
for  each  50,000  population  in  target  areas.  The  num- 
ber in  each  locality,  however,  will  depend  on  the 
tvpe  of  buildings  and  on  the  area  over  which  the 
community  is  spread,  as  well  as  on  the  number  of 
residents.  In  sections  in  which  houses  are  largely 
of  frame  construction  or  of  the  one-story  tvpe, 
fewer  rescue  squads  will  be  needed  because  trapped 
persons  will  be  fewer  and  their  extrication  less  diffi- 
cult. The  national  program  contemplates  an  estab- 
lishment of  about  1,000  depots  and  a full  rescue 
personnel  of  30,000  organized  into  3,000  squads. 

Training  for  rescue  squads  will  include  special 
technical  instruction  and  drill  ranging  over  all  classes 
of  rescue  problems  and,  in  addition,  practice  in  ad- 
vanced first  aid  and  handling  of  the  injured.  The 
Medical  Division  now  has  in  press  two  publications, 
“Technical  Manual  for  the  Rescue  Service”  and 
“Emergency  Field  Care  and  Transportation  of  the 
Injured,”  which  will  be  used  as  training  manuals. 
Advanced  training  in  these  subjects  will  be  pursued 
after  squad  members  are  inducted  into  the  U.  S. 
Citizens  Defense  Corps.  Pre-induction  training  in- 
cludes a basic  course  in  first  aid. 

The  importance  of  training  for  rescue  workers  is 
emphasized  as  follows  in  the  Operations  Letter: 

“The  lives  of  victims  of  an  air  raid  or  other  war 
time  disaster  depend  in  large  part  upon  the  training 
and  skill  of  leaders  and  other  members  of  the  rescue 
squads.  The  technique  which  they  employ  in  extri- 
cating trapped  persons  from  under  structural  debris 
and  the  manner  in  which  they  handle  the  severely 
injured  determine  the  chances  of  survival.” 

The  Office  of  Civilian  Defense  is  preparing  to  con- 
duct within  a few  weeks  a pilot  Rescue  Service 
Training  School  in  collaboration  with  the  U.  S. 
Bureau  of  Mines  at  Pittsburgh;  another  will  be  held 
later  at  San  Francisco.  Chiefs  of  rescue  services  in 
States  and  large  cities  in  target  areas  will  be  trained 
in  these  pilot  schools,  and  they  in  turn  will  establish 
State  and  local  schools  for  training  other  rescue 
service  personnel. 


OCD  Urges  Recognition  of  Health  Officials 
In  Civilian  Protection  Organization 

In  order  that  health  and  sanitation  may  be  main- 
tained during  and  after  an  air  raid  or  other  wartime 
disaster,  health  officers,  with  their  deputies,  division 
chiefs  and  sanitary  inspectors,  should  be  members  of 
the  U.  S.  Citizens  Defense  Corps,  the  Office  of 
Civilian  Defense  advises  in  Operations  Letter  No. 
1 3 1,  entitled  “The  Health  Department  in  Civilian 
Protection.” 

Commanders  of  the  LT.  S.  Citizens  Defense  Corps 
are  urged  to  appoint  health  officers  to  their  staffs. 

Health  officers  should  develop  plans  for  prompt 
action  in  emergencies  to  assure:  (1)  maintenance  of 
safe  water,  food,  and  milk  supplies;  (2)  sanitary  dis- 
posal of  sewage  and  putrescible  wastes;  (3)  sanita- 
tion at  mass  feeding  centers,  rest  centers,  casualty 
stations,  billets,  and  other  temporary  facilities  for 
war  emergencies,  and  (4)  control  of  communicable 
disease,  the  Operations  Letter  points  out.  Planning- 
should  include  the  mechanism  for  mobilizing  essen- 
tial personnel  during  and  following  an  emergency, 
it  is  suggested.  Another  important  duty  will  be  to 
make  arrangements  for  immediate  instruction  of  the 
public  in  emergency  sanitary  measures. 

In  communities  in  which  the  health  department 
does  not  have  sufficient  staff  to  provide  sanitary 
supervision  and  inspection  services  in  a war  emer- 
gency, the  health  office  may  select  volunteer  health 
deputies  and  recommend  their  appointment  to  the 
staff  unit  of  the  Citizens  Defense  Corps.  The  Opera- 
tions Letter  suggests  that  these  deputies  be  persons 
with  experience  or  training  in  public  health,  sanitary 
engineering,  bacteriology,  chemistry  and  related 
fields.  Tasks  to  which  they  may  be  assigned  include 
supervision  and  inspection  of  disinfection  of  frac- 
tured water  mains,  pasteurization  of  milk,  prepara- 
tion and  handling  of  food  at  emergency  feeding 
centers. 

All  health  department  personnel  must  complete 
training  in  accordance  with  regulations  of  the  Citi- 
zens Defense  Corps  before  they  can  become  mem- 
bers, and,  in  addition,  the  health  officer  may  pre- 
scribe special  technical  training  for  them  after  they 
have  been  duly  enrolled. 

A section  of  the  Operations  Letter  is  devoted  to 
the  place  of  State  health  agencies  in  the  civilian  pro- 
tection program.  State  Defense  Councils  are  urged 
to  obtain  the  guidance  and  leadership  of  the  State 
health  officer  in  the  development  of  an  emergency 
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health  and  sanitation  program  throughout  the  State. 
In  States  in  which  other  agencies  than  the  health 
department  have  responsibilities  in  health  matters,  it 
may  be  desirable  to  appoint  a health  and  sanitation 
committee  representing  all  the  agencies  concerned 
with  health. 

OCD  Medical  Division  Defines  Duties  of 
Stretcher  Teams  in  Emergency 
Medical  Service 

The  Medical  Division  of  the  Office  of  Civilian 
Defense  in  an  Operations  Letter  issued  June  30  de- 
fines the  duties  of  Stretcher  Teams  of  the  Emer- 
gency Medical  Service  as  these  duties  have  been 
modified  by  the  recent  development  of  the  specilized 
Rescue  Service. 

Rescue  squads  are  now  to  assume  the  duties  for- 
merly assigned  to  the  Stretcher  Teams  at  major 
incidents  with  many  trapped  casualties.  In  addition 
to  the  technical  work  of  rescue,  this  includes  emer- 
gency care  and  transport  of  casualties  from  the  scene 
of  an  incident  to  an  ambulance  or  to  a point  where 
medical  service  is  available.  Stretcher  teams  remain, 
however,  an  essential  part  of  the  Emergency  Medi- 
cal Service,  the  Medical  Division  points  out.  The 
functions  of  the  teams  as  outlined  in  the  new  state- 
ment are  as  follows: 

1 . Assisting  medical  personnel  at  Casualty  Stations 
in  handling  and  non  professional  care  of  minor 
casualties. 

2.  Unloading  ambulances  and  assisting  in  reception 
of  casualties  at  hospitals. 

3.  Performing  rescue  work  at  minor  incidents  not 
requiring  specialized  rescue  squads. 

4.  Assisting  rescue  squads  at  major  incidents  at 
which  many  casualties  are  trapped. 

A stretcher  team  is  composed  of  a leader  and  four 
other  persons,  preferably  men  and  older  boys  from 
the  neighborhood  of  the  facility  to  which  they  are 
attached.  The  Medical  Division  urges  that  members 
of  a hospital  staff  who  have  maintenace  functions 
should  not  be  selected  for  duty  on  a stretcher  team. 

A group  of  teams  attached  to  any  facility  is  under 
a group  leader,  who  is  responsible  for  the  organiza- 
tion and  training  of  members  of  his  teams.  All  team 
members  must  meet  the  requirements  of  OCD  regu- 
lations for  membership  in  the  U.  S.  Citizens  Defense 
Corps  by  completing  either  an  American  Red  Cross 
or  a Bureau  of  Mines  first  aid  course.  In  this  con- 
nection the  Operations  Letter  states  that  if  a Red 


Cross  or  Bureau  of  Mines  instructor  is  not  available, 
instruction  in  first  aid  may  be  given  by  some  other 
qualified  person  certified  by  the  Chief  of  Emer- 
gency Medical  Service.  After  enrollment  in  the 
Citizens  Defense  Corps,  stretcher  teams  are  to  be 
given  continued  training  in  field  care  and  transporta- 
tion of  the  injured. 

Nursing  Division  of  Procurement 
and  Assignment 

1'he  Nursing  Supply  and  Distribution  Unit  of  the 
War  Manpower  Commission  has  been  made  the 
Nursing  Division  of  the  Commission’s  Procurement 
and  Assignment  Service,  Paul  V.  McNutt,  Chairman 
of  the  Commission,  announced  recently. 

“The  objectives  of  the  Nursing  Division,”  Mr. 
McNutt  explained,  “are  the  same  as  those  divisions 
of  the  Procurement  and  Assignment  Service  now 
dealing  with  the  dentist,  veterinary,  physician,  and 
sanitary  engineer  for  their  professions.  They  involve 
the  recruitment  of  sufficient  nurses  to  meet  the 
needs  of  the  Armed  Forces  and  the  provision  of 
minimum  adequate  nursing  care  for  the  civilian 
population,  non  military  governmental  agencies,  and 
industry.” 

Recommendations  regarding  the  operation  of  the 
nursing  division  will  be  made  to  the  Directing  Board 
of  Procurement  and  Assignment  Service,  headed  by 
Dr.  Frank  H.  Lahey,  of  Boston,  by  a Nursing  Ad- 
visory Committee.  1 he  nursing  division  is  repre- 
sented on  all  the  present  advisory  committees  to  the 
Directing  Board  that  are  concerned  with  problems 
that  affect  nurses.  Miss  Katherine  Tucker,  Phila- 
delphia, Pa.,  and  Adiss  Laura  Grant,  New  Haven, 
Conn.,  have  been  appointed  to  the  Directing  Board. 

Miss  L.  Louise  Baker  has  been  named  an  Assistant 
Executive  Officer  of  the  Procurement  and  Assign- 
ment Service,  to  work  under  the  general  direction 
of  the  Directing  Board  and  Dr.  Adaxwell  Lapham, 
Executive  Officer.  She  will  have  the  responsibility 
of  carrying  out  the  functions  of  the  nursing  division 
and  will  be  assisted  by  Adiss  Ruth  A.  Heintzelman. 
The  already  existing  technical,  clerical  and  statistical 
sections  of  the  Central  Office  of  Procurement  and 
Assignment  Service  will  be  utilized  and  four  nurse 
consultants  will  be  added  to  the  staff  to  supervise 
the  work  in  the  field. 

The  activities  of  the  nursing  division  in  the  field 
will  be  carried  out  by  separate  State  and  local  com- 
mittees. The  Supply  and  Distribution  Committee  of 
the  State  Nursing  Councils  for  War  Service,  repre- 
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senting  the  various  nursing  organizations  in  each 
State  and  serving  without  compensation,  will  act  as 
the  State  Committee  for  Nurses  for  the  Procurement 
and  Assignment  Service  and  the  Local  Nursing 
Council  for  War  Service  will  act  as  the  local  com- 
mittee in  each  community.  Both  State  and  Local 
Committees  will  function  independently  of  but  in 
cooperation  with  the  State  Committees  for  Physi- 
cians of  the  Procurement  and  Assignment  Service. 

The  Health  Record  of  Our  Soldiers 

For  several  months  after  Aday  1942,  according  to 
the  Statistical  Bulletin  of  the  Metropolitan  Life  In- 
surance Company,  sickness  rates  in  the  Army  as 
measured  by  admissions  to  sick  report  for  disease, 
showed  distinct  improvement  over  the  previous 
year.  Mortality  rates  from  disease  have  also  been 
exceptionally  favorable.  Morbidity  and  mortality 
rates  beginning  late  in  October  1942  showed  a rise. 
Taking  the  year  1942  as  a whole,  however,  the 
Bulletin  informs  us  that  the  sickness  rate  was  appre- 
ciably lower  than  for  1941,  and  the  death  rate  very 
slightly  lower,  but  enough  so  to  establish  a new  low 
record. 

“Atypical”  pneumonia  has  been  diagnosed  among 
soldiers  by  the  thousands.  Scarlet  fever  and  measles 
have  been  on  the  increase  but  fatal  cases  have  been 
rare.  Cerebrospinal  meningitis  has  increased  but  the 
incidence  rate  was  below  the  peak  rates  of  1917-1918 
and  the  fatality  rate  has  been  very  low.  Venereal 
disease  still  constitutes  a major  health  problem  for 
the  Army  but  the  situation  is  still  vastly  superior  to 
that  which  prevailed  in  World  War  I.  On  the  favor- 
able side  again,  there  has  been  a sharp  decline,  over 
the  past  year  or  more,  in  the  incidence  and  mortality 
from  accidental  injuries.  The  country  should  be 
proud  of  the  Army’s  achievements  in  reducing 
accident  rates  through  its  consistent  and  effective 
safety  campaign.  The  flying  accident  rate  even 
among  pilots  in  training  has  been  substantially  re- 
duced, according  to  the  Bulletin. 

War  Medicine:  Vol.  4,  No.  1,  July  1943 

The  July  issue  of  War  Medicine  affords  the  reader 
an  interesting  and  exhaustive  review  of  air-borne 
infections,  contributed  by  personnel  of  Naval 
Laboratory  Research  Unit  No.  1.  This  review 
covers  the  history  of  air-borne  infection  as  well  as 
the  laboratory  experimentation,  the  work  that  has 
been  done  on  hospital  cross  infections,  infections  of 
wounds  from  the  operating  room  and  from  other 


sources,  and  the  reduction  of  such  infection  by 
various  methods— treatment  with  oil,  ultraviolet  rays, 
ventilation,  and  chemical  disinfection.  There  is  an 
exceptionally  complete  bibliography  accompanying 
this  article. 

Captain  M.  L.  Littman,  Sanitary  Corps,  AUS, 
offers  a rapid  method  for  isolation  and  identification 
of  enteric  pathogenic  organisms  from  feces  with  the 
use  of  standard  media.  A review  of  the  literature  on 
Head  Injury  by  H.  Houston  Alerritt  of  Boston 
appears  in  its  first  installment.  The  final  installment 
of  the  official  statement  concerning  The  Occupa- 
tional Therapy  Manual  is  also  included,  and  there  is 
a short  article  on  the  use  of  the  oscillograph  electro- 
cardiograph in  diagnosing  localized  tetanus. 

The  larger  proportion  of  the  abstracts  from  Cur- 
rent Literature  are  taken  from  foreign  medical 
Journals— Australian,  German,  British,  Russian, 
French— thus  enhancing  their  interest  if  not  their 
importance.  Eleven  American  books  are  reviewed. 

Official  Publication  On  Shock 

The  Adedical  Division,  U.  S.  Office  of  Civilian 
Defense,  has  published,  as  OCD  Publication  2212,  a 
35  page  pamphlet  entitled  “The  Clinical  Recogni- 
tion and  Treatment  of  Shock  with  sections  on  ‘Crush 
Syndrome’  and  ‘Blast  Syndrome.’  The  appendix 
contains  a tabulation  of  the  indications  for  trans- 
fusion with  illustrated  directions  for  plasma  admin- 
istration. This  publication  represents  the  latest  expe- 
rience in  this  field  acquired  during  the  present  war. 

Hospitals  Designated  for  Special  Surgical 
Treatment 

To  date  Lovell  General  Hospital,  Fort  Devens, 
Massachusetts,  is  the  only  one  in  New  England 
designated  by  the  Adjutant  General’s  Office  for 
specialized  treatment.  This  hospital  will  care  for 
neurosurgical  patients  returning  from  overseas. 

The  following  appeared  in  Information  Bulletin 
of  the  Embassy  of  the  U.  S.  S.  R.  published  in 
Washington,  D.  C. 

British,  American  and  Canadian  Surgeons 
Visit  Moscow 

A delegation  of  British,  American  and  Canadian 
surgeons  has  arrived  in  Moscow  to  establish  closer 
contact  with  Soviet  medical  circles  and  exchange 
experiences  acquired  in  wartime.  The  delegates  in- 
clude Rear  Admiral  Gordon  Taylor,  Adajor  General 
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of  Medical  Service  David  Monroe,  Dr.  Watson 
Johnes,  Dr.  Rock  Carling,  Drs.  Cotner  Elliot  and 
Davis  Lopol  of  the  Medical  Corps  of  the  American 
Army  and  Dr.  Penfield  of  Montreal. 

The  delegation  was  welcomed  by  Professor  Vasili 
Papin,  Deputy  Peoples  Commissar  for  Health  Pro- 
tection of  the  U.  S.  S.  R.  The  delegates  will  inspect 
Koreisha,  Secretary  of  the  Scientific  Medical  Coun- 
cil under  the  Peoples  Commissariat  of  Health  Pro- 
tection of  the  U.  S.  R.  R.  The  delegates  will  inspect 
the  work  of  Soviet  scientific  institutions  and  military 
and  civilian  hospitals. 

Blood  Donors  Save  Many  Lives 

Since  the  first  days  of  the  war  Soviet  doctors 
have  done  their  utmost  for  the  wounded,  with  the 
result  that  more  than  70  per  cent  of  Red  Army 
men  and  commanders  have  been  returned  to  active 
service.  This  has  been  achieved  by  use  of  the  most 
modem  methods  of  treatment  evolved  by  Soviet 
medicine,  including  the  powerful  healing  method 
of  blood  transfusion,  which  owes  its  widespread  use 
to  the  researches  of  Acdemician  Alexander  Bogo- 
molets and  Professors  Sergei  Spasokukotsky  and 
Andrei  Bogdasarov. 

Blood  transfusion  is  widely  practiced  in  the  treat- 
ment of  war  wounds.  This  method,  which  is  applied 
on  a universal  scale,  beginning  with  the  mobile  field 
hospital  in  the  immediate  vicinity  of  the  front  and 
ending  with  the  hospitals  far  in  the  interior  of  the 
country,  needs  further  improvement  both  in  regard 
to  actual  transfusion  and  the  preservation  and  stor- 
age of  blood.  In  this  connection  research  is  being 
conducted  on  the  physico-chemical  changes  occur- 
ring during  the  storage  of  conserved  blood,  with  the 
aim  of  working  out  improved  methods  for  its 
preservation. 

These  investigations  have  resulted  particularly  in 
the  working  out  of  a new  method  for  determining 
the  osmotic  resistance  of  erythrocytes,  permitting 
study  of  the  changes  in  the  conserved  blood  and 
allowing  comparison  of  the  efficiency  of  various 
methods  of  conservation  a considerable  time  before 
the  visible  onset  of  hemolysis.  Investigations  have 
likewise  embraced  several  new  substances  which  can 
serve  for  conserving  blood. 

Over  200,000  persons  in  Moscow  alone  have  given 
their  blood  to  save  the  lives  of  wounded.  In  1932, 
there  were  80  Blood  Transfusion  Institutes;  the 
number  has  now  been  multiplied  many  times.  Giving 


their  blood  is  one  manifestation  of  the  patriotism  of 
the  Soviet  peoples.  All  factories,  institutes  and  offices 
have  blood  donor  groups.  In  the  last  1 1 months  65 
workers  of  one  of  the  smaller  Kuibyshev  plants  gave 
107  liters  of  blood,  sufficient  to  save  the  lives  of 
3,500  fighters. 

A veteran  blood  donor  of  the  Soviet  Union, 
Nikolai  Ivanov,  was  recently  awarded  the  Badge  of 
Honor  for  “excellent  public  health  work”  by  the 
People’s  Commissar  of  Public  Health.  Ivanov,  a 
worker  from  Sverdlov,  first  began  giving  his  blood 
in  1932;  since  that  time  he  has  made  55  donations,  a 
total  of  20  liters  of  blood. 

Every  precaution  is  taken  to  safeguard  the  health 
of  the  donors.  An  account  is  kept  of  the  number  of 
times  blood  is  given  and  the  state  of  the  donor’s 
health.  A proper  period  of  rest  and  recuperation 
must  be  observed.  Because  of  these  measures,  states 
Professor  Andrei  Bogdasarov,  the  health  of  the 
donors  has  not  suffered  in  the  least. 

Research  on  Problems  Connected 
With  Shock 

It  is  common  knowledge  that  shock  is  a danger- 
ous complication  attending  heavy  wounds.  The 
prevention  and  cure  of  shock  represents  a highly 
important  problem  in  the  treating  of  wounds.  So- 
called  tourniquet  shock  is  fairly  common,  particu- 
larly in  connection  with  the  work  of  field  hospitals. 
Long  before  the  outbreak  of  the  war  a number  of 
research  and  surgical  laboratories  were  engaged  on 
problems  connected  with  shock.  A number  of  years 
ago  Professor  A.  Vishnevsky’s  clinic  worked  out  a 
method  of  novocain  anaesthesia  for  the  prevention 
of  tourniquet  and  wound  shock,  this  method  having 
found  wide  application  during  the  Soviet-Finnish 
War  with  eminently  satisfactory  results. 

The  diversity  of  shock  pathogenesis  is  equalled 
by  the  diversity  of  methods  of  its  prevention  and 
treatment,  and  research  in  connection  with  problems 
of  shock  continues.  One  of  Professor  Gurwich’s 
collaborators,  Professor  Bryness,  is  in  charge  of  a 
special  laboratory  engaged  in  problems  of  applying 
mitogenetic  rays,  and  is  conducting  experiments  on 
restoring  and  relieving  patients  in  a state  of  shock 
with  the  aid  of  cortical  hormones,  such  experiments 
having  already  been  carried  out  by  American  in- 
vestigators. 

Professor  Bryness’  laboratory  is  also  working  on 
restoration  from  shock  by  means  of  concentrated 
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mitogenetically  active  amino  acids,  this  being  an 
entirely  new  departure  in  this  field.  Notwithstand- 
ing that  American  investigators  have  already  applied 
cortin  as  an  anti-shock  factor,  this  problem  still 
remains  a matter  of  much  research,  and  several 
scientists  are  applying  themselves  both  to  the  prep- 
aration of  cortin  and  to  studying  its  application  as 
an  anti-shock  factor  and  as  a powerful  physiologic 
stimulant. 

Questions  of  anaesthesia,  particularly  by  means  of 
novocain,  are  of  great  importance  in  treating 
wounds— not  only  as  an  anaesthetic  during  opera- 
tions, but  also  as  a method  for  treating  pain  syn- 
dromes. For  several  years  the  clinic  headed  by 
Professor  A.  Vishnevsky  has  been  working  out  the 
method  of  novocain  infiltration  anaesthesia,  the 
application  of  novocain  for  blocking  various  nerve 
formations  in  different  diseases  and  wounds.  Many 
of  the  new  methods  worked  out  by  Professor 
Vishnevsky  have  found  wide  practical  application; 
in  particular,  novocain  blocking  of  the  vagus  nerve 
during  operations  of  the  thorax;  novocain  paro- 
nephral  blocking  in  tourniquet  shock,  etc.  The 
method  of  novocain  anaesthesia,  particularly  that  of 
novocain  electro-anaesthesia,  is  being  perfected  in 
regard  to  treating  causalgia  with  frequent  cerebro- 
spinal punctures,  in  treating  traumatic  injuries  of  the 
spinal  cord  and  in  other  instances. 

On  the  basis  of  the  ionic  permeability  of  the 
human  skin,  a new  type  of  non  polarizing  skin 
electrodes  has  been  evolved,  the  method  of  ionto- 
phoresis improved  and  technical  methods  worked 
out  for  the  electropharetic  introduction  of  novocain, 
ensuring  complete  local  anaesthesia.  The  latter 
method  was  elaborated  by  Dr.  Posnansky  and  the 
laboratory  headed  by  Professor  Rubinstein,  and 
was  successfully  applied  in  the  clinic  headed  by  the 
author  of  this  article.  The  method  now  finds  wide 
utilization. 

New  Film  On  '"Medicine  and  War” 

A film  on  “Medicine  and  War,”  showing  the  work 
of  Soviet  surgeons,  nurses  and  stretcher  bearers  at 


the  front  and  in  military  hospitals  in  the  rear,  is  now 
being  shown  in  Soviet  cinema  theaters.  The  camera- 
men succeeded  in  getting  many  dramatic  shots  of 
first  aid  being  rendered  to  wounded  on  the  firing 
line  and  the  removal  of  wounded  from  the  battle- 
field. One  section  shows  famous  Soviet  surgeons, 
including  Burdenko  and  Girgolav,  performing 
operations. 


Prescription  Formulae  of  Current  Interest 

(from  Professional  News  and  Views  published  by  The 
Connecticut  Association  for  the  Advancement  of  Profes- 
sional Pharmacy) 

ALKALINE  MIXTURE  OF  GENTIAN 


FORMULA: 

Sodium  Bicarbonate  4.5 

Tincture  Nux  Vomica 2.0 

Tincture  of  Gentian  Comp 20.0 

Distilled  Water,  q.s.  ad 100.0 


Sig:  Teaspoonful  before  meals  as  directed  by  the  physician. 
Use:  As  a bitter  stomachic  and  and  stimulant  to  gastric 
digestion. 

Approximate  price  to  patient:  75  cents  for  100  c.c. 
Reference:  Formulary,  New  Haven  Hospital,  Second 
Edition,  1941,  Gastro-Intestinal  Section,  page  32. 

ASTHMA  COUGH  MIXTURE  NO.  1 


FORMULA: 

Potassium  Iodide  4.0 

Tincture  Belladonna  4.0 

Fluid  Extract  Licorice 15.0 

Glycerin  15.0 

Distilled  Water,  q.s.  ad 90.0 


Sig:  One  teaspoonful  as  directed  by  physician. 

Use:  To  relax  spasm  and  liquefy  secretions  in  bronchial 
asthma. 

Approximate  price  to  patient:  75  cents  for  90  c.c. 

Reference:  Formulary,  New  Haven  Hospital,  Second 
Edition,  1941,  Allergy  Section,  page  73. 

1 he  New  Haven  Hospital  uses  a formulary  of  approved 
medicaments  for  the  convenience  of  the  Resident  Staff.  The 
formulary  is  prepared  by  a Pharmacy  Committee  which  in- 
cludes doctors  from  each  service  and  the  chief  pharmacist. 

No  item  is  admitted  to  the  formulary  until  its  value  has 
been  proven  bv  clinical  usage. 
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LISTEN  TO  A FOETAL  HEARTBEAT  — through  a new 

“twin-channel”  Davol  Stethoscope  Tube.  This  modern  tube  will  improve 
your  present  stethoscope.  Latex  for  long  life,  heavy  wall  for  durability,  and 
to  exclude  extraneous  sounds,  with  length  and  weight  just  right  to  make  it 
easy  to  carry  and  easy  to  use.  One  tube;  twin  channels.  No  obligation — 
want  to  try  one?  Ask  Professional  Equipment  Company,  36  Howe  Street, 
New  Haven  Connecticut. 
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Absenteeism  is  a consider- 
able factor  in  slowing  pro- 
duction of  war  materials 
essential  to  victory  and  the 
Committee  on  Man  Power 
of  the  Connecticut  War 
Council  is  instituting  every 
means  to  reduce  the  time  lost  from  this 
cause.  Physicians  may  not  generally  realize 
it  but  they  frequently  contribute  to  this 
deterrent  to  war  production  by  unneces- 
sarily approving  a period  of  absence  from 
work  following  minor  accidents  and  trivial 
illness.  Studies  of  this  factor  in  absenteeism 
have  been  made  and  it  has  been  shown  in 
many  instances  that  workers  could  have 
returned  to  their  jobs  more  promptly  with- 
out jeopardizing  their  recovery. 

This  message  is  being  sent  to  physicians  in 
the  State  in  the  hope  they  may  realize  that 
they  can  make  an  important  contribution  to 
vital  production  by  constantly  bearing  in 
mind  their  responsbility  in  seeing  that 
workers  under  their  care  are  returned  to 
their  jobs  as  promptly  as  is  consistent  with 
the  workers’  health.  There  is  an  almost 


immeasurable  shortage  of 
manpower  for  defense  in- 
dustries in  Connecticut  and 
every  extra  day  that  a 
worker  can  put  in  will 
count. 

.V. 

TP  IP 

Defense  plants  in  the  State  have  received 
thousands  of  statements  from  physicians 
asking  that  a worker  be  transferred  from 
one  job  or  shift  to  another.  It  is  realized  that 
often  such  requests  are  valid  from  a health 
standpoint  but  employers  have  received 
them  so  frequently  that  they  have  begun 
to  loose  their  importance.  Industry  cannot 
always  make  the  changes  of  jobs  and  shifts 
that  the  employee  desires  and  still  keep  the 
plant  working  at  maximum  efficiency,  but 
there  is  a sincere  willingness  on  the  part  of 
employers  to  make  changes  when  the  wel- 
fare of  the  worker  is  actually  affected.  And 
so  another  suggestion  is  made  to  Connecti- 
cut physicians  and  it  is  that  they  refrain 
from  certifying  requests  for  job  and  shift 
changes  unless  they  are  convinced  that  such 
change  is  absolutely  essential  to  the  health 
of  the  worker. 
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ACROSS  THE  CONTINENT 


Conference  On  Food  and  Agriculture 

Thomas  Parran,  Surgeon  General,  USPHS,  in 
Public  Health  Reports  (June  n,  1943)  lifts  the 
shrouds  of  mystery  which  so  long  enveloped  the 
recent  United  Nations  Food  Conference  at  Hot 
Springs.  At  the  first  plenary  session  on  May  18 
according  to  Dr.  Parran,  the  Conference  was  organ- 
ized into  four  sections  dealing  broadly  with  four 
main  questions: 

1 . What  are  the  needs  of  the  peoples  of  the  world 
for  foods  essential  to  health,  and  for  other  agri- 
cultural products? 

2.  What  are  the  prospects  for  organizing  produc- 
tion so  as  to  expand  it  and  better  direct  it  for  supply- 
ing consumption  needs? 

3.  By  what  means  can  the  increased  production 
be  distributed  to  meet  human  requirements? 

4.  What  kind  of  continuing  international  organi- 
zation is  necessary  to  aid  in  accomplishing  the  above 
objectives? 

Nutrition  experts  and  health  authorities  convened 
at  the  Conference  were  agreed  that  freedom  from 
want  of  food  among  all  people  in  any  land  has  never 
existed.  Even  in  the  nations  considered  best  fed 
malnutrition  is  widespread.  In  those  countries, 
regions,  and  population  groups  where  consumption 
deficiencies  are  most  marked,  disease  and  death  rates 
are  highest,  life  expectancy  is  shortest,  and  the  men- 
tal and  physical  vigor  of  the  people  is  the  lowest. 

The  Conference  was  a technical  and  exploratory 
one  and  therefore  the  delegates  could  only  recom- 
mend. This  they  proceeded  to  do  in  a formal 
declaration  that  the  governments  accept  “the  obliga- 
tion to  their  respective  peoples  and  to  one  another 
henceforth  to  collaborate  in  raising  levels  of  nutri- 
tion and  standards  of  living  of  their  peoples,  and  to 
report  one  to  another  on  the  progress  achieved.” 
The  Conference  also  recommended  that  a perma- 
nent international  organization  in  the  field  of  food 
and  agriculture  be  established.  For  this  purpose  an 
interim  commission  was  created  to  be  convened  in 
Washington  and  to  have  as  its  function  the  develop- 
ment of  a specific  plan  for  a permanent  organization. 

According  to  Dr.  Parran  the  Conference  hopes  to 
wipe  out  widespread  devastating  diseases  caused 


directly  by  lack  of  the  proper  food.  In  the  end  this 
should  produce  a higher  standard  for  mankind  with 
a race  more  fit,  more  vigorous,  and  with  greater 
physical  and  mental  stamina  than  heretofore  known. 

From  every  continent  came  reports  describing  the 
problems  of  nutrition.  Dr.  Parran  believes  that  by 
international  collaboration  for  the  benefit  of  all,  as 
outlined  in  this  Conference,  we  now  have  “The  first 
draft  of  a blueprint  for  the  conquest  of  hunger.” 
This  Conference  represented  forty-four  nations 
whose  delegates  all  agreed  that  the  conquest  of 
hunger  and  progressive  improvements  of  diets  are 
attainable  goals.  Such  a conference  and  such  conclu- 
sions would  hardly  have  been  possible  at  the  close 
of  World  War  I. ' 

Ohio  Opposes  Children’s  Bureau  Proposal 

The  Council  of  The  Ohio  State  Medical  Associa- 
tion has  expressed  itself  as  opposed  to  the  plan  pro- 
posed by  the  U.  S.  Children’s  Bureau  for  the  estab- 
lishment of  a federally  financed  and  supervised 
medical  program  in  that  state.  The  Committee  on 
Public  Relations  and  Economics  of  the  Ohio  Asso- 
ciation has  conferred  with  Army  officers  charged 
with  the  responsibility  of  administering  the  program 
of  a corporation  known  as  Army  Emergency  Relief 
and  has  come  to  the  conclusion  that  the  money  is 
being  provided  and  the  organization  for  providing 
medical  services  is  already  set  up,  making  unneces- 
sary additional  administrative  organization.  It  is  the 
opinion  of  the  Ohio  officials  consulted  that  this 
program  of  assisting  such  families  who  are  in  need 
of  medical  and  nursing  services  and  hospitalization, 
including  obstetrical  services  of  wives  of  soldiers 
and  medical  care  for  the  children  of  soldiers,  can 
and  should  be  expanded.  They  welcome  the  assist- 
ance and  cooperation  of  the  medical  profession  of 
Ohio  in  making  this  program  of  greater  practical 
value. 

By  utilizing  Army  Emergency  Relief  and  similar 
agencies  of  the  Navy  and  Air  Forces,  assistance 
would  be  made  available  in  the  form  of  a loan  or 
cash  grant.  Thus  the  wife  will  be  able  to  make  her 
own  arrangements  with  respect  to  fees,  services,  etc., 
with  a physician  of  her  own  choice  for  herself  or 
children.  In  the  event  that  the  funds  of  these  relief 
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agencies  become  inadequate,  Ohio  physicians  favor 
adoption  of  a plan  under  which  the  Federal  Govern- 
ment would  provide  financial  assistance  by  making 
a stated  cash  allotment  for  medical  and  nursing  serv- 
ices and  hospitalization  to  the  wife  and  children  of 
enlisted  men  on  the  basis  of  need.  They  are  opposed 
to  the  proposal  sponsored  by  the  U.  S.  Children’s 
Bureau  providing  for  obstetrical  and  pediatric  care 
at  fixed  fees,  set  up  and  paid  by  the  Bureau. 

President  Sherburne  of  the  Ohio  State  Medical 
Association  feels  that  the  methods  suggested  by  the 
Association  offer  greater  assurance  to  the  wives  and 
families  of  service  men  that  they  will  receive  good 
medical  attention  than  does  the  proposal  of  the 
Children’s  Bureau.  Organized  medicine  in  Ohio 
takes  the  stand  that  it  is  far  wiser  for  the  profession, 
if  necessary,  to  waive  all  expectation  of  remunera- 
tion for  services  rendered  to  a certain  percentage  of 
their  clientele  than  to  submit  to  any  program  which 
creates  a bureaucratic,  governmental  system  that 
eventually  will  destroy  the  foundation  of  the  private 
practice  of  medicine. 

Remarks  On  the  New  Wagner  Bill 

Dr.  Felix  J.  Underwood,  Health  Officer  of  Missis- 
sippi thus  voices  his  opinion  in  Mississippi  Doctor. 
“It  is  my  feeling  that  this  is  an  effort  to  enforce  upon 
the  United  States  Public  Health  Service  and  the 
Surgeon  General  of  the  United  States  Public  Health 

o 

Service  the  administration  of  a law  which  I do  not 
believe  they  want  any  more  than  the  State  Board 
of  Health  of  Mississippi  desired  that  all  the  charity 
hospitals  of  the  state,  including  the  mental  disease 
hospitals,  be  turned  over  to  the  State  Board  of 
Health  to  administer,  as  advocated  by  several 
splendid  Mississippi  lawmakers  during  the  1942 
session  of  the  Mississippi  legislature. 

“I  am  sure  that  the  leadership  in  medicine  and 
public  health  of  this  country  found  out  about  this 
bill  only  after  its  introduction  by  its  authors.” 

* * * * 

“It  would  seem  that  this  system  has  been  largely 
copied  from  the  British  system;  much  of  the  British 
system  inaugurated  by  Prime  Minister  David  Lloyd 
George  was  copied  from  the  Bismarck  system  in 
Germany  back  in  1870. 

“It  is  about  time  that  we  become  more  original 
in  our  thinking  in  this  country  and  quit  being  copy 
cats  of  countries  which  allowed  so  little  freedom  in 
' the  years  past  that  our  forefathers  were  forced  to 


flee  from  their  shores  to  preserve  for  themselves  and 
their  descendants  liberty  of  thought,  speech  and 
action— and  in  many  instances  their  very  lives!” 

Use  of  Neosynephrine  With  Cyclopropane 

Dr.  William  Neff  of  the  department  of  surgery  at 
Leland  Stanford  University  reports  his  experiences 
with  neosynephrine  during  cyclopropone  anesthesia 
in  the  Stanford  Medical  Bulletin,  May  1943.  Cyclo- 
propane anesthesia  has  been  found  to  produce  a 
diminished  peripheral  blood  supply  ten  or  fifteen 
minutes  before  there  is  any  change  in  pulse  or  blood 
pressure  in  the  developments  of  shock.  When  there  is 
any  delay  in  obtaining  serum  or  blood  the  admin- 
istration of  neosynephrine  has  been  found  to  post- 
pone circulatory  collapse  until  restorative  measures 
became  effective.  Patients  in  lithotomy  position 
undergoing  extensive  vaginal  repair  often  evidence 
signs  of  circulatory  depression  which  may  be  pre- 
vented by  the  use  of  neosynephrine  before  the 
patient  is  taken  from  the  lithotomy  position.  Patients 
recovering  from  profound  cyclopropane  anesthesia 
often  develop  an  apparent  delirium  due  to  the 
return  of  pain  perception  prior  to  mental  orienta- 
tion. Neosynephrine  may  be  used  to  advantage  with 
morphine  to  prevent  further  depressant  action. 

Health  Insurance  in  Canada 

(From  Minnesota  Medicine,  July  1943) 

The  Dominion  of  Canada  is  in  the  process  of 
framing  and  putting  into  effect  a compulsory  health 
insurance  bill  to  be  set  in  motion  in  the  same  manner 
as  the  Social  Security  Act  of  the  United  States,  on 
a basis  of  Federal  grants-in-aid. 

The  provinces  will  develop  their  own  legislation 
which  must  meet  certain  standards  and  specifica- 
tions in  order  to  qualify  for  the  grants-in-aid. 

If,  as  backers  expect,  the  act  is  passed  by  the 
Canadian  parliament  this  year,  it  will  require  another 
year  and  more  for  provincial  legislatures  to  act  and 
still  another  year  to  frame  administrative  regulations 
and  prepare  personnel  and  machinery  for  operation. 

Many  details  remain  to  be  thrashed  out  but,  if 
the  plan  now  proposed  is  adopted,  it  will  cover  the 
entire  population.  The  insured  person  will  pay  at  the 
rate  of  $26  a year  but  no  individual  will  pay  more 
than  three  per  cent  of  his  income  for  himself.  If 
he  is  without  gainful  occupation  or  income,  pay- 
ment will  be  made  out  of  public  funds.  The  cost  for 
children  is  to  be  spread  out  over  the  entire  popula- 
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tion  and  there  will  be  no  premium  for  children  under 
16.  Total  costs  will  be  borne  in  part  by  taxation,  in 
part  by  employers,  in  part  by  employed  individuals 
over  1 6. 

All  licensed  physicians  will  be  eligible  to  furnish 
care  under  the  law  and  each  person  is  to  have  free 
choice  of  physician  for  himself  and  his  children. 
Compensation  may  be  by  capitation  or  by  fee-for- 
service  or  by  salary  or  a combination  of  these 
methods  to  be  determined  by  negotiations  between 
the  various  provincial  governments  and  committees 
of  the  profession. 

Of  most  interest  to  physicians  of  the  United  States 
is  the  fact  that  the  Canadian  Medical  Association 
has  approved  compulsory  health  insurance  in  prin- 
ciple and  committees  of  its  Council  have  consulted 
with  the  National  Advisory  Committee  on  Health 
Insurance  in  working  out  some  aspects  of  the  bill. 
The  bill  as  formulated  and  presented  did  not  em- 
brace all  of  the  twenty  principles  adopted  as  essen- 
tial to  a health  insurance  plan  in  July,  1942,  by  the 
Canadian  Medical  Association  at  its  annual  meeting; 
but  it  seems  to  be  generally  understood  that  many 
modifications  may  be  expected  in  the  formulation 
of  provincial  legislation. 

Back  of  the  action  taken  by  the  Canadian  Associa- 
tion lies  a geographic  and  economic  situation  which 
differs  widely  from  the  United  States.  The  vast, 
thinly  populated  sections  which  characterize  so 
much  of  Canada  have  always  presented  difficulties 
in  the  provision  of  medical  services.  The  community 
doctor,  tried  out  in  Manitoba  and  other  western 
provinces,  was  one  answer  to  the  problem.  It  was 
also  one  step  toward  federally  supported  govern- 
ment medicine. 

With  real  difficulties  to  meet,  on  the  one  hand, 
and  with  compulsory  health  insurance  already  an 
established  precedent  in  England,  on  the  other,  there 
could  be  little  doubt  about  the  course  the  Dominion 
would  eventually  take.  The  physicians,  themselves, 
apparently  felt  that  opposition  would  merely  weaken 
the  influence  of  the  association  in  shaping  purely 
medical  aspects  of  the  Canadian  plan. 

Importance  of  Preplacement  Examination 

James  H.  Biram,  medical  director  at  Colt’s  Patent 
Firearms  Manufacturing  Co.,  reports  in  a letter  to 
the  editor  of  Industrial  Medicine  that  he  has  had  no 
further  trouble  with  rashes  due  to  phenol  formalde- 
hyde resins.  His  formula  is  simple.  He  now  recom- 


mends hiring  only  men  with  black  hair  and  thick 
swarthy  skin  for  work  in  the  moulding  room.  Dr. 
Biram  reports  an  average  of  one  transfer  in  six 
months  in  the  finishing  processes  and  on  the  finished 
product  because  of  a rash.  Preplacement  skin  exam- 
inations now  control  this  difficulty  almost  entirely. 

Polio  Cases  at  Highest  Since  1934 

While  accurate  predictions  are  impossible,  accord- 
ing to  National  Foundation  News , there  is  an  indi- 
cation that  1943  may  go  down  on  the  records  as  one 
of  the  major  epidemic  years  for  infantile  paralysis. 
Analysis  of  the  situation  at  the  end  of  the  first  26 
weeks  of  the  year  shows  the  total  number  of  cases 
to  be  higher  than  for  any  of  the  past  twelve  years, 
excepting  1934.  During  the  first  six  months,  1,084 
cases  were  reported  from  42  states.  (The  six  month 
average  for  the  past  ten  years  is  841.) 

Award  of  Medal 

J he  Leslie  Dana  Gold  Medal,  awarded  annually 
for  outstanding  achievements  in  the  prevention  of 
blindness  and  the  conservation  of  vision,  will  be 
presented  this  year  to  Dr.  Walter  B.  Lancaster  of 
Boston,  it  is  announced  by  the  National  Society  for 
the  Prevention  of  Blindness. 

Meningococcus  Meningitis 

In  the  five  year  period  from  1938  through  1942, 
according  to  the  bulletin  of  the  New  Haven  Depart- 
ment of  Health,  there  were  159  cases  of  meningo- 
coccus meningitis  in  Connecticut,  an  average  of  32 
cases  per  year.  The  deaths  resulting  from  this  disease 
during  this  period  constituted  19  per  cent  of  the 
total. 

For  the  first  four  months  of  1943  the  number  of 
cases  reported  in  Connecticut  has  soared  to  111, 
eight  times  the  average  for  the  same  period  for  the 
preceding  five  years. 

New  Haven  has  had  a similar  spectacular  rise  in 
the  incidence  of  meningitis,  having  had  n cases 
during  this  period,  nine  times  the  average  for  the 
preceding  five  year  period. 

This  rise  was  not  unexpected,  since  it  was  en- 
countered in  this  country  during  World  War  I as 
well  as  in  England  during  the  first  years  of  the 
present  conflict.  Most  authorities  agree  that  the 
increased  incidence  of  this  disease  has  some  connec- 
tion with  the  altered  living  habits  and  crowding  that 
occur  during  these  critical  periods. 
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A New  Exchange 

The  University  of  Texas,  School  of  Medicine,  has 
decided  to  publish  a quarterly  to  be  known  as  Texas 
Reports  on  Biology  and  Medicine.  Volume  1,  Num- 
ber 1,  appeared  in  the  spring  of  this  year  and  has 
reached  us  as  the  latest  addition  to  our  group  of 
exchange  journals.  This  first  issue  contains  articles 
on  scientific  medicine,  one  on  T he  Role  of  Special- 
ists in  Military  Medicine,  local  university  news,  a 
short  historical  article,  the  program  of  the  semi- 
centennial graduation  exercises,  and  a statement 
concerning  the  diagnostic  service  of  the  University’s 
clinic  and  hospital. 

T exas  Reports  is  attractively  arranged  and  follows 
the  pattern  of  other  medical  school  scientific  pub- 
lications. We  welcome  it  into  the  family. 

Winthrop  Prepares  for  Increased 
Production  of  Penicillin 

Winthrop  Chemical  Company,  Inc.,  has  an- 
nounced plans  for  a “vast  increase”  in  production  of 
penicillin,  new  highly  concentrated  extract  from 
common  cheese  mold  which  kills  bacteria  and  which 
has  proved  to  be  rapidly  curative  in  such  diseases  as 
blood  stream  infection,  osteomyelitis,  pneumonia 
and  gonorrhea. 

Additional  facilities  for  the  manufacture  of  this 
potent  drug  have  been  acquired  in  Rensselaer,  N.  Y., 
according  to  Dr.  Theodore  G.  Klumpp,  president, 
and  w ill  be  devoted  entirely  to  the  manufacture  of 
the  drug  which  is  now  allocated  exclusively  to  the 
Armed  Forces.  The  War  Production  Board  has 
granted  high  priority  ratings  for  needed  equipment, 
he  said,  and  work  is  proceeding  at  all  possible  speed. 

Farm  Work  a Health  Problem 

Dr.  Parran,  Surgeon  General  of  the  United  States 
Public  Health  Service,  informs  us  that  there  are 
indications  that  during  the  next  year  a large  number 
of  people  will  be  recruited  and  moved  by  the  Gov- 
ernment to  agricultural  areas  for  work  on  farms. 
Any  such  mass  migration  will  certainly  give  rise  to 


many  health  problems,  and  will  create  a need  for 
health  department  sendees.  Until  the  scope  and 
scheme  of  organization  of  such  a plan  are  more 
clearly  defined,  it  is  impossible  to  say  just  what  it 
will  entail,  but  we  must  obviously  be  prepared  to 
assume  some  responsibility  in  whatever  program  is 
evolved. 

An  Enterprising  Cabby 

According  to  Medical  Annals  of  the  District  of 
Columbia,  there  is  at  least  one  Washington  taxi 
driver  who  is  not  letting  “the  grass  grow  under  his 
feet.”  When  he  learned  of  the  recent  action  taken 
by  the  Office  of  Price  Administration  to  insure  a 
sufficient  supply  of  gasoline  for  doctors,  he  prepared 
and  distributed  the  following  letter  to  his  passengers. 

“Recent  Press  reports  indicate  that  Senator  Mc- 
Carran  is  under  the  impression  that  local  doctors 
need  lots  of  gasoline  to  visit  their  patients. 

“1  hat  is  a joke.  Local  m.d.’s  do  very  little  visiting. 
The  patients  must  come  to  them— even  when  they 
have  broken  limbs.  How  do  they  do  it?  Very 
simple— by  taxicabs. 

“During  my  33  years  of  cab  driving— in  this  city— 
I estimate  that  cabs  have  done  at  least  98  per  cent 
of  the  ambulance  work  here.  If  a patient  is  able  to 
hobble  or  crawl,  he  uses  a cab  to  get  medical  atten- 
tion. That  is  because  the  cab  is  the  lowest  price 
ambulance  in  the  world.  Therefore,  I say  the  cabs 
should  get  the  gas  the  Doctors  want.  It  is  the  cab 
which  enables  a majority  of  people  to  get  to  a 
Doctor.  He— in  most  cases— won’t  come  to  them. 

“Now,  ODT  must  find  a way  to  give  local  cabs— 
and  even  those  in  nearby  Maryland  and  Virginia— at 
least  10  gallons  of  gas  every  24  hours,  or  the  drivers 
will  have  to  quit  and  take  other  jobs  until  the  gas 
shortage  has  been  solved.  Such  a shut  down  in  cab 
service  will  leave  people  who  use  cabs  to  obtain 
medical  attention,  to  catch  trains  and  planes,  etc., 
in  a desperate  plight.” 

Well,  the  doctors  aren’t  the  only  ones  who  have 
gasoline  troubles! 
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THOUSANDS  HAVE  SAID “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation,  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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Health  Problems  in  the  Middle  Americas 

From  an  address  by  Captain  W.  S.  Bainbridge,  U.S.N.R., 
delivered  at  the  One  Day  Institute,  New  York  City, 
April  12,  1943 

The  beginning  of  real  inter- American  friendship 
had  its  inception  over  forty  years  ago,  not  through 
trade,  or  politics,  or  diplomacy,  but  through  sanita- 
tion, when  the  Pan  American  Sanitary  Bureau  was 
created.  We  Americans  of  the  north,  more  favored 
along  many  lines  than  our  brothers  in  the  Middle 
Americas,  offered  then  to  help  with  their  health 
problems,  and  mutual  cooperation  between  leaders 
of  Middle  America  and  the  United  States  resulted 
in  outstanding  achievements  and  in  the  promise  of 
further  accomplishment.  The  Pan  American  Con- 
ference held  in  Rio  de  Janeiro  early  in  1942  has 
ushered  in  a new  era  in  our  relationship. 

In  any  medical  discussion  of  the  Middle  Americas, 
we  must  bear  in  mind  that  most  of  them  have  tropi- 
cal or  sub-tropical  climate,  with  jungles,  inaccessible 
mountains,  acres  and  acres  of  desert  land,  with 
whole  regions  lacking  water. 

The  lack  of  sanitary  conditions  is  the  primary 
cause  of  the  regional  diseases  of  the  Middle  Americas. 

J!.  4&.  -Y- 

W W IT 

Medical  science  as  a science  has  long  been  estab- 
lished in  the  American  tropics.  The  Dominican 
Republic  had  a hospital  before  1503,  and  a School 
of  Medicine  founded  in  1538;  Puerto  Rico  founded 
her  first  hospital  around  1511,  Panama  about  1521, 
and  in  Mexico  City  there  exists  the  oldest  function- 
ing hospital  in  all  the  Americas,  with  modern  equip- 
ment and  methods,  founded  by  Cortez  in  1524. 
Also  in  Adexico  City  a Chair  of  Adedicine  came  into 
being  in  1580. 

Many  of  our  remedies  of  today  are  derived  from 
the  Aztec  pharmacopias.  The  diet  of  pregnant  Aztec 
women  was  very  carefully  regulated,  and  both  the 
Mayas  and  Aztecs  stressed  the  importance  of 
physical  training  of  children.  Edward  Jenner  of 
England  introduced  vaccination  against  small  pox 
in  1796  and  it  was  only  eight  years  later,  in  1804 
that  small  pox  vaccination  was  practiced  in  Guate- 
mala. It  was  made  compulsory  in  1824. 

In  Adiddle  America  were  made  some  of  the  great- 
est strides  in  medical  history.  The  story  of  the 
elimination  of  yellow  fever  from  Cuba,  through  the 
discovery  of  its  transmission  by  the  mosquito,  is  a 
classic  too  well  known  to  be  repeated. 

* * # 


It  is  clear  that  Middle  Americans  and  North 
Americans  have  some  similar  medical  problems  and 
that  there  is  need  for  mutual  help  and  cooperation. 

Adalaria,  a far  greater  menace  in  Aliddle  America 
than  yellow  fever,  will  soon  be  our  problem  as  well. 

jf-  -y.  j*. 
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In  all  the  Middle  Americas  there  is  much  sickness 
and  disease  and,  except  in  the  larger  cities,  few  if 
any  doctors  to  attend  the  ailing.  In  Mexico  for 
instance,  between  the  years  1932  and  1936  in  towns 
of  10,000  or  less  inhabitants,  86.32  per  cent  of  the 
people  died  without  any  medical  diagnosis  whatever. 
In  all  of  Adexico  during  that  period  60.80  per  cent 
of  the  deaths  were  without  a doctor’s  diagnosis.  In 
the  rural  districts  of  Mexico  there  was  one  doctor 
for  from  five  to  ten  thousand  population.  In  one 
state  there  was  one  doctor  for  every  52,669  persons. 
In  a remote  region  of  the  Yucatan  68.76  per  cent 
died  before  reaching  5 years  of  age,  and  nearly  77 
per  cent  of  the  population  never  lived  beyond  fifteen 
years  of  age— just  about  the  time  when  we  begin  to 
plan  for  the  future  of  our  children. 

* * * 

It  must  not  be  forgotten  that  the  speed  of  trans- 
portation has  brought  the  entire  world  into  a closer 
orbit.  As  people  go  quickly  from  one  country  to 
another,  and  as  travel  multiplies,  they  carry  diseases 
with  them— diseases  indigenous  to  each  country,  par- 
ticularly those  which  are  endemic.  Cooperation  of 
the  medical  profession  of  the  different  lands  and 
coordination  for  treatment  is  more  necessary  than 
ever  in  this  kind  of  world. 

W herever  I went,  even  at  the  port  of  entry  into 
the  United  States,  I was  struck  often  by  the  need  for 
less  perfunctory  examination  and  much  greater  care 
with  regard  to  the  people  who  come  and  go  from 
one  country  to  another.  All  the  money  and  all  the 
officials  in  the  world  will  be  of  no  avail  unless 
meticulous,  scientific  precautions  are  taken. 

1 hroughout  all  the  Adiddle  Americas  I found 
great  and  real  need  for  help.  The  Governments 
realize  that  there  is  a vital  job  to  be  done  and  are 
bending  their  efforts  in  every  direction  to  relieve 
the  situation.  1 he  water  borne  diseases  such  as 
typhoid  and  dysentery,  intestinal  parasitoses,  malaria, 
yaws,  jungle  fever,  leprosy,  small  pox.  tuberculosis, 
and  so  forth,  are  claiming  the  attention  of  all.  The 
help  of  the  United  States  continues  to  be  needed 
and  is  being  given.  We  have  the  funds  and  the 
trained  workers,  and  the  different  countries  are  free 
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to  call  upon  the  Pan  American  Sanitary  Bureau  and 
other  agencies  for  assistance  in  matters  of  public 
health.  The  Pan  American  Sanitary  Bureau  has  been 
doing  a great  work,  particularly  these  last  twenty- 
three  years  under  the  outstanding  leadership  of 
Surgeon  General  Hugh  S.  Cumming,  and  allocates 
workers  and  scientists  to  cooperate  with  the  na- 
tionals in  solving  their  problems. 

Mexico  Passes  Social  Insurance  Law 

The  Child , published  by  the  Lb  S.  Department  of 
Labor,  Children’s  Bureau,  reports  the  passage  by 
both  houses  of  the  National  Congress  of  Mexico 
of  a social  insurance  bill.  Under  the  new  law  effec- 
tive January  19,  1943  insurance  is  to  be  provided 
for  the  contingencies  of  illness,  accidents  whether 
industrial  or  not,  maternity,  involuntary  unemploy- 
ment, invalidity,  old  age,  and  death.  Contributions 
are  required  from  the  workers  in  proportion  to  their 
wages,  with  equal  amounts  from  the  Government, 
and  double  amounts  from  employers. 

Provision  is  made  for  the  protection  of  mothers 
and  children.  In  cases  of  illness  the  insured  person 
will  receive  medical  and  surgical  care,  medicines, 
and,  if  unable  to  work,  a cash  payment  of  about 
one-third  of  his  or  her  wages.  In  addition,  the 
woman  insured  in  her  own  right  received  during 
pregnancy,  confinement,  and  the  puerperium  the 
following  benefits:  Medical  care,  including  attend- 
ance at  childbirth,  a cash  benefit  equal  to  the  sick 
benefit  and  payable  for  6 weeks  before  confinement 
and  6 weeks  afterward;  in  addition,  during  a week 
before  the  expected  date  of  childbirth  and  a month 
after  delivery  the  sick  benefit  will  be  increased  to 
equal  the  woman’s  wages.  The  benefit  is  paid  only 
if  the  woman  receives  no  sick  benefit  from  another 
source  and  if  she  is  not  engaged  in  paid  work  during 
that  period.  Before  the  passage  of  the  social  insur- 
ance law  the  employer  was  required  under  the  labor 
law  to  pay  the  woman  full  wages  for  1 week  before 
childbirth  and  1 month  afterward,  during  which 
time  her  employment  was  prohibited.  A nursing 
benefit  not  exceeding  one-half  of  the  sick  benefit  is 


paid  to  the  mother  for  6 months  after  childbirth  or, 
in  her  absence,  to  the  woman  caring  for  the  child. 

The  wife  or  common  law  wife  of  an  insured  man 
and  their  children  under  16  are  also  entitled  to 
medical  and  surgical  care  and  medicines,  provided 
they  are  economically  dependent  on  the  insured 
and  are  themselves  not  entitled  to  benefits  under 
the  social  insurance  law.  The  wife  of  an  insured 
man,  or  the  woman  living  with  him  in  common 
household,  is  entitled  also  to  obstetric  care. 

Fhe  law  provides  for  invalidity  and  old  age  pen- 
sions and  unemployment  benefits.  Upon  the  death 
of  an  insured  man  a funeral  benefit  of  120  pesos  is 
paid  to  his  family,  also  a pension— smaller  than  the 
old  age  or  invalidity  pension— to  his  widow  or  to  the 
woman  with  whom  he  had  lived  in  common  house- 
hold, and  to  their  children.  The  same  applies  to  the 
children  of  an  insured  woman.  No  distinction  is 
made  between  children  of  legitimate  and  those  of 
illegitimate  birth. 

The  importance  of  preventive  medical  services  of 
individual  or  general  application,  as  a means  of 
forestalling  illness  and  disabilitv,  is  emphasized. 

The  law  is  to  be  put  into  effect  gradually  and  is 
to  be  administered  by  the  Mexican  Institute  of 
Social  Insurance  (Instituto  Mexicano  del  Seguro 
Social),  an  official  agency  which  is  authorized  to 
inspect  establishments  employing  workers  subject 
to  insurance. 

Penalties  are  prescribed  for  failure  to  comply 
with  the  law. 


NOTICE 

Through  an  error  in  mailing  some  members 
of  the  Society  received  two  copies  of  the 
August  issue  of  the  Journal.  A return  of  these 
extra  copies  to  54  Church  Street,  Hartford,  will 
be  appreciated.  Postage  will  be  paid  if  re- 
quested. 


THE  PSYCHOLOGICAL  EFFECT  — on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 
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Maine 

The  Maine  Medical  Association  this  year  dis- 
pensed with  the  usual  scientific  program  at  its  annual 
meeting  and  held  instead  a one-day  session  of  the 
House  of  Delegates  at  Augusta.  At  this  session, 
Oscar  F.  Larson  of  Machias  was  elected  president. 
Dr.  Larson  possesses  the  rugged  physique  and  ster- 
ling character,  tempered  by  thirty-eight  years  of 
practice  in  a climate  which  makes  no  allowance  for 
weaklings.  He  can  point  with  pride  to  two  sons, 
both  captains  in  the  Medical  Corps,  U.  S.  Army. 
Raymond  V.  N.  Bliss  of  Blue  Hill  was  chosen 
president-elect.  Founder  of  and  surgeon  to  the  Blue 
Hill  Memorial  Hospital  since  1921,  as  well  as  a 
veteran  of  World  War  I,  Dr.  Bliss  is  highly  respected 
and  widely  known  throughout  his  State. 

New  York 

On  June  1,  1943,  the  Associated  Hospital  Service 
of  New  York  made  available  to  its  policy  holders 
increased  benefits  which  included  unlimited  x-ray 
and  laboratory  examinations.  The  Coordinating 
Council  of  the  Five  County  Medical  Societies  has 
gone  on  record  as  opposed  to  this  new  all  inclusive 
contract  because  it  provides  certain  benefits  which 
are  deemed  to  be  medical  sendees  and  not  hospital 
services.  It  involves  the  services  of  roentgenologists, 
pathologists,  anesthetists  and  physical  therapist 
physicians.  The  Coordinating  Council,  according  to 
the  Westchester  Medical  Bulletin,  believes  that  the 
difficulty  lies  chiefly  with  the  several  hospitals  and 
their  contractual  relations  with  the  specialists  in 
question. 


NEWS 

from  County  Associations 

Hartford 

Industrial  Medicine , July  1943,  contains  an  address 
on  “The  Physically  Handicapped— Their  Rehabilita- 
tion and  Employment  in  Connecticut,”  delivered  by 
James  H.  Biram,  medical  director  of  Colt’s,  at  the 


annual  meeting  of  the  American  Association  of  1 
Industrial  Physicians  and  Surgeons  recently  held  in 
Rochester,  N.  Y. 

The  drive  for  a $5,000,0000  fund  for  the  Hartford 
Hospital  has  ended  with  the  goal  not  only  attained  1 
but  exceeded. 

The  Federal  Government,  having  promised  prior-  i 
ities  as  well  as  a grant  of  50%  of  the  cost  for  the  new  ; 
Hartford  Isolation  hospital,  a request  to  the  Com- 
mon Council  for  an  appropriation  of  $117,000  will 
be  made.  The  final  plans,  in  the  hands  of  govern- 
ment officials,  call  for  a two  story,  44  bed  structure. 

It  is  believed  that  construction  will  start  this  year. 

It  has  been  announced  that  Francis  L.  Lundborg 
of  West  Hartford  will  enter  the  Army  about 
September  1. 

A movement  is  under  way  in  Hartford  County  to 
establish  a voluntary  panel  of  physicians  to  care  for 
emergency  calls.  The  load  is  now,  it  is  agreed,  un- 
equally divided  and  there  is  public  criticism  of  the 
present  means  of  providing  such  care  in  more  popu- 
lous areas.  An  adequate  central  call  station  is  one  of 
the  factors  under  consideration  as  is  the  manner  of 
publicizing  the  procedure  to  be  followed  by  those 
requiring  emergency  medical  care. 


News  from  Yale  University 
School  of  Medicine 

Yale  Medical  Library  Opens  New  Student 
Reading  Room 

The  Yale  Medical  Library  recently  opened  a new 
student  reading  room  which  was  furnished  as  a 
memorial  to  the  late  Dr.  Walter  R.  Steiner  through 
the  generosity  of  Mr.  Elisha  H.  Cooper  of  New 
Britain.  This  room  which  adjoins  the  main  historical 
library  is  to  be  used  also  to  house  and  display  the 
Collection  of  Yale  YIedical  Memorabilia.  Among 
many  new  items  added  to  this  collection  are  photo- 
graphs and  prints  given  by  Dr.  S.  C.  Harvey. 
Recently  added  too  are  Dr.  Steiner’s  office  and  desk 
chair  and  a personal  collection  of  books  relating  to 
Yale,  gifts  from  the  Adisses  Steiner.  Another  acquisi- 
tion is  an  engraving  and  autograph  manuscript  of 
the  renowned  poet  and  geologist  Dr.  J.  G.  Percival, 
the  gift  of  Dr.  Creighton  Barker.  The  completion 
of  this  room  fills  a long  felt  want  as  a place  to  house 
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memorabilia  having  to  do  with  the  history  of  the 
Yale  School  of  Medicine.  The  curator  Dr.  Herbert 
Thoms  will  be  pleased  to  add  such  items  as  books, 
photographs,  classbooks,  instruments,  etc.,  having 
to  do  with  the  history  of  the  institution  and  it  is 
hoped  that  members  of  our  Society  having  such 
memorabilia  will  see  the  wisdom  of  depositing  such 
items  where  their  safety  and  permanency  can  be 
assured.  The  room  is  open  on  week  days  and  can 
also  be  seen  at  the  time  of  the  Clinical  Congress. 

The  Trask  Memorial  Room 

The  Pediatrics  Department  of  the  Yale  University 
School  of  Medicine  has  recently  opened  a memorial 
room  which  is  named  for  the  late  Dr.  James  D. 
Trask.  This  room  which  is  located  near  the  medical 
and  pediatric  laboratories  is  so  equipped  that  it  may 
be  used  as  a class  room  and  also  as  a study  for  those 
students  who  are  serving  as  clinical  clerks  in  the 
Department.  Among  the  furnishings  are  books  and 
prints  from  Dr.  Trask’s  library  and  on  the  door  of 
the  room  are  office  door  plates  which  have  been 
used  by  three  generations  of  physicians  all  of  the 
same  name.  The  furnishing  of  the  room  was  made 
possible  by  funds  contributed  by  medical  students, 
alumni  of  the  Pediatric  Service  of  the  New  Haven 
Hospital  and  by  other  friends  of  Dr.  Trask. 


The  Food  Problems  of  Free  China 

Professor  Thomson  of  the  University  of  Nan- 
king reports  in  Nutrition  Reviews , July  1943,  that 
the  food  problems  of  Free  China  are  those  of  pre- 
war China  greatly  accentuated  and  augmented  by 
the  six  years  of  war.  Nutritional  surveys  and  clini- 
cal studies  made  in  various  parts  of  China  during 
the  years  immediately  preceding  the  Japanese  in- 
vasion in  1937  disclosed  grave  dietary  and  nutri- 
tional inadequacies  as  well  as  malnutrition  among 
many  groups  of  people.  These  included  xerophthal- 
mia, night  blindness,  urinary  calculus,  hyperkera- 
tosis, osteomalacia,  rickets,  tetany,  avitaminosis  C, 
ariboffavinosis,  beriberi,  pellagra,  as  well  as  nutri- 
tional edemas  and  anemia.  In  many  instances  the 
deficiencies  were  multiple.  Further  clinical  studies 


made  in  East  China  during  the  four  years  from 
1937  to  Pearl  Harbor  revealed  startling  increases  in 
the  incidence  as  well  as  in  the  severity  of  these 
manifestations  of  malnutrition  especially  among  the 
refugees. 

In  Free  China  many  of  the  newer  problems  are 
directly  connected  with  the  vast  migration  of  tens 
of  millions  of  people  from  East  China  into  a terri- 
tory often  already  densely  populated.  These 
refugees  must  be  fed  until  fully  restored  to  health, 
rehabilitated  and  reestablished  on  the  land  as  food 
producers.  Furthermore  extra  burdens  are  placed  on 
the  farmers  to  provide  for  the  fourteen  million  or 
more  men  in  the  various  branches  of  China’s  armed 
forces,  a large  proportion  of  whom  have  been  taken 
from  the  farms.  The  scorched  earth  policy  has 
further  reduced  the  food  available  in  areas  near  the 
battle  line  such  as  the  rich  rice  growing  districts 
around  Changsha.  Inflation  has  raised  the  cost  of 
living  index  to  an  unprecedentedly  high  level  of 
6,000  per  cent  or  sixty  times  the  1937  prewar  level. 
The  resulting  impossibly  high  cost  of  foods  has  so 
impoverished  the  professional  and  salaried  groups 
that  they  are  now  suffering  from  serious  widespread 
malnutrition  and  a generally  lowered  resistance. 
The  increase  in  general  morbidity  and  especially 
in  tuberculosis  is  tragic. 

Afedical  observations  in  Free  China  during  these 
war  years  add  further  evidence  of  widespread  mani- 
festations of  malnutrition  arising  not  only  from 
inadequate  intakes  but  also  resulting  from  secondary 
or  conditioning  factors  such  as  unusual  physical 
exertion,  pregnancy,  lactation,  or  certain  types  of 
illnesses  which  increase  the  requirement,  impair  the 
absorption,  or  hasten  the  excretion  of  the  essential 
nutrients.  In  all  these  areas  the  individuals  who 
suffer  most  from  malnutrition  are  pregnant  and 
lactating  women,  infants,  growing  children,  and 
convalescents,  especially  wounded  or  disabled 
soldiers. 

It  is  clear  that  China  has  tremendous  food  prob- 
lems. These  will  undoubtedly  be  increased  when 
her  armies  push  back  the  invaders  who  will  probably 
destroy  all  standing  food  crops  and  stored  grains 
as  they  retreat. 


BLOOD  PRESSURE?  PRESTO!  — You  are  always  asking, 

“What’s  new?”  The  Taylor  Instrument  Company  answers  with  the  introduc- 
tion of  a manometer  cuff  based  on  an  entirely  new  time  saving  principle.  Fits 
instantly  all  sizes  of  arms  without  twisting  or  slipping.  For  sale  by  1 he 
Professional  Equipment  Company.  Telephone  New  Haven  7-2138.  In  Bridge- 
port or  Hartford,  Enterprise  2530. 
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Tuesday  and  Wednesday 


I Full  Program  on  Pages  613-615  'j 


Your  Registration  Card  is  Enclosed 
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SPECIAL  NOTICES 


LEGAL  MEDICINE  CONFERENCE  AND 
SEMINAR 

I.  CONFERENCE 

The  Massachusetts  Medico-Legal  Society  in  conjunction 
with  the  Department  of  Legal  Medicine  of  Harvard  Medical 
School  has  arranged  for  an  all-day  Conference  to  be  held  at 
the  Mallory  Institute  of  Pathology,  Boston  City  Hospital,  on 
Wednesday,  October  6,  1943.  This  will  be  open  to  any  regis- 
tered physician,  lawyer,  police  official,  criminal  investigator, 
senior  medical  student  or  other  person  whose  duties  are 
associated  with  medico-legal  topics. 

It  will  include  lectures,  demonstrations,  and  informal  dis- 
cussions concerning  many  subjects  in  legal  medicine,  par- 
ticularly stressing  results  of  some  more  recent  methods.  No 
limit  has  been  made  for  the  number  of  conference  attend- 
ants, there  is  no  fee,  and  advance  application  is  not  essential. 
Advance  notice  of  intention  to  attend  would  be  helpful, 
however,  and  should  be  addressed  to  Dr.  William  H. 
Watters,  Department  of  Legal  Medicine,  Harvard  Medical 
School,  Boston. 

II.  SEMINAR 

The  Harvard  Medical  School,  Courses  for  Graduates  will 
offer  a Seminar  in  Legal  Medicine  to  occupy  the  entire  week 
October  4 to  9,  inclusive.  It  is  planned  particularly  for  medi- 
cal examiners  and  coroners’  physicians,  but  will  be  open  also 
to  any  other  suitable  graduate  of  an  approved  medical  school. 

The  course  will  be  practical  rather  than  theoretical  and  will 
consist  of  autopsy  demonstrations,  technique  and  interpreta- 
tion of  laboratory  tests,  study  of  the  day  by  day  cases  of  a 
medical  examiner,  round  table  conferences,  and  the  many 
subjects  now  included  in  the  widening  field  of  legal  medicine. 
In  order  that  each  participant  may  receive  the  maximum 
benefit,  the  enrollment  has  been  limited  to  fifteen.  For  the 
Seminar  the  fee  is  $25.  Application  should  be  made  on  or 
before  October  1 to  Harvard  Medical  School,  Courses  for 
Graduates,  25  Shattuck  Street,  Boston,  Massachusetts. 


NINTH  ANNUAL  MEETING  OF  MISSISSIPPI 
VALLEY  MEDICAL  SOCIETY  AT  QUINCY, 
ILLINOIS,  SEPTEMBER  29-30 

A splendid  program  has  been  arranged  for  the  Ninth 
Annual  Meeting  of  the  Mississippi  Valley  Medical  Society  at 
Quincy,  111.,  September  29-30.  Over  20  leading  clinician 
teachers  will  put  on  the  usual  intensive  program  that  has 
always  featured  this— “The  Mid  West’s  Greatest  Intensive 
Post-Graduate  Assembly  for  General  Practitioners.”  The 
first  day  will  feature  an  All-Chicago  program  (arranged  by 
Dr.  W.  O.  Thompson,  Associate  Professor  of  Medicine, 
Northwestern  University)  with  a complimentary  stag  buffet 
supper.  There  will  be  a big  Exhibit  Hall  and  the  usual  Fel- 
lowship Hour  and  Banquet  that  has  always  been  one  of  the 
attractive  features  of  this  annual  meeting.  The  entire  program 
will  be  practical  and  will  be  keyed  to  wartime  medicine. 


All  ethical  physicians  are  invited  to  attend.  Medical  officers 
of  the  Army  and  Navy  are  cordially  invited  to  be  guests  of 
the  society  if  they  register  in  service  uniform.  A detailed 
program  of  the  meeting  may  be  obtained  from  the  Secretary, 
Harold  Swanberg,  m.d.,  209-224  W.  C.  U.  Building,  Quincy, 
Illinois. 


EYE  NEWS  LETTER 

The  National  Society  for  the  Prevention  of  Blindness  is 
now  publishing  a bi-monthly  newsletter,  entitled  Eye  Health 
and  Safety  News,  for  free  distribution  among  physicians, 
nurses,  public  health  officials,  social  workers,  educators, 
safety  engineers,  and  others  who  are  professionally  interested 
in  some  aspect  of  sight  conservation. 

Each  issue  of  Eye  Health  and  Safety  News  contains  a 
variety  of  brief  items  on  developments  and  new  projects  in 
the  campaign  for  prevention  of  blindness.  A regular  feature 
is  the  reporting  of  activities  in  this  field  carried  on  by  official 
and  voluntary  state  agencies. 

Those  who  are  interested  in  receiving  this  new  publication 
regularly  are  invited  to  write  to  the  Society,  1790  Broadway, 
New  York  19,  N.  Y. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

Will  hold  its  twenty-second  annual  scientific  and  clinical 
session  September  8,  9,  10  and  1 1 , 1943,  inclusive,  at  the 
Palmer  House,  Chicago.  Rehabilitation  is  in  the  spotlight  to- 
day—Physical  Therapy  plays  an  important  part  in  this  work. 
The  annual  instruction  course  will  be  held  from  8:00  to  10:30 
a.  m.,  and  from  1:00  to  2:00  p.  m.  during  the  days  of  Septem- 
ber 8,  9 and  10,  and  will  include  a round  table  discussion 
group  from  9:00  to  10:30  a.  m.,  Thursday,  September  9. 
The  scientific  and  clinical  sessions  will  be  given  on  the 
remaining  portions  of  these  days  and  evenings.  A feature 
will  be  an  hour  demonstration  showing  technic  from  5:00 
to  6:00  p.  m.  during  the  days  of  September  8,  9,  and  10.  All  of 
these  sessions  will  be  open  to  the  members  of  the  regular 
medical  profession  and  their  qualified  aides.  For  information 
concerning  the  instruction  course  and  program  of  the  con- 
vention proper,  address  the  American  Congress  of  Physical 
Therapy,  30  North  Michigan  Avenue,  Chicago,  Illinois. 


CONVENTION  OF  MILITARY  SURGEONS 

The  Association  of  Military  Surgeons  of  the  United  States 
will  hold  its  51st  annual  convention  in  Philadelphia  at  the 
Bellevue-Stratford  Hotel  October  21-23,  inclusive,  according 
to  an  announcement  by  association  officers. 

The  three  day  convention  will  assemble  doctors  from  all 
the  current  war  fronts  where  United  States  forces  are  fight- 
ing, and  from  the  great  base  hospitals  where  rehabilitation  of 
the  wounded  is  in  progress.  They  will  bring  with  them 
information  on  the  latest  techniques  of  wartime  medicine 
and  surgery.  Numerous  forum  lectures,  practical  demon- 
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strations,  moving  pictures  and  teaching  panels  are  planned 
to  present  the  wealth  of  data  to  the  convention. 

Honorary  chairman  of  the  convention  this  year  is  Rear 
Admiral  Ross  T.  Mclntire,  Surgeon  General  of  the 
Navy.  The  general  chairman  is  Captain  Joseph  A.  Biello, 
MC — USN,  who  is  District  Medical  Officer  of  the  Fourth 
Naval  District. 

The  vice-chairmen  are  Brigadier  General  George  F.  Lull, 
USA,  of  Washington,  D.  C.,  and  Commander  E.  L.  Bortz, 
MC — USNR,  of  Philadelphia.  Alembers  of  the  executive 
committee  for  the  convention  include  Captain  R.  H.  Lan- 
ing,  AIC — USN;  Dr.  Stanley  P.  Reimann,  Dr.  Gilson  Colby 
Engle,  Commander  J.  L.  Finney,  USNR,  and  Dr.  A.  New- 
ton Richards. 

National  officers  of  the  association  are  as  follows: 

President,  Captain  William  L.  Alann,  AIC — USN,  National 
Naval  Adedical  Center,  Bethesda,  Add.;  first  vice-president, 
Col.  Lucius  A.  Salisbury,  AdC,  New  York  National  Guard; 
second  vice-president,  Assistant  Surgeon  General  Warren 
F.  Draper,  L^SPFIS;  third  vice-president,  Col.  Edgar  Erskine 
Hume,  AdC — USA;  fourth  vice-president,  Col.  Irvin  Abel, 
AdC — USA;  fifth  vice-president,  Dr.  Martin  L.  Cooley, 
Veteran’s  Administration;  secretary,  Col.  James  Ad.  Phalen, 
(Ret)USA,  and  executive  secretary,  Stuart  E.  Womeldorph. 


APPEAL  FOR  DRUGS  AND  INSTRUMENTS 

To  help  the  Adedical  and  Surgical  Relief  Committee  of 
America  continue  its  vital  work  of  providing  emergency 
medical  kits  to  Coast  Guard  patrol  boats  and  Navy  sub- 
chasers, an  urgent  appeal  for  drugs  and  instruments  has  been 
issued  by  the  Committee  to  surgeons,  physicians,  and  medi- 
cal supply  houses. 

Among  the  items  sorely  needed  to  equip  the  emergency 
kits  are  artery  clamps,  splinter  forceps,  scalpels,  probes, 
grooved  directors,  sulfadiazine  tablets,  sulfadiazine  ointment 
5%,  sulfathiazole  tablets,  and  sterile  shaker  envelopes  of 
crystalline  sulfanilamide.  Any  other  spare  medicines  or  sur- 
gical instruments  are,  of  course,  equally  welcome. 

Specially  designed  for  sub-chasers  and  patrol  boats,  the 
medical  kit  is  a small  portable  case  filled  with  essential 
medications  and  emergency  instruments.  It  is  complete 
enough  to  cover  accident  and  war  casualties  until  the  ship 
reaches  a base  hospital.  Alany  of  these  small  craft  carry  a 
considerable  complement  of  men,  including  often  a pharma- 
cist’s mate.  Appreciative  letters  from  their  officers  to  the 
Committee  indicate  that  the  kit  is  a vital  adjunct  to  the  ship’s 
equipment.  This  project  represents  an  invaluable  service  not 
undertaken  by  any  other  organization.  The  Adedical  and 
Surgical  Relief  Committee  of  America,  conducted  for  nearly 
3 years  by  a nationwide  group  of  distinguished  physicians, 
has  distributed  over  a half-million  worth  of  medical  and 


surgical  supplies,  concentrated  foods  and  vitamins  to  the1' 
pcople — civilian  and  fighting — of  the  United  Nations.  , , 

Along  with  medical  equipment,  the  patrol  boat  and  sub-  1 
chaser  emergency  kit  contains  a simple  fishing  outfit,  pre-  , 
pared  bait,  signalling  mirrors,  ready  to  be  used  in  time  of 
disaster  when  the  crew  must  resort  to  life  rafts. 

Please  send  your  contributions  to  Adedical  and  Surgical  i 
Relief  Committee  of  America,  420  Lexington  Avenue,  New 1 
York,  N.  Y. 


MODERN  METHODS  OF  IMMUNIZATION 

Physicians  who  are  concerned  with  the  immunization  of 
infants  and  children  have  as  their  goal  the  use  of  materials 
which  will  not  sensitize  the  patient  and  the  utilization  of 
routes  of  administration  that  cause  least  discomfort.  Definite 
assistance  toward  these  objectives  is  provided  by  use  of  com- 
bined antigens  in  the  opinion  of  a recent  observer  (J.  Florida 
M.  A.,  28:330,  1942).  The  author  has  employed  Combined 
Diphtheria  Toxoid-Tetanus  Toxoid,  Alum  Precipitated 
(Lilly)  for  the  last  three  years  without  any  untoward 
reactions. 

The  combination  of  diphtheria  and  tetanus  toxoids  is 
effected  by  mixing  suitable  amounts  of  the  respective  toxins 
which  have  been  detoxified  by  the  use  of  formaldehyde,  and 
precipitating  from  this  combination  with  alum  the  diphtheria 
and  tetanus  toxoids.  The  individual  toxoids  are  tested  for 
toxicity  prior  to  mixing,  and  the  combined  alum  precipitated 
toxoid  is  tested  for  toxicity  after  precipitation.  Potency  is 
determined  by  injecting  guinea  pigs  with  a human  dose.  After 
four  weeks  the  blood  serums  of  these  animals  must  show  at 
least  2 units  of  diphtheria  antitoxin  and  2 units  of  tetanus 
antitoxin  per  cubic  centimeter  of  blood  serum. 

Should  exposure  to  either  diphtheria  or  tetanus  occur 
before  immunization  against  each  disease  is  completed,  the 
usual  procedures  for  immediate  protection  of  unimmunized 
subjects  should  be  considered.  The  combined  toxoid  is  not 
for  treatment,  it  is  a prophylactic  measure  of  active  immuni- 
zation against  diphtheria  and  tetanus. 


Crowell’s  Professional  Pharmacy 

Wm.  H.  Crowell,  Prop. 

F.A.C.A. 


77  WEST  MAIN  STREET 
NEW  BRITAIN  CONNECTICUT 


AFTER  HITLER’S  FUNERAL  you  medical  draftees  and  vol- 

unteers will  want  a new,  modern  office.  Why  not  let  us  issue  you  a credit 
to  apply  on  your  post-war  medical  equipment  and  furniture?  AVhen  Uncle 
Sam  calls,  ask  us  for  the  details  of  our  liberal  credit-balance  plan,  or  for  our 
cash  proposition.  Turn  over  to  us  the  headache  of  disposing  of  your  present 
equipment!  Professional  Equipment  Co.,  36  Howe  Street,  New,  Haven,  Conn. 

(See  PAGE  2) 
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STEW  BOOKS  IN  REVIEW 

NEW  BOOKS  IN  REVIEW 

1 PHYSIOLOGY  IN  AVIATION.  By  Chalmers  L.  Gemmill, 
b.s.,  m.d.,  Commander,  MC— USNR.  Associate  Professor 
in  Physiology,  The  Johns  Hopkins  University,  School  of 
Medicine,  Baltimore,  Maryland.  Instructor  in  Physiology, 
School  of  Medicine,  Naval  Air  Station,  Pensacola,  Florida. 
With  a chapter  on  Instrument  Flight  by  Lt.  Frederick  B. 
Lee,  USNR.  Springfield,  III.:  Charles  C.  Thomas.  1943. 
124  pp.  18  figures.  18  tables.  $2.00  postpaid. 

Reviewed  by  D.  H.  Barron 

Aviators,  physicians,  and  engineers  seeking  to  appreciate 
the  biological  problems  set  by  man’s  operation  of  the  air- 
plane at  high  speeds  and  altitudes  will  find  Commander 
GemmiH’s  little  book  Physiology  in  Aviation  of  assistance  in 
their  efforts.  They  must,  however,  be  prepared  to  correct  a 
number  of  misstatements,  and  to  properly  interpret  many 
'ambiguous  and  loose  phrases;  for  example,  the  author  writes 


“oxygen  compositon”  when  “oxygen  percentage”  is  meant, 
“found”  for  “formed”  and  “up”  when  lie  means  “down.” 
1 hese  blemishes  seriously  limit  the  book’s  usefulness  but 
their  removal  in  a new  edition  should  permit  many  readers 
to  enjoy  its  brevity  and  simple  style. 

REPORTS  OF  THE  COUNCIL  ON  PHARMACY  AND 
CHEMISTRY . Issued  under  the  direction  and  supervision 
of  the  Council  on  Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association.  Chicago:  American  Medical 
Association.  1943.  207  pp.  $1.00. 

1 hrough  the  years  the  size  of  this  volume  has  grown  with 
the  increased  work  of  the  Council  on  Pharmacy  and  Chem- 
istry until  the  present  edition  has  the  same  number  of  pages 
as  the  book  published  in  1908,  which  covered  the  Council’s 
first  four  years  of  activity.  Some  of  the  functions  of  this 
group  are  well  known,  but  a more  thorough  understanding 
of  the  Council’s  scope  may  be  gained  from  the  annual  re- 
print. I his  volume  epitomizes  that  phase  of  the  Council’s 
work  which  may  be  said  to  be  collateral  to  the  “acceptance” 
of  drugs,— the  informative  consideration  of  current  medical 
problems  in  the  interest  of  rational  therapeutics.  It  contains 


REFRIGERATION  SERVICE 

FOR  HOUSEHOLD  - COMMERCIAL 
AND  AIR  CONDITIONING 

Hartford  Refrigeration  Service,  Inc. 

20  Elm  Street  2-3271  HARTFORD 


JAMES  H.  KANE 

DRUGGIST 

245  Dixwell  Avenue,  Cor.  Admiral  Street 
New  Haven  Connecticut 


Malpractice  — Radium 
All  Risk  Instrument 

Aetna  and  Affiliated  Companies 

R*  C.  Knox  <Sl  Company 

125  Trumbull  Street  Tel.  2-0206 

HARTFORD,  CONNECTICUT 

We  Sell  All  Forms  of  Insurance 


WAR  TAXES  BOOST  COLLECTIONS 

The  new  tax  law  permits  the  deduction  of 
amounts  paid  on  old  bills  from  the  Income  Tax. 
By  telling  debtors  how  to  make  this  deduction, 
we  are  getting  miraculous  results  on  accounts 
that  our  clients  considered  uncollectible.  We  wel- 
come a chance  to  handle  your  bills  for  a modest 
percentage  of  the  amount  recovered. 

Send  card  or  prescription  blank  for  details. 


National  Discount  & Audit  Co. 

Herald  Tribune  Bldg.  New  York,  N.  Y. 

The  leading  reliable  collection  service 


SAGE  - ALLEN 

Hartford,  Connecticut 

Authorized  Service  for 

CAMP  SUPPORTS 

Sage-Alien’s  experienced  corsetieres  are  specially  trained  in  the  scientific  fitting  of  Camp  gar- 
ments. Whether  it’s  a problem  of  poor  posture,  natural  obesity,  fatigue  or  strain,  to  mention  a 
few  . . . these  and  many  other  figure  problems  call  for  the  aid  of  a Camp  Support. 

Corset  Departnnent  . . . Second  Floor 
TELEPHONE  2-7171,  to  make  your  appointment 
Out-of-Town  Customers  use  our  free  TELEPHONE  SERVICE  . . . ENTERPRISE  1000 
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reports  of  studies  by  private  investigators  which  were 
originally  published  in  the  Journal  of  the  American  Medical 
Association  under  the  sponsorship  of  the  Council  such  as 
preliminary  discussions  of  new  developments  in  therapeutics 
and  timely  articles  on  the  status  of  recognized  agents  as  well 
as  reports  of  omission  or  rejection  of  products  from  New 
and  NonofRcial  Remedies.  It  also  offers  a record  of  current 
decisions  on  matters  of  Council  policy. 

Several  of  the  reports  are  of  particular  interest  for  various 
branches  of  medical  science:  the  use  of  bulk  ether  in 
anesthesia,  the  absorption  of  surgical  gut  (catgut),  the  higher 
types  of  antipneumococcus  rabbit  serum,  the  surgical  and 
medical  treatment  of  animals  with  experimental  hypertension 
and  the  status  of  racemic  epinephrine  solutions  for  oral 
administration.  The  reports  in  this  small  compact  volume 


Heartiest  greetings  from  two  stores  that 
always  give  their  customers  what  the 
doctor  orders 

UTLEY  AND  JONES 
Professional  Pharmacists 

John  W.  Nolan,  Reg.  Pharm.  Mgr. 

60  Broadway  Norwich,  Conn. 

Julius  S.  Cooper,  Reg.  Pharmacist 
1 Thames  Street  Norwich,  Conn. 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 


ACCIDENT,  HOSPITAL.  SICKNESS 

INSURANCE 


For  Ethical  Practitioners  Exclusively 


[57,000  Policies  in  Force] 

For 

$5,000.00  accidental  death  $32.00 

$25.00  weekly  indemnity,  accident  and  sickness  per  year 

For 

$10,000.00  accidental  death  $64.00 

$50.00  weekly,  indemnity,  accident  and  sickness  per  year 

For 

$15,000.00  accidental  death  $96.00 

$75.00  weekly  indemnity,  accident  and  sickness  per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS,  WIVES 
AND  CHILDREN 

41  Years  Under  the  Same  Management 

$2,418,000.00  INVESTED  ASSETS 

$11,350,000.00  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Bldg.  Omaha,  Nebr. 


represent  expert  medical  consensus  and  are  proffered  to  aid 
in  the  consideration  of  the  value  of  therapeutic  agents. 

NEW  AND  NONOFFICIAL  REMEDIES,  1943.  Contain- 
ing descriptions  of  the  articles  which  stand  accepted  bv 
the  Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  on  January  1,  1943.  Chicago:  Ameri- 
can Medical  Association.  1943.  772  pp.  $1.50. 

The  current  volume  of  New  and  Nonofficial  Remedies 
continues,  with  minor  improvements,  the  convenient  and 
informative  system  of  classification  adopted  for  the  1942 
volume.  The  terminology  of  the  official  drugs  has  been  re- 
vised co  conform  to  the  U.S.P.  XII  and  the  N.F.  VII.  One 
notes  that  the  valuable  bibliographic  index  now  appears  on 
white  instead  of  “India  Tint”  paper,  a wartime  necessity  no 
doubt.  This  index  appears  before  the  general  index  which 
is  now  more  properly  placed  at  the  end  of  the  book.  To  one 
accustomed  to  the  old  format  of  New  and  Nonofficial  Reme- 
dies the  new  arrangement  appears  at  first  somewhat  awkward 
but  with  a little  use  the  wisdom  and  convenience  of  the 
changes  becomes  more  and  more  apparent. 

Textual  changes  and  revisions  do  not  appear  to  be  as 
numerous  as  in  some  previous  editions.  The  chapter,  Digi- 
talis and  Digitalis-like  Principles  and  Preparations,  has  been 
extensively  and  somewhat  radically  revised  to  keep  pace  with 
the  changing  attitude  toward  this  drug.  It  is  understood  that 
in  this  revision  the  Council  had  the  aid  of  the  foremost 
digitalis  authorities,  pharmacologists  and  clinicians  alike. 
Other  revisions  have  been  made  obviously  to  keep  the  book 
up  to  date  with  medical  knowledge.  To  cite  a specific  revision 
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Braces  - Belts  - Etc. 
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PROFESSIONAL 
ADJUSTMENT  BUREAU 

EST.  1930 

Personal  Collectio?i  Inter- 
views by  trained  adjusters 
is  the  solution  to  your  prob- 
lem of  delinquent  patients 
in  Connecticut. 

BEN  R.  LYDICK 
902  Chapel  St.,  New  Haven 

Telephone  6-1738 


NEW  BOOKS  IN  REVIEW 

indicating  the  increasing  skepticism  of  the  Council  concern- 
ing a drug,  it  is  interesting  to  contrast  the  following  sen- 
tence in  the  1942  general  article  on  Chaulmoogra  Deriva- 
tives, “The  therapeutic  properties  of  chaulmoogra  oil  appear 
to  be  due  to  these  optically  active  unsaturated  fatty  acids  of 
the  chaulmoogric  series,”  which  in  the  1943  edition  reads 
“Any  therapeutic  properties  chaulmoogra  oil  may  possess 
would  appear  to  be  due  to  these  optically  active  unsaturated 
fatty  acids  of  the  chaulmoogric  series.” 

No  such  spectacular  new  additions  as  the  appearance  in  a 
previous  volume  of  the  sulfonamides  is  to  be  noted.  Among 
the  more  noteworthy  of  the  new  additions  are  Nikethamide, 
the  central  nervous  system  stimulant  which  was  first  intro- 
duced as  Coramine;  Diethylstilbestrol,  the  synthetic  estrogen; 
Trichinella  Extract  for  the  diagnosis  of  trichinosis;  and 
Zephiran  Chloride,  a mixture  of  alkyl  dimethyl  benzyl 
ammonium  chlorides,  an  interesting  new  anti-infective  agent. 

No  one  can  examine  the  successive  volumes  of  New  and 
Nonofficial  Remedies  without  increasing  his  profound  respect 
for  the  faithful  and  unselfish  work  of  the  Council  on  Phar- 
: macy  and  Chemistry  in  the  cause  of  rational  therapeutics. 
Each  volume  represents  a progressive  milestone  on  the  road 
of  medical  science. 

DISEASES  OF  METABOLISM.  Edited  by  Garfield  G. 
Duncan , m d , Chief  of  Medical  Service  “B”,  Pennsylvania 
Hospital;  Associate  Professor  of  Medicine,  Jefferson  Medi- 
cal College;  Philadelphia.  Philadelphia  and  London:  W. 
B.  Saunders  Company.  1942.  985  pp.  with  158  illustra- 
tions including  7 plates  in  color.  $12.00. 

Reviewed  by  Arthur  B.  Landry 

This  book,  as  the  author  states  in  the  preface,  aims,  “to 
provide  for  the  physician  a practical  basis  for  the  under- 
standing, diagnosis,  and  treatment  of  the  various  metabolic 
disorders.” 

Whether  or  not  one  may  think  the  book  a bit  too  inclusive 
or  unjustifiably  invasive  through  textuary  incorporation  of 
anemias,  avitaminosis,  obesity,  and  undernutrition  one  must 
admit  the  fact  that  these  maladies  are  so  intimately  and 
extensively  bound  up  with  the  processes  of  metabolism  that 
their  omission  from  the  text  would  have  been  a grievous 
mistake.  Surely,  since  “metabolism  is  the  sum  total  of  tissue 
activity  in  terms  of  physicochemical  changes  associated  with 
and  regulated  by  the  availability,  utilization  and  disposal  of 
protein,  fat,  carbohydrate,  vitamins,  mineral,  water  and  the 
influences  which  the  endocrines  exert  on  these  processes”— 
then  there  is  good  reason  to  group  these  under  metabolic 
disorders.  On  the  basis  of  this  definition  there  is  reason  to 
question  the  omission  of  rheumatoid  arthritis  from  this  work. 
Though  less  well  understood  than  gout— which  is  given  due 
consideration  in  this  book— the  discussion  of  this  non  in- 
fectious arthritis,  escaping  none  of  the  influences  of  metabo- 
lism, is  conspicuously  missing.  However,  this  latter  criticism 
detracts  not  one  cubit  from  the  value  and  excellence  of  this 
book. 

The  first  five  chapters  dealing  successively  with  general 
consideration  of  metabolism,  carbohydrate,  protein,  lipid  and 
mineral  metabolism,  avoid  the  stereotyped  recitation  of 
physicochemical  phenomena  and  their  alteration  by  patho- 
logical processes  and  qualitative  and  quantitative  dysfunction. 
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that  patients  enjoy  a comforting  sense  of  well-being  and 
confidence  which  renders  them  more  responsive  to  treat- 
ment. The  neurotic  and  “complaining”  type  of  patient  is 
less  likely  to  make  excessive  demands  on  the  doctor’s  time. 

As  each  Spencer  Support  is  individually  designed,  per- 
fect fit  and  comfort  are  achieved.  The  doctor  is  not  an- 
noyed by  complaints  of  patient  dissatisfaction.  Because 
each  Spencer  is  individually  designed  it  is  guaranteed 
never  to  lose  its  shape.  A support  that  stretches  out  of 
shape  becomes  useless  before  worn  out. 

Spencers  are  never  sold  in  stores.  For  a Spencer  Spe- 
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They  clearly  and  logically  discuss  and  translate  the  recundite 
into  understandable  terms.  They  tender  sound  and  practi- 
cable therapeutic  suggestions.  Illustrations,  diagrams,  and 
charts  are  in  numbers  sufficient  to  help  clarify. 

Likewise  the  chapter  on  water  balance  in  health  and  disease 
is  a fine  exposition  of  human  hydrodynamics  and  an  excellent 
guide  to  the  scientific  treatment  of  surgical  shock,  edemas, 
diabetic  ketosis,  fluid  loss  through  gastro-intestinal  tract, 
nephritis,  and  toxemia  of  pregnancy. 

The  chapter  on  diabetes  mellitus  deserves  commendation. 
In  some  two  hundred  pages  is  contained  briefly,  yet  accur- 
ately, the  history  of  this  disease  and  the  epoch  making  con- 
tributions to  its  control.  The  etiology,  diagnosis,  complica- 
tions, and  treatment  of  diabetes  in  childhood  and  adolescence 
are  adequately  presented  together  with  case  histories 
illustrative  of  the  difficulties  encountered,  particularly  in  the 
treatment. 

Other  disorders  such  as  glycogen  disease,  xanthomatoses, 
diabetes  inspidius  and  hyperinsulinism  are  given  careful  con- 
sideration. Each  is  dealt  with  expertly. 

To  compress  into  one  volume  the  fundamental  principles 
of  metabolism  with  their  implications  in  health  is  no  mean 
task,  but  also  to  include  therein  the  diagnosis  and  treatment 
of  various  metabolic  disorders  is  indeed  a great  achievement. 
Only  by  hewing  pretty  closely  to  the  known  and  practicable 
and  maintaining  a respectable  shyness  of  the  nebulous  and 
speculative  have  the  contributors  made  this  possible. 

I his  book  is  one  of  those  rare  scientific  works  which  have 
the  distinction  of  being  fascinating  and  stimulating  as  well 
as  instructive.  It  is  written  in  clear  concise  English  by  masters 
in  their  respective  specialties  and  edited  by  a cliniciary  of 
exceptional  ability.  “Diseases  of  Metabolism”  by  Duncan 
should  be  at  the  elbow  of  every  practitioner. 

NUTRITION  AND  DIET  IN  HEALTH  AND  DISEASE. 

(Fourth  edition,  thoroughly  revised.)  By  James  S.  Mc- 

Lester , m.d.,  Professor  of  Medicine,  University  of  Alabama. 

Philadelphia:  W.  B.  Saunders  Co.  1943.  849  pp.  $8.00. 

Reviewed  by  Stanley  B.  Weld 

Again  Dr.  (VlcLester  in  his  thorough  and  painstaking 
manner  affords  the  physician  a book  on  nutrition  and  diet 
which  is  complete  and  up  to  date.  This  edition  contains 
several  changes  from  its  predecessor.  Many  of  the  bibliog- 
raphies appearing  at  the  end  of  the  chapters  are  increased. 
The  chapter  on  vitamins  is  rewritten  in  the  light  of  present 
knowledge.  The  section  on  Food  Products  contains  several 
pages  of  food  charts  which  have  been  added.  Diet  and  Old 
Age  has  been  added  to  the  chapter  on  Normal  Diet.  The 
chapter  on  Diet  and  Reproduction  has  been  amplified  while 
the  chapter  on  Feeding  the  Surgical  Patient  has  been  con- 
densed and  improved.  A new  chapter,  Nutrition  in  Industry, 
adds  important  facts  in  this  growing  field.  Changes  in  the 
distribution  and  composition  of  the  commoner  foods,  par- 
ticularly those  necessitated  by  the  exigencies  of  war,  are 
discussed. 

Fhe  book  is  replete  with  charts  and  tables  as  well  as 
sample  diets  for  various  diseases  and  conditions.  It  should 
be  exceedingly  valuable  to  the  practitioner  as  a reference 
book  and  to  the  medical  student  as  an  authority  in  the  field 
of  nutrition  and  diet.  Dr.  McLester’s  popularity  as  a teacher 
is  ably  demonstrated  in  this  volume. 
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THE  CLINICAL  EPIDEMIOLOGY  OF  POLIOMYELITIS 
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Although  ancient  historical  records  describe 
afflictions  in  humans  which  probably  are  polio- 
myelitis, the  development  of  our  conception  of  the 
disease  is  quite  recent.  Among  others,  Bonetus  in 
1700  reported  the  occurrence  of  convulsions  and 
loss  of  motion  during  teething.  Boerhaave  (1761) 
referred  to  paralysis  occurring  in  Asia.  It  was  not 
iuntil  1784,  however,  that  Michael  Underwood1 
described  the  clinical  characteristics  of  the  disease 
which  we  know  today  as  poliomyelitis.  He  wrote 
“The  disability  intended  here  is  not  noticed  by  any 
medical  writer  within  the  compass  of  my  reading, 
[or  it  is  not  so  described  as  to  ascertain  the  disease.  It 
is  not  a common  disorder,  1 believe,  and  seems  to 
! occur  seldomer  in  London  than  in  some  other  parts. 
Nor  am  I enough  acquainted  with  it  to  be  fully 
satisfied,  either  in  regard  to  the  true  cause,  or  seat 
of  the  disease,  either  from  my  own  observation,  or 
that  of  others;  and  I have  myself  never  had  oppor- 
tunity of  examining  the  body  of  any  child  who  has 
died  of  this  complaint.  I shall,  therefore,  only  de- 
scribe its  symptoms  . . .,  in  order  to  induce  other 
practitioners  to  pay  attention  to  it. 

“It  seems  to  arise  from  debility,  and  usually 
attacks  children  previously  reduced  by  fever;  sel- 
dom those  under  one,  or  more  than  four  or  five 
years  old.  It  is  a chronical  complaint,  and  not  at- 
tended with  any  afFections  of  the  urinary  bladder, 
nor  with  pain,  fever,  nor  any  manifest  disease;  so 
that  the  first  thing  observed  is  a debility  of  the 
lower  extremities,  which  gradually  become  more 
infirm,  and  after  a few  weeks  are  unable  to  support 
the  body.” 

From  the  Section  of  Preventive  Medicine,  Yale  University 


In  1835  Badham2  reported  on  4 cases  of  polio- 
myelitis that  occurred  in  Worksop,  England.  This 
work  is  important  because  it  stimulated  the  German 
Heine  to  study  in  greater  detail  than  hithertofore 
the  disease  in  children.  Heine  belonged  to  a family 
of  orthopedists.  His  skilled  clinical  acumen  led  him 
to  define  as  clearly  as  he  could  the  various  types  of 
paralysis  he  was  continually  seeing.  He  was  able  to 
speculate  on  the  etiology,  and  without  the  benefit  of 
necropsy  findings  suggested  that  the  probable 
pathological  state  in  poliomyelitis  is  an  affection  of 
the  central  nervous  system,  namely  of  the  cord. 
Paralysis  was  thought  due  to  exudate  in  the  spinal 
canal. 

With  the  turn  of  the  century  poliomyelitis  ceased 
occurring  as  few  and  sporadic  cases  and  became 
epidemic  in  prevalence.  The  first  small  outbreaks 
were  followed  by  great  ones,  first  in  Sweden.  In 
1887  Medin  observed  44  cases  in  Stockholm.  This 
opportunity  made  possible  extended  observations. 
Medin  observed  27  cases  of  Heine’s  spinal  type,  but 
there  were  17  cases  with  unusual  symptoms  and 
localization  of  the  disease.  Medin  distinguished  in 
addition  to  the  spinal  type,  the  bulbar,  ataxic,  ence- 
phalitic and  polyneuritic  type.  From  observation  on 
the  disease  Medin  wrote  that  infantile  paralysis  “is 
an  acute  infectious  disease— an  entity, that  it  may 
appear  epidemically;  that  in  the  acute  stage  of  the 
disease  the  whole  organism  is  involved,  albeit  the 
gray  anterior  horns  of  the  cord  are  affected  worst; 
that  the  onset  may  be  interrupted  by  a period  of 
fever  free  remission;  and  that  the  symptom  complex 
depends  upon  the  part  of  the  central  nervous  system 
most  affected. 

At ' this  point  new  epidemic  outbreaks  of  the 
disease  required  new  information  about  the  disease, 
namely,  “How  is  it  spread  from  person  to  person.” 

School  of  Medicine 
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This  is  a question  which  is  still  not  satisfactorily 
answered,  despite  50  years  of  epidemiological  study. 
One  of  the  early  contributions  was  made  by  Caver- 
ly3  in  1894  during  an  outbreak  in  the  Otter  Creek 
Valley  in  Vermont.  Caverly  pointed  out  the  exist- 
ence of  non-paralytic  forms  of  poliomyelitis,  par- 
ticularly in  respect  to  children  with  stiff  neck  and 
back  muscles.  He  made  other  observations  also  in 
regard  to  the  geographical  location  of  cases,  and  the 
prevalence  of  central  nervous  system  disease  in 
animals. 

However,  Caverly’s  work  went  unnoticed  and 
was  eclipsed  by  the  brilliant  investigations  of  Ivan 
Wickman4  during  the  great  Swedish  epidemic  in- 
volving 1,025  cases  in  1905.  Wickman  extended  and 
clarified  Medin’s  concept  of  poliomyelitis.  He  recog- 
nized the  existence  of  abortive  types  of  the  disease, 
added  the  meningitic  and  the  type  resembling 
Landry’s  paralysis.  To  Medin’s  observations  that 
poliomyelitis  was  an  infectious  disease  occurring  in 
epidemics,  Wickman  added  a theory  as  to  how  the 
infection  was  spread.  He  believed  poliomyelitis  was 
spread  from  person  to  person,  and  to  this  proposition 
he  brought  a wealth  of  evidence.  In  as  much  as  his 
studies  could  be  limited  to  small  and  separate  par- 
ishes in  Sweden,  for  the  disease  was  predominantly 
a rural  one,  he  was  able  to  show  that  human  inter- 
course between  isolated  farms  offered  ideal  condi- 
tions for  a study  of  contagion.  Wickman  proved  in 
many  instances  that  direct  contact  between  cases 
of  the  disease  had  occurred,  and  in  others  that  in- 
direct contact  through  healthy  intermediaries  had 
taken  place.  He  became  convinced  that  mild  and 
unrecognized  cases  played  a large  role  in  the  spread 
of  the  infection. 

This  much  had  been  accomplished  in  1907.  The 
clinical  disease  had  been  described  for  all  intents 
and  purposes  as  we  know  it  today;  a change  in  dis- 
position from  endemic  to  epidemic  prevalence  of 
poliomyelitis  occurred;  its  pathology  was  described, 
although  not  in  detail,  its  contagious  disposition 
defined,  and  apparently  proved  to  move  along 
human  channels  of  communication. 

In  as  much  as  the  disease  was  considered  con- 
tagious, attention  was  directed  toward  the  detection 
of  the  causation  agent  responsible  for  poliomyelitis. 
At  first  numerous  bacteria  were  found  in  spinal 
fluid  and  nervous  tissue  of  fatal  cases.  The  strepto- 
coccus particularly  received  attention.  Subsequent- 
ly, these  bacteria  were  shown  to  have  only  casual 
connection  with  poliomyelitis.  In  1908  Landsteiner 


and  Popper’  reproduced  poliomyelitis  in  Rhesus 
monkeys  by  the  intraperitoneal  inoculation  of  an  ' 
emulsion  of  spinal  cord  from  a fatal  paralytic  1 
patient.  It  was  soon  evident  that  the  agent  respon-  11 
sible  for  the  disease  in  monkeys  belonged  in  the  1 
group  of  filtrable  viruses. 

This  discovery  prompted  many  investigations  in 
respect  to  man’s  understanding  of  poliomyelitis.  It 
was  not  long  before  this  method  was  advanced  far 
enough,— for  Flexner  demonstrated  that  poliomye- 
litis virus  could  be  detected  in  the  nasopharynx  of 
affected  persons,— to  become  a tool  for  epidemiolo- 
gists. At  any  rate  the  discovery  of  this  method  for 
detecting  virus  started  a veritable  bee-hive  of  activ- 
ity all  over  the  world;  work  which  was  begun  be-  ^ 
tween  1908  and  1914  is  still  being  labored  on,  ad- 
vanced, and  forged  into  a chain  of  inference  . 
regarding  the  way  poliomyelitis  is  spread. 

Although  epidemiologists  accepted  Wickman’s  , 
ideas  of  transmission  of  poliomyelitis  by  human 
carriers,  some  were  skeptical,  and  in  their  observa-  , 
tions  and  searches  found  reason  to  think  of  extra- L 
human  transmission  of  the  disease.  Epidemiologists 
in  this  country  from  the  time  of  Caverly  have  com-!| 
mented  on,  and  studied  coincidental  paralysis  and 
death  in  domestic  animals,  viz,  colts,  fowls,  dogs,;^ 
pigs,  etc.,  during  epidemics  of  poliomyelitis.  Al- 
though it  is  likely  that  the  causative  factors  causing 
such  disease  in  so  wide  a host  range  more  likely  is 
peculiar  to  the  specie,  just  as  horses  during  epidemics 
probably  had  equine  encephalomyelitis,  the  search 
for  polimyelitis  virus  in  these  animals  has  not  been 
studied  in  detail. 

The  extent  of  such  sickness  may  be  realized  when 
in  Massachusetts  during  an  epidemic  of  1,000  cases 
of  poliomyelitis  (1910),  of  186  families  in  which 
acute  epidemic  paralysis  occurred,  34  homes  had 
illness, ' paralysis  or  death  in  82  animals,  no  of  the 
families  mentioned  above  had  animals.  Therefore, 
about  30%  of  1 10  families  with  animals  had  illness, 
paralysis  or  death  in  these  animals. 

What  this  coincidental  prevalence  of  epizootics 
means  (most  of  them  occurred  in  the  past)  is  not 
entirely  clear.  Perhaps  it  only  means  that  environ- 
mental and  climatic  factors  are  permitted  to  operate 
in  some  as  yet  unknown  manner  advancing  invasion 
of  the  central  nervous  system  of  man  and  othei 
mammals  at  this  particular  season  of  the  year, 
Nevertheless,  these  observations  prompted  study, 
particularly  in  respect  to  transmission  of  poliomye- 
litis by  insect  vectors. 
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In  1 9 1 1 Frost,  Mills  and  Dixon,  and  Manning6 
| suggested  that  the  probable  agent  of  transmission  of 
this  disease  was  a blood  sucking  insect.  In  191 1 Flex- 
ner  and  Clark5  showed  that  flies  which  were  allowed 
to  feed  on  the  infected  cord  of  monkeys  contained 
enough  virus  48  hours  later  to  infect  another  mon- 
key. In  the  summer  of  1912  Brues  and  Rosenau7 
i announced  the  transmission  of  poliomyelitis  from 
monkey  to  monkey  by  the  biting  stable-fly.  This 
! work  was  confirmed  almost  immediately  by  And- 
erson and  Frost.8  The  agency  of  the  stable-fly 
accounted  satisfactorily  for  the  transmission  of 
epidemic  paralysis  from  animal  to  man.  Manning- 
maintained  that  the  bed  bug  Cimex  lectiilarins  was 
the  usual  carrier  of  poliomyelitis  from  man  to  man. 
Howard  and  Clark9  in  1912  announced  that  in  one 
instance  (of  16)  filtrate  from  a bed  bug  that  had 
fed  on  an  infected  monkey  7 days  previously,  pro- 
duced experimental  poliomyelitis.  Others  reported 
negative  results.  Although  it  seemed  possible  at  that 
time  to  claim  that  blood  sucking  insects  may  act  as 
vectors  in  the  transmission  of  the  disease,  it  must 
be  pointed  out  that  it  was  not  then,  and  up  to  the 
; present  has  not  been  possible  to  demonstrate  polio- 
myelitis virus  in  the  blood  of  humans , although  the 
possibilities  have  not  been  exhausted. 

At  this  time  these  studies  ceased.  In  1912  Kling, 
Pettersson,  and  Wernstedt10  in  Sweden,  and  shortly 
afterwards  Sawyer  in  this  country  reported  that  it 
was  possible  to  infect  monkeys  using  colonic  wash- 
ings from  paralytic  patients.  This  work,  unfortu- 
nately went  largely  unheeded  because  of  question- 
able criteria  used  by  these  workers  for  the  establish- 
ment of  the  experimental  disease  in  monkeys.  As  a 
consequence  the  following  25  years  were  almost 
fruitless  in  as  far  as  advancing  knowledge  of  the 
clinical  epidemiology  of  poliomyelitis. 

A few  important  studies  however  brought  experi- 
mental evidence  of  the  presence  of  poliomyelitis 
virus  in  the  throats  of  family  contacts.  Flexner, 
Clark  and  Fraser11  in  1913  demonstrated  the  virus 
in  the  nasopharyngeal  washings  of  members  of  a 
family  where  a case  occurred.  The  best  and  last 
clinical  epidemiological  study  from  this  period  is 
that  of  Taylor  and  Amoss  who  found  the  virus  in 
the  nasopharyngeal  washings  from  2 children  during 
a family  epidemic,  and  in  one  of  them  it  was  present 
prior  to  the  onset  of  symptoms.  At  this  point  such 
clinical  investigation  closed  and  emphasis  was  shifted 
from  that  patient  to  the  laboratory.  This  was  not 
without  value,  for  it  was  a period,  albeit  too  long  a 


one,  in  which  standardization  of  criteria  and 
methods  was  completed. 

This  brings  us  up  to  1930  before  renewed  interest 
in  old  methods  brought  about  new  observations, 
particularly  in  respect  to  the  presence  of  poliomye- 
litis virus  in  nasopharyngeal  washings  in  non-para- 
lytic forms  of  the  disease.  During  this  period,  and 
previously  the  nasopharynx  was  accepted  as  the 
portal  of  entrance,  and  as  the  place  of  dissimulation 
of  virus  in  man.  At  first  these  studies  were  accom- 
plished by  the  use  of  nasopharyngeal  washings  and 
the  virus  detected  in  mild  illnesses  that  were  diag- 
nosed as  suspected  abortive  poliomyelitis.12,13  These 
findings  added  to  the  evidence  that  certain  types  of 
minor  illnesses  occurring  during  epidemic  times 
probably  represent  mild  cases  of  the  disease.  Recog- 
nition of  the  existence  of  such  cases,  and  measure- 
ments of  their  frequency  are  of  assistance  to  the 
clinical  epidemiologist  in  tracing  the  spread  of  the 
disease. 

The  use  of  nasopharyngeal  washings  was  labori- 
ous, and  the  results  despite  their  value,  small.  In 
1937,  Harmon11  reported  that  he  had  accomplished 
that  which  Kling  et  al  had  pointed  out  in  1912, 
namely  that  he  (Harmon)  was  able  to  isolate  polio- 
myelitis virus  from  the  stools  of  paralytic  patients. 
This  was  quickly  confirmed  by  Trask  and  Paul,15 
and  the  method  utilized  because  it  was  evident  that 
the  ease  of  detection  of  poliomyelitis  virus  was  not 
only  simple,  but  the  results  were  better.  This  may 
be  amplified  by  pointing  out  that  it  was  not  only 
easy  to  isolate  poliomyelitis  virus  from  the  stools  of 
paralysed  patients,  but  also  from  patients  with  the 
more  common  abortive  form  of  the  disease.  In  col- 
lecting nasopharyngeal  exudate  one  was  required  to 
get  to  the  patient  in  the  first  few  days  of  the  disease, 
and  then  be  likely  to  miss  the  virus.  The  stool 
method  allowed  wide  latitude,  for  the  virus  could 
be  detected  during  the  first  3 weeks  after  the  onset 
of  symptoms. 

Old  problems  were  again  attacked  by  the  stool 
methods,  namely  to  detect  the  presence  of  virus  in 
the  stools  in  family, 16,37  institutional18  and  com- 
munity19,20,21 outbreaks  of  poliomyelitis.  The  first 
problem  was  to  determine  whether  persons  with 
minor  illnesses  and  apparently  healthy  members  of 
affected  families  carry  virus  in  their  stools.  To  this 
end  Paul  and  Trask  particularly  gave  attention  to 
family  studies,  and  pointed  out  that  it  is  easy  to 
detect  virus  in  many  children  who  have  minor  ill- 
nesses, so  called  abortive  poliomyelitis  during  times 
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when  the  disease  is  present  in  the  home.  These  ideas 
were  broadened,  and  Kramer  et  al  recovered  virus 
from  healthy  contacts  (4  in  all)  in  a small  institu- 
tional outbreak.  Up  to  this  time  it  was  thought  that 
poliomyelitis  virus  M;as  most  readily  detected  in 
persons  having  minor  illnesses  during  epidemics. 
Recently  two  studies  suggest,  however,  that  the 
virus  is  widely  distributed  in  human  feces,  particu- 
larly in  healthy  adults  and  children  in  contact  with 
the  disease.19-20  It  should  be  pointed  out  again  that 
the  observations  of  others10’17  indicate  that  by  and 
large  children  are  carriers  of  virus  in  their  stools 
and  that  they  usually  have  symptoms  of  mild  illness, 
slight  in  some  to  be  sure,  so  that  it  is  somewhat 
difficult  to  distinguish  between  these  and  healthy 
carriers. 

With  the  fact  at  hand  that  a large  number  of 
individuals  excrete  poliomyelitis  virus  in  their  feces 
during  epidemics  particularly,  knowledge  of  the 
length  of  time  during  which  virus  is  excreted  is 
desireable.  In  most  of  the  studies  the  “carrier  period” 
has  been  about  3 weeks  after  the  onset  of  symptoms. 
However  it  may  be  present  for  longer  periods. 
Lepine22  has  followed  one  child  convalescent  from 
abortive  poliomyelitis  who  harbored  the  virus  in  the 
intestinal  tract  for  as  long  as  125  days.  In  particular 
the  patient  with  the  abortive  form  of  the  disease 
may  excrete  virus  for  a longer  period  of  time  than 
one  ill  with  the  paralytic  type. 

The  presence  of  poliomyelitis  virus  in  stools  raised 
enquiry  concerning  what  happens  to  the  virus  in 
sewage,  and  can  it  be  detected  there?  Kling,  long 
ago  in  1912  was  interested  in  this  matter,  and  some 
years  later  (1929)  formulated  his  theorie  hydrique 
in  which  he  proposed  that  poliomyelitis  was  a water- 
borne disease.  These  same  concepts  arose  quickly  in 
1938.  The  first  step  was  to  seek  the  virus  in  sewage. 
This  was  successfully  accomplished  by  Paul,  Trask, 
and  Gard23  in  1939.  They  were  successful  during 
urban  epidemics  to  detect  virus  in  sewage  obtained 
from  areas  where  the  disease  was  heaviest  per  unit 
of  population.  Somewhat  later  they  were  able  to 
show  that  sewage  front  a metropolitan  area,  par- 
ticularly in  the  fall  months  of  the  year  and  in  the 
absence  of  an  epidemic,  contained  poliomyelitis 
virus.24 

While  these  studies  were  in  progress  attention  was 
directed  to  extra-human  carriers  of  poliomyelitis 
virus.  In  1941,  after  a number  of  negative  tests,  in 
4 samples  of  flies  collected  from  3 epidemic  areas, 
Trask,  Paul  and  Melnick25-26  successfully  detected 
the  presence  of  the  virus  in  flies  using  cynomolgus 


monkeys.  This  is  important  for  it  was  the  first  time 
that  virus  was  detected  in  flies  collected  in  human 
environments  during  epidemic  times.  Similar  find- 
ings were  almost  simultaneously  reported  by  Sabin 
and  Ward,27  and  somewhat  later  by  Toomey.28 

In  support  of  these  studies  which  are  concerned 
with  the  circumstances  surrounding  man  in  times 
when  the  disease  is  present  in  his  environment,  sev- 
eral recent  studies  in  respect  to  the  pathogenesis  of 
poliomyelitis  indicate  that  the  nasopharynx  cannot 
be  accepted  as  a portal  entrance  of  the  virus.  It 
appears  that  the  nasal  mucosa  does  not  serve  as  a 
site  of  virus  multiplication  and  dissemination.  The 
results  of  studies  by  Sabin  and  Ward29-30  indicate 
that  the  virus  has  its  portal  of  entry  in  the  alimentary 
tract.  They  point  out  that  next  to  the  central  nerv- 
ous system  the  virus  is  distributed  predominantly 
in  the  alimentary  tract,  and  is  found  not  only  in  the 
contents  but  in  the  washed  walls  of  the  pharynx, 
ileum,  and  occasionally  the  colon.  Further,  they 
consider  the  limited  distribution  of  poliomyelitis 
virus  in  defined  areas  of  the  cord  and  brain  as  in- 
consistent with  indiscriminate  seeding  by  way  of  the 
blood  stream.  They  suggest  that  the  pattern  of  virus 
distribution  in  human  poliomyelitis  points  to  almost 
the  entire  alimentary  tract  as  the  primary  site  of 
attack  by  the  virus.  Their  studies  would  seem  to 
militate  against  infection  by  the  cutaneous  route. 

This  represents  the  evidence  in  respect  to  the 
clinical  epidemiology  of  poliomyelitis  as  we  think 
of  it  today.  Discussion  of  statistical  studies  of  epi- 
demics have  been  omitted  for  the  sake  of  brevity. 
Information  concerning  the  movement  of  epidemics, 
its  geographical  prevalence,  particularly  the  sever- 
ity of  epidemics  in  rural  communities,  and  its  sea- 
sonal prevalence,  among  others,  cannot  be  com- 
pletely correlated  as  yet  with  the  use  of  clinical 
epidemiological  data.  One  reason  for  this  is  the  diffi- 
culty of  the  tests,  and  the  handicap  of  not  accurately 
knowing  the  true  prevalence  of  abortive  cases. 

At  the  present  time  the  question  as  to  the  mode 
of  spread  of  poliomyelitis  remains  unsettled.  Paul26 
points  out  that  it  is  unwise  to  read  any  epidemio-  ! 
logical  implications  in  the  finding  of  virus  in  flies, 
for  the  presence  of  virus  in  flies  could  be  a resultant 
and  not  a causal  factor  in  human  poliomyelitis.  The 
same  applies  to  sewage.  It  is  wise  to  look  ahead  to 
the  time  when  the  epidemiological  cycle  operative 
in  the  dissemination  of  virus  among  humans  is  com- 
pleted. With  patient  study  and  experimental  ob-  . 
servation  that  time  will  come  and  explain  the 
mysteries  of  a disease  that  is  still  baffling  in  its 
epidemiology. 
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MENTAL  MANIFESTATIONS  IN  CARDIO-VASCULAR  DISEASE 

Eugen  Kahn,  m.d.,  New  Haven 


The  Author.  Sterling  Professor  of  Psychiatry  and 
Mental  Hygiene,  Yale  University  School  of  Medicine 


"C very  structural  change  in  the  organism  by  neces- 
sitv  produces  some  experiential  response  of  the 
person.  These  responses  vary  according  to  his  make- 
up, training  and  situation.  Every  experience  of  the 
person,  normal  or  pathological,  by  necessity  involves 
the  organism  and  its  functions  and,  if  in  a subtle 
way,  its  structure. 

It  is  expedient  to  differentiate  what  is  primarily 
1 physical  and  primarily  experiential,  but  in  the  con- 
crete case  it  is  not  always  possible  to  make  this  dis- 
tinction. We  must  realize  that  whatever  happens  in 
1 an  individual  takes  its  course  in  a functional-experi- 
ential unity:  the  living  human  organism  is  always  a 


person  who  lives  and  experiences  in  an  ever  changing 
situation. 

Approaching  the  mental  manifestations  of  cardio- 
vascular disease  with  this  premise,  we  have  shortly  to 
consider  the  role  the  heart  plays  in  the  physiology 
of  the  human  organism  and  in  the  experiencing  of 
the  person.  The  heart  is  one  of  the  vitally  important 
organs,  if  not  the  most  important  organ.  When  it 
disfunctions  life  may  be  more  or  less  seriously  in 
danger;  when  it  stops  life  ends.  These  are  facts 
known  since  olden  times.  No  wonder  that  the  heart 
has  been  considered,  also  since  olden  times,  as  the 
seat  of  life;  it  has  been  given  an  outstanding  place  in 
human  experience.  Very  early  the  heart  has  also 
been  looked  at  as  the  seat  of  the  emotions:  of  fear 
and  courage,  of  love  and  hatred.  All  cultures  have 
established  definite  relations  between  heart  and 
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emotional  life  as  language  clearly  demonstrates:  a 
timid  person  is  called  chicken-hearted;  Richard  the 
Lionhearted  was  the  paragon  of  courage;  an  affec- 
tionate, generous  person  is  warmhearted;  an  unkind, 
self-centered,  miserly  man  is  said  to  have  no  heart 
or  a heart  like  a stone. 

This  is,  if  you  wish,  folklore  and  symbolism,  but 
folklore  and  symbolism  have  meaning.  They  are  the 
expression  of  cultural  attitudes  even  if  their  origin 
is  not  recognizable  on  the  surface  and  even  if  their 
significance  in  the  life  and  experience  of  the  indi- 
vidual may  not  be  known  to  him;  that  is,  if  he  is  not 
conscious  of  their  significance.  As  regards  the  heart, 
our  clinical  data,  the  structural-physiological  and  the 
experiential,  dovetail  in  many  respects  with  the  folk- 
lore as  it  is  studied  and  interpreted  today  by  sociolo- 
gists and  anthropologists.  In  our  present  connection 
we  have  especially  to  deal  with  fear  or  anxiety, 
which  we  do  not  differentiate  here.  It  scarcely  needs 
any  extra  emphasis  that  ever  so  often  fear  or  anxiety, 
in  which  the  heart  is  so  pointedly  involved,  entails 
directly  or  indirectly  the  fear  of  death. 

It  is  obvious  that  many  organic-pathological  con- 
ditions of  the  cardio-vascular  system  produce 
anxiety— chronic  anxiety  as  well  as  acute  anxiety 
attacks.  It  is  equally  obvious  that  man  can  be  thrown 
into  anxiety  by  any  number  and  kind  of  experiences 
that  have  primarily  nothing  to  do  with  his  heart  but 
immediately  lead  to  cardiac  repercussion,  to  the 
manifestation  of  cardiac  symptoms.  This  apparently 
clear  distinction  is  not  completely  water-tight. 
Anxiety  manifestations  in  organic  cardio-vascular 
disease  vary  considerably  from  individual  to  indi- 
vidual; there  are  seriously  afflicted  cardiac  patients 
who  display  very  little  if  any  anxiety.  On  the  other 
hand,  there  are  individuals  who,  on  the  basis  of  out- 
spoken vasomotor  instability,  suffer  severe  anxiety 
attacks  in  response  to  seemingly  trifling  experiences. 
Such  experiences,  it  is  true,  may  have  particular  and 
peculiar  significance  for  these  individuals  as  not  in- 
frequently they  are  unconsciously  tied  up  with 
earlier  experiences  which  had  been  threatening  and 
perilous  and  which  the  individuals  had  not  been  able 
to  “live  down.” 

We  attempt  now  a definitely  schematized  discus- 
sion of  our  clinical  observations,  dividing  them  into 
two  groups: 

I.  Patients  without  organic  cardio-vascular  disease. 

II.  Patients  with  organic  cardio-vascular  disease. 

In  the  first  group  we  find  originally  anxious  and 

tense  people  who,  under  emotional  stress,  may  de- 


velop all  manner  of  symptoms  simulating  cardio- 
vascular disease.  The  most  common  signs  and  symp- 
toms found  are  high  blood  pressure  (usually  systolic 
only),  tachycardia,  pain  in  the  heart  region,  fre- 
quency of  urination,  weakness,  headaches,  and; 
multiple  complaints. 

In  this  first  group  we  meet  many  passive,  anxious! 
people  who  are  thrown  out  of  gear  for  a long  while 
or  even  for  good  when  they  have  noticed  their  first! 
extra  systole.  They  may  develop  chronic  hypo- 
chondriacal concern  centering  around  the  heart. 

There  are  also  more  active,  anxious  and  tense 
individuals  who  are  rather  efficient  and  able  to  con-| 
trol  their  anxiety  to  a degree  but  who  under  pres- 
sure respond  with  cardio-vascular  symptomatology 
and  may,  under  certain  conditions,  also  develop  in  a 
hypochondriacal  manner. 

A few  of  this  group  show  vasomotor  instability; 
among  them  we  find  people  who  seem  to  wait  for 
their  hypertension  for  many  years,  and  who  may 
ultimately  get  it.  It  should  not  be  forgotten  that  in 
this  connection  the  family,  from  an  hereditary  point! 
of  view  and  a breeding  center  for  anxiety  and: 
hypochondriacal  attitudes,  plays  a remarkable  role. 

With  our  last  remark  about  hypertension  we  have 
already  indicated  that  it  is  not  possible  to  make  a 
sharp  demarcation  between  the  first  and  second 
groups.  Anxious  people  may  acquire  organic  cardio- 
vascular disease,  and  in  patients  with  organic  cardio- 
vascular disease  we  see  grave  anxiety. 

Turning  to  the  second  group,  the  patients  with 
organic  cardio-vascular  disease,  we  think  essentially, 
but  not  exclusively,  of  hypertensive  disease  and  of! 
coronary  and  other  arteriosclerotic  pathology. 

It  is  noteworthy  that  in  this  group  of  patients  we  j 
see  again  and  again  that  individuals  experience : 
apparently  similar  organic  pathology  exceedingly 
differently  according  to  their  makeup,  to  their  train- 
ing, to  their  situations. 

There  are  certain  robust,  active,  energetic  people 
who  entirely  neglect  and  disregard  their  disease  and 
who  may  even  actively  resist  any  attempt  at  treat- 
ment. Particularly  among  the  hypertensive  patients 
energetic,  ever  driving  individuals  are  found  for 
whom  nothing  can  be  done  because  they  do  not  lend 
themselves  to  any  therapy.  When  such  patients 
finally  can  no  longer  deny  the  effect  of  their  pro- 
gressing invalidism,  they  feel  tortured  by  the  frustra- 
tion that  it  forces  upon  them. 

There  are  also  some  originally  anxious  people  in 
this  group  who  display  anxiety  in  the  way  already 
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described,  and  who  are  prone  to  overemphasize, 
exaggerate,  and  occasionally  even  to  utilize  the 
, cardio-vascular  pathology  which  is  undeniably 
present.  A few  of  these  patients  seem  readily  to 
j (accept  and  even  to  welcome  their  invalidism. 

Then  there  are  the  patients  in  whom  the  cardiac 
s involvement,  in  the  first  instance  angina  pectoris  and 
J coronary  occlusion,  brings  about  serious  anxiety  of 
t which  they  do  not  complain  outside  of  the  attacks. 
This  anxiety  is  obviously  due  to  the  pathological 
happenings  in  the  cardio-vascular  system. 

, When  the  blood  vessels  of  the  central  nervous 
system  are  involved,  cerebral  anoxemia  with  con- 
sequent brain  damage  due  to  circulatory  failure  may 
,1  develop.  Early  symptoms  are  irritability,  restless- 
( ness,  insomnia.  Later  periods  of  acute  confusion  and 
excitement  may  appear,  during  and  after  which 
paranoid  features  may  enter  into  the  picture.  These 
’[very  conditions  have  often  been  seriously  and  dan- 
gerously complicated  by  the  indiscreet  use  of  seda- 
tives, among  which  bromides  should  be  specially 
' mentioned.  We  mention  apoplectic  attacks  with  and 
( without  residuals  and  convulsive  seizures  which  are 
Ireacted  to  very  differently  by  different  personalities; 
j some  take  them  rather  easily  and  get  more  or  less 
i adjusted  to  them,  whereas  others  are  precipitated  by 
(them  into  rapidly  progressing  invalidism;  the  same, 

I of  course,  holds  true  for  the  patients  who  suffer 
anginal  attacks  and  coronary  occlusions.  In  not  a 
few  patients  mental  deterioration  sets  in  and  in- 
creases with  the  progress  of  the  arterio-sclerotic 
change  in  the  brain;  even  here  for  a long  time  the 
original  personality  with  its  ability  or  inability  to 
“take  things  on  the  chin”  can  be  recognized. 

Concerning  treatment,  some  general  rules  should 
always  be  kept  in  mind.  We  treat  the  person— not 
the  symptom.  Even  if,  as  is  often  the  case  in  the 
Second  group,  symptomatic  therapy  has  to  be  in- 
stituted, it  remains  imperative  to  treat  the  person 
in  his  situation.  Well  meant  advice  as  for  instance 
(“Snap  out  of  it”  is  just  as  contraindicated  as  the 
information  “You  have  high  blood  pressure.”  Such 
advice  may  disgruntle  an  otherwise  perfectly  sensible 
i patient,  and  such  informtaion  may  mean  a serious 
emotional  shock  even  for  a relatively  balanced 
person. 

In  the  first  group  we  do  not  give  any  medication, 
with  the  only  exception  that  during  attacks  of 
panicky  anxiety  mild  sedatives  (small  doses  of 
luminal)  may  be  permissible;  but  we  have  to  watch 


out  that  the  patient  does  not  get  used  to  a sedative. 
What  we  really  have  to  do  is  to  educate  these 
patients;  to  guide  them  and  to  give  them  as  much 
insight  as  possible  into  the  fact  that  their  cardiac 
complaints  are  rooted  in  anxiety.  We  have  to  help 
them  to  understand  and  to  control  their  anxiety.  We 
should  be  mindful  of  the  fact  that  not  a few  of 
them  need  their  anxiety,  and  that  we  have  to  replace 
it,  as  far  as  possible,  with  something  constructive; 
in  addition  to  their  work  they  should  devote  them- 
selves to  some  outside  interest  or  hobby  in  which 
they  learn  to  release  the  tension  and  to  relax.  In 
certain  cases  a change  of  environment  and  even  a 
change  of  a career  that  demands  too  much  from  the 
anxious  individual  has  to  be  contemplated. 

In  the  second  group  the  Internists  have  shown  us 
that  medication  is  not  at  all  times  necessary.  These 
patients,  under  the  guidance  of  their  physician,  must 
accustom  themselves  to  a sensible  regime.  They  must 
be  taught  appreciation  of  their  actual  capacities  and 
understand  that  they  should  not  exert  themselves 
beyond  these  capacities.  No  doubt  this  is  very  diffi- 
cult for  some  people  who  are  hard  workers  and  beset 
by  many  responsibilities.  It  is  possible,  however,  in 
many  cases  to  bring  the  patients  to  lead  a reasonably 
appropriate  sort  of  life  without  allowing  them  to 
slip  into  complete  invalidism.  It  is  necessary  in  this 
group,  almost  more  than  in  the  first  group,  to  win 
the  understanding  and  cooperation  of  members  of 
the  family  lest  they  counteract  the  treatment  plan 
devised  by  the  physician. 

In  confusional  conditions  special  measures— nur- 
sing, hydro-therapy,  special  feeding,  regulation  of 
fluids  and  the  judicious  use  of  sedatives— are  neces- 
sary; the  sedative  of  choice  is  paraldehyde. 

When  the  general  and  especially  the  cerebral 
arteriosclerosis  progresses,  the  treatment  becomes 
more  and  more  a merely  supportive  one,  but  for  a 
long  time  it  is  possible  not  only  to  permit  but  also 
to  help  the  patient  to  get  some  pleasure  and  satisfac- 
tion out  of  his  life.  Institutionalization  in  a con- 
valescent home  or  in  a hospital  for  the  benefit  of  the 
patient  himself  as  well  as  in  the  interest  of  his  family 
cannot  always  be  avoided. 

May  it  be  emphasized  again  that  every  individual 
is  experiencing  in  his  own  way— as  the  person  he  is 
or  with  what  is  left  of  him  as  a person,  as  for  in- 
stance in  the  case  of  brain  damage.  The  personality 
of  the  individual  expresses  itself  in  days  of  health  as 
well  as  in  times  of  sickness. 
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T n the  reduction  of  fractures,  time  is  a most 

important  factor.  Unless  a patient  is  in  extremis 
from  shock  or  hemorrhage,  the  sooner  the  fracture 
is  reduced  the  better  the  result  and  the  shorter  the 
convalescence.  It  is  best  to  set  them  in  the  first  hour 
or  so  before  swelling  appears. 

If  a patient  with  a comparatively  minor  ankle 
fracture  has  walked  on  it,  or  traveled  some  distance 
with  the  foot  dependent,  the  swelling  may  be 
marked.  Here  it  appears  that  the  major  injury  is  to 
the  soft  parts  and  it  is  proper  to  elevate  the  foot  for 
some  hours  so  that  lessened  swelling  will  allow 
better  fitting  splints. 

(In  mentioning  elevation  for  swelling,  I would 
like  to  emphasize  the  point  that  elevation  means 
raising  the  foot  or  hand  so  that  it  is  higher  than  any 
other  part  of  the  patient.  Three  pillows  under  a foot 
is  worthless,  for  the  foot  sinks  into  them  and  the 
patient  will  sit  up  in  bed  if  he  can.  It  is  convenient 
to  put  a common  chair  in  the  bed  with  legs  toward 
the  foot,  and  the  back  of  the  chair  under  the  but- 
tock. One  pillow  is  spread  flat  on  the  chair  and  the 
leg  placed  on  this,  tied  there  with  bandage  if  neces- 
sary. Such  definite  elevation,  even  though  it  is  only 
thirty  degrees  (30°),  will  bring  down  swelling 
rapidly.) 

Under  ordinary  circumstances,  however,  it  is 
best  to  reduce  the  fracture  as  soon  as  may  be  and  if 
you  do  not  get  a satisfactory  reduction  on  the  first 
or  second  attempt,  do  not  be  ashamed  to  tell  the 
patient  that  you  must  try  again.  Always  remember 
that  if  one  thorough  attempt  at  closed  reduction 
fails,  there  may  be  interposition  of  soft  parts  and  an 
open  operation  might  be  wiser  than  multiple 
manipulations  in  which  soft  tissues  may  be  damaged. 

Very  fortunately  a large  number  of  fractures 
occur  which  are  not  displaced  to  any  extent  what- 
ever and  require  no  reduction.  Commonest  in  this 


category  are  those  fractures  of  the  lower  end  of  the 

. . . . . ll 

radius,  in  which  there  is  no  real  displacement  of  the 
lower  fragments  in  relation  to  the  shaft  and  no 
appreciable  alteration  of  the  normal  inclination  of 
the  articulating  surface.  Such  fractures  need  only  11 
protection  with  one  of  the  simple  splints,  which  f 
anyone  can  make,  of  reinforced  leather,  aluminum  1! 
or  plaster. 

When  fractures  are  sufficiently  angulated  or  dis- 
placed to  require  reduction,  we  are  faced  with  two  1 
problems.  We  must  not  only  reduce  the  fracture,  1 
but  to  succeed,  we  must  be  able  to  maintain  the  1 
reduction.  1 

To  reduce  a fracture  means  to  restore  the  align-  1 
ment  of  bones  and  soft  parts  so  that  the  normal  I 
attitude  or  posture  of  the  extremity  again  appears,  1 
which  implies  that  muscle  balance  has  been  restored  1 
and  the  constant  action  of  gravity  has  been  neutral-  ^ 
ized. 

The  reduction  of  fractures  necessitates  a con- 
siderable knowledge  of  anatomy  and  a thorough  ( 
understanding  of  the  physiology  of  bone  and  soft 
parts,  particularly  the  normal  and  abnormal  action 
of  muscles. 

Given  this  background,  the  reduction  of  a frac- 
ture appears  as  a problem  in  physics  involving  the 
use  of  the  mechanical  principles  of  gravity,  traction, 
and  leverage. 

The  ever  present  and  active  force  of  gravity  is 
usually  appreciated  by  the  surgeon,  in  the  back- 
ground of  his  consciousness,  as  something  to  con- 
tend with,  whereas,  in  numerous  instances,  it  may 
be  used  as  an  important  aid  of  positive  value. 

Gravity  is  useful  in  some  fractures  of  the  upper 
humerus  and  one  method  of  reducing  shoulder  dis- 
locations. It  is  also  useful  in  dislocation  of  the  elbow 
or  fracture  just  above  this  joint.  In  such  cases,  the 
patient  being  supine  and  anaesthetized,  the  operator 
grasps  the  arm  above  the  elbow  with  both  hands, 
both  thumbs  against  the  back  of  the  olecranon  or 
lower  fragment,  and  lifts  the  arm  to  the  vertical 
position  (90°  shoulder  flexion),  allowing  (gravity) 


the  weight  of  the  flexing  forearm  to  assist  as  he 
reduces  the  deformity  (fracture  or  dislocation)  by 
the  pressure  of  his  thumbs. 

The  harmful  effect  of  gravity  is  chiefly  due  to 
sagging  backward  while  we  are  trying  to  reduce  a 
shaft  fracture  in  the  leg  or  thigh,  and  to  the  settling 
of  fluids  to  the  dependent  parts.  These  difficulties 
can  be  neutralized  by  proper  attitude  and  sufficient 
elevation  of  the  injured  extremity.  We  should 
always  try  to  make  gravity  work  with  us  instead 
of  against  us. 

Traction  is  a mechanical  factor  of  prime  useful- 
ness in  the  transportation  of  fracture  cases  to  the 
place  where  reduction  is  to  be  performed.  Traction 
is  the  fundamental  factor  in  the  emergency  treat- 
ment of  fractures. 


In  the  case  of  an  emergency  fracture,  manual 
traction  is  usually  applied  immediately  and  main- 
tained until  a suitable  emergency  splint  has  been 
applied  to  hold  the  strong  fixed  traction  during 
transportation.  As  soon  as  one  has  straightened  out 
the  fractured  extremity  and  has  determined  the 
proper  amount  of  manual  traction  which  will  hold 
it  steady,  it  is  well  to  call  upon  an  assistant  to  take 
over  this  duty  so  that  one  can  be  free  to  apply  the 
splint.  Whatever  type  of  splint  is  employed,  the 
hand  or  foot  is  fastened  to  the  end  of  it  and  traction 
applied  by  strap  and  buckle,  or  by  a Spanish  wind- 
lass. Such  emergency  treatment  alone  is  sufficient 
to  partly  reduce  many  displaced  fractures,  thus 
simplifying  later  manipulations. 

Some  compound  fractures,  when  they  arrive  in 
the  operating  room,  can  be  prepared  and  debrided 
without  removing  the  emergency  splint,  particu- 
larly if  it  is  properly  elevated  by  a spanner  or  splint 
support.  In  other  cases,  it  may  be  necessary  again 
to  apply  manual  traction  in  making  a shift  from 
the  emergency  splint  to  some  other  form  of 
apparatus. 


In  badlv  comminuted  or  compound  fractures 
near  the  ankle,  a pin  or  wire  passed  through  the 
os  calcis  with  an  appropriate  tension  device,  or 
stirrup,  is  often  the  best  means  of  applying  trac- 
tion. This  may  be  pulled  upon  by  an  assistant  until 
the  final  apparatus  is  in  place. 

Strong  traction  and  counter  traction  with  control 
of  the  alignment  are  particularly  necessary  in  a long 
bone  with  extensive  comminution.  For  this  purpose 
there  are  several  good  devices  on  the  market.  They 
depend  upon  transfixion  pins  passed  one  above  and 
one  below  the  fracture  site.  The  ends  of  the  pins 


are  fixed  in  clamps  of  the  device,  which,  by  means 
of  screws,  exerts  the  traction  and  controls  the  gen- 
eral alignment.  In  using  such  devices,  it  is  well  to 
apply  excessive  traction  massaging  the  small  frag- 
ments of  bone  into  position,  with  x-ray  control,  and 
then  to  relax  the  pull,  checking  the  length  measure- 
ment. A cast  is  then  applied  in  which  the  pins  are 
incorporated  before  the  machine  is  detached. 

Traction  exerted  upon  transfixion  pins  or  wires 
attached  immovably  to  cast  or  splint  is  spoken  of  as 
fixed  traction  as  distinguished  from  that  applied 
through  rubber  bands,  springs,  or  weight  and 
pulley,  which  is  called  elastic  traction.  It  is  very 
apparent  that  every  form  of  elastic  traction  (even 
the  popular  Russell  traction)  allows  a certain 
amount  of  go  and  come  to  the  broken  bones,  which 
tends  to  displace  or  irritate  the  fractured  ends.  The 
salesman  shows  a picture  of  a leg  in  a Bohler  splint. 
It  is  a wonderful  device  except  for  that  part  of  the 
patient  which  is  not  shown  in  the  picture.  With 
Russell  traction,  which  looks  lovely  when  making 
rounds,  what  happens  at  the  break  when  the  patient 
goes  on  the  bedpan?  Are  you  there? 

In  this  connection  it  is  necessary  to  mention  the 
Stader  apparatus  for  reduction  of  fractures,  which 
employs  removable  fixation  by  means  of  two  pins 
inserted  in  each  fragment  and  clamped  together 
externally  by  an  adjustable  mechanism  enabling  the 
operator  to  move  the  fragments  into  alignment  and 
set  the  clamps  to  hold  them  there.  This  apparatus 
is  most  ingenious  and  is  certain  to  be  very  useful. 
However,  it  must  not  be  accepted  as  a panacea.* 

From  these  few  points  it  seems  obvious  that  trac- 
tion is  of  first  importance  in  the  emergency  care 

* Its  difficulties  can  be  realized  in  considering  a fracture  in 
the  mid-femoral  shaft.  (Here  we  are  dealing  with  two  fish 
(the  fragments)  in  an  aquarium  (thigh  muscles)  and  we  are 
outside  by  necromancy,  trying  to  make  the  two  fish  stand 
nose  to  nose.)  We  must  make  four  small  cuts  in  the  skin 
(“drawing  the  skin  toward  the  fracture”  so  that  it  won’t  be 
under  tension  later.)  Through  each  cut,  we  are  to  insert  a 
pin,  boring  it  through  both  cortices  of  the  fragment  (which 
is  round  and  slippery  and  jumping  all  around  in  there).  The 
pins  are  to  be  so  placed,  two  in  each  fragment,  that,  when 
the  fracture  is  reduced,  they  will  be  somewhere  near  in  a 
line.  When  the  pins  are  set,  they  are  clamped  together,  two 
and  two,  and  the  clamps  are  connected  by  an  adjustable 
screw  device.  We  next  manipulate  the  clamps  until  the 
fracture  is  reduced  (x-ray  check),  whereupon  all  clamps  and 
screws  are  locked.  Everything  is  now  perfect,  we  expect, 
but  weeks  later  some  cases  will  show  non-union  because  of 
soft  tissue  (periosteum  or  hamburg)  interposition,  which  we 
should  have  suspected  from  the  start  and  detected  during  the 
first  ten  days. 
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and  transportation  and  is  very  useful  in  the  reduc- 
tion of  many  fractures,  but  that  when  reduction  has 
been  obtained,  traction  ceases  to  be  of  value  and 
should  give  place  to  some  form  of  immobilization 
or  fixation. 

The  second  major  factor  in  the  reduction  of 
fractures  is  leverage. 

Purely  manual  leverage  is  employed  where  the 
surgeon’s  hands  act  like  wrenches  in  the  reduction 
of  Colles’  fractures  and  Dupytren’s  fractures  of  the 
ankle.  In  these  instances,  no  traction  whatever  is 
necessary.  The  Colies’  fracture  is  reduced  by 
placing  the  two  thumbs  on  top  of  each  other  be- 
hind and  above  the  fragment  with  the  fingers 
straight  across  the  volar  aspect  of  the  forearm.  Both 
hands  apply  pressure,  the  thumb  nearest  the  frag- 
ment being  rolled  over  by  the  other  thumb  so  as  to 
loosen  the  impaction  and  force  the  fragment  for- 
ward into  position.  A quick  shift  of  one  hand  brings 
the  wrist  into  flexion  and  toward  the  ulnar  side. 
This  procedure  requires  something  less  than  5 
seconds  before  the  patient  has  time  to  make  one 
squawk. 

The  Dupytren’s  fracture  of  both  malleoli  is 
never  impacted  and  by  flexing  both  hip  and  knee  to 
relax  the  heel  cord  (Pott’s  method),  the  foot  is 
lifted  forward  by  both  hands  with  fingers  inter- 
laced behind  the  heel,  and  when  definite  dorsal 
flexion  has  been  obtained,  a vice-like  grip  is  applied 
to  the  malleoli  to  force  them  tightly  against  the 
astragalus. 

Leverage , together  with  traction , is  employed 
typically  in  reducing  a dislocation  of  the  last  joint 
of  the  thumb  where  the  phalanx  must  be  kept  at 
right  angles  to  the  proximal  one  and  strong  traction 
applied  before  leverage  can  bring  it  down  into  place. 

This  same  mechanism  is  used  in  fractures  of  both 
radius  and  ulna.  Counter  traction  being  applied  at 
the  elbow,  the  surgeon’s  hands  acting  like  wrenches 
(fingers  straight)  angulate  the  lower  fragments, 
exert  traction  enough  to  get  the  ends  of  the  lower 
fragments  past  the  upper  ones,  at  which  point 
leverage  can  restore  the  alignment. 

Because  the  hands  do  not  always  afford  sufficient 
leverage  or  the  necessary  compression  strength  to 
reduce  some  fractures,  wrenches,  clamps,  and  levers 
are  employed.  If  one  does  not  wish  to  spend  the 
money  for  a fancy  metal  compressor  for  fractures 
of  the  os  calcis,  an  ordinary  carpenter’s  clamp  is  a 
very  satisfactory  substitute,  especially  if  fitted  with 
interchangeable  soft  wooden  blocks  shaped  to  the 


contours  of  the  foot.  This  type  of  clamp1  is  also 
very  useful  in  pushing  the  tuberosities  of  the  tibia 
into  place  after  they  have  been  spread  by  an  auto- 
mobile bumper  fracture  or  like  injury.  Lacking  a 
clamp,  place  the  part  on  a sand  bag,  protect  it  by  a 
piece  of  thick  felt  and  give  it  two  or  three  smart 
blows  with  a mallet. 

(Speaking  of  sandbags:  Many  years  ago,  our  dear 
departed  Dr.  Ansel  G.  Cook  showed  me  with  great 
satisfaction  a small  hot  water  bag  filled  with  sand 
over  which  he  manipulated  fractures  in  the  tarsal 
and  metatarsal  bones.) 

The  Thomas’  wrench  for  leverage  is  not  very 
useful  in  the  reduction  of  fractures  but  may  be 
handy  for  some  of  the  peculiar  displacements  that 
sometime  come  in  the  tarsus  and  metatarsus.  A 
Thomas’  wrench  requires  one  hand  on  the  handle. 
The  Davis’  “Foot-stretcher”  is  better  in  that  it 
leaves  both  hands  free  to  control  the  foot,  leverage 
being  applied  by  holding  the  end  of  the  lever  under 
the  arm. 

The  old  Koenig  block  is  also  good  for  reducing 
metatarsal  fractures  as  well  as  reshaping  a stiff  and 
pronated  foot. 

I once  had  a patient  in  which  the  central  meta- 
tarsal heads  had  button-holed  through  the  plantar 
fascia.  It  occurred  to  me  that  the  stretcher  used  by 
an  upholsterer  to  stretch  webbing  under  chairs  has 
great  power  and  leverage  of  the  type  I needed.  I 
took  a strap  and  a piece  of  pine  and  made  a similar 
affair.  The  strap,  when  wound  about  the  metatarsus, 
holds  the  lever  in  position  acting  as  a fulcrum  be- 
tween the  longer  power  arm  and  the  weight  repre- 
sented by  the  bones  to  be  pushed  up.  The  strap  also 
protects  the  sole  of  the  foot  from  direct  pressure 
and  friction  of  the  shorter  business  end.  This  gadget 
put  the  metatarsal  heads  back  up  where  they  be- 
longed. 

In  open  reductions,  particularly  of  the  long 
bones,  various  types  of  skids,  clamps,  jacks,  and 
tongs  are  very  useful  levers,  as  it  is  often  difficult 
to  free  fractured  ends  from  the  soft  parts,  get  them 
end  to  end,  and  hold  them  there  while  some  form 
of  internal  fixation  is  being  applied.2 

Fractures  of  the  spine  are  nearly  always  handled 
on  some  sort  of  device  or  table  which  allows  of 
hyperextension  leverage.  However,  when  I see  a 
fractured  spinous  process  put  up  in  a hyperexten- 
sion corset,  I am  not  impressed. 

It  is  unnecessary  for  me  to  take  up  the  classical 
manipulations  of  Whitman  and  of  Ledbetter  for 
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the  reduction  of  fractures  in  the  hip,  as  they  are  so 
well  known  to  all.  Traction  is  the  feature  in  Whit- 
man’s method;  leverage  in  that  of  Ledbetter.  In 
preparing  a patient  for  nailing  of  the  fractured 
femur  neck,  Whitman’s  method  should  always  be 
tried  first,  as  when  successful,  it  is  much  more 
gentle  and  less  painful  to  patients  who  are  not 
under  general  anaesthesia.  Often  it  may  be  found 
unnecessary  to  put  the  10  cc  of  2%  novacaine  into 
the  joint,  which  always  should  precede  the  Led- 
better manipulation. 

So  much  for  gravity,  traction,  and  leverage,  the 
’ three  fundamental  principles  in  the  reduction  of 
fractures. 

In  closing,  1 would  like  to  say  just  a word  about 
the  choice  of  internal  fixation. 

Internal  fixation  is  either  applied  with  the  idea  of 
removing  it  later,  in  which  case,  it  is  only  a tem- 
porary internal  splint,  or  else,  it  is  used  as  a perma- 
nent addition  to  the  anatomy  of  the  patient. 

Early  forms  of  internal  fixation,  such  as  silver 
wire  and  the  original  Lane  plates,  were  intended  to 
remain  indefinitely  in  situ. 

It  is  still  wise  practice  to  use  silver  wire  for  open 
repair  of  fractures  of  the  patella,  because  it  so 
greatly  shortens  the  time  of  recovery,  if  for  no  other 
rcason.  Fine  steel  wire  is  no  substitute  for  the  No. 
14  and  No.  16  silver  wire,  which  will  not  cut 
through  the  patella  or  other  tissues  as  will  the  finer 
wire  under  strain.  Of  course,  the  silver  wire  is  left 
in  permanently. 


We  also  think  of  permanency  when  we  nail  or 
pin  a hip.  With  hips,  however,  no  matter  whether 
we  use  a Smith-Petersen  nail,  Moore  pins,  or  some 
other  gadget,  atrophy  of  the  neck  may  appear, 
forcing  the  metal  through  the  head,  thus  necessi- 
tating removal.  Perhaps  we  should  not  think  of  in- 
ternal fixation  of  hips  as  a permanent,  but  rather  as 
a temporary  fixation.  It  saves  the  life  and  gets  the 
patient  home  soon,  but  it  does  not  seem  to  be  a 
definitive  method,  except  in  those  cases  where  head 
and  neck  survive. 

In  long  bones,  it  seems  that  we  should  not  use  a 
plate,  which  requires  a second  operation  for  its 
removal,  if  we  can  substitute  beaded  wires  or  the 
Wheeldon  transfixion  wires  with  sleeves,  Carrell’s 
“staple,”  or  a projecting  screw,  any  of  which  can 
be  removed  without  anaesthesia  after  some  union 
has  taken  place. 

Summary 

The  three  fundamental  mechanical  principles, 
gravity,  traction,  and  leverage,  are  discussed  in  their 
relation  to  the  reduction  of  fractures.  Some  ex- 
amples are  given  of  the  use  of  these  principles, 
singly,  and  in  combination,  which  have  proved  of 
value  to  the  author. 
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In  considering  this  topic  of  the  Relationship  Be- 
tween the  Referring  Physician  and  the  Mental 
Hospital,  I first  questioned  my  colleagues  about  their 
experience.  The  common  response  was  that  they 
felt  the  relationship  was  splendid.  In  one  instance, 


there  was  criticism  of  the  difficulty  in  obtaining  in- 
formation about  a patient. 

However,  this  seemed  rather  meagre  data  from 
which  to  develop  the  subject  and  suggested  the  fact 
which  is  so  often  true  in  important  relationships 
that  when  they  are  cordial,  we  take  them  for 
granted.  When  there  is  friction,  we  may  be  resent- 
ful but  we  rarely  bring  the  idea  of  the  relationship 
as  such  to  mind,  for  appraisal  or  understanding. 


Presented  at  the  Institute  of  Living,  Hartford,  in  ninth  annual  scries  of  lectures  on  psychiatry  and  neurology 
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The  next  question  was,  “What  are  we  taking  for 
granted  that  is  pertinent,  or  that  might  be  helpful 
in  promoting  even  greater  or  more  consistent  har- 
mony in  this  equation?” 

My  first  reaction  to  this  question  was  the  recollec- 
tion of  an  episode  that  occurred  in  my  early  years 
of  practice.  A landlady  in  Cambridge  called,  saying 
that  one  of  her  students  had  locked  himself  in  his 
room  and  was  smashing  things,  and  she  felt  he  must 
be  crazy. 

When  I entered  the  room  where  the  boy  was,  I 
found  that  he  had  indeed  been  “smashing  things.” 
Electric  ligEt  bulbs  had  been  broken  and  thrown 
about  the  floor,  the  furniture  had  been  smashed,  and 
several  lamps  had  been  knocked  about. 

The  boy,  a schizophrenic,  was  in  a highly  excited 
state,  and  when  I suggested  that  we  go  together  to 
a mental  hospital,  he  screamed  and  carried  on  con- 
siderably. He  refused  flatly  to  go,  unless  he  might 
bring  with  him  all  his  belongings,  including  a desk, 
a chair,  his  books  and  a tennis  racquet. 

So  we  loaded  his  things  into  my  coupe,  and  set 
out  through  the  streets  of  Cambridge  on  our  way  to 
a nearby  mental  hospital.  Numerous  interested  by- 
standers stopped  to  gaze  at  the  car  with  the  noisy, 
restless  boy  and  its  crowded  contents. 

As  I climbed  into  the  car  after  having  superin- 
tended the  boy’s  admission  to  the  hospital,  I breathed 
a sigh  of  relief,  thinking— “Thank  God  for  the  men- 
tal hospital.” 

When  in  the  course  of  mental  illness,  it  becomes 
an  advantage  to  accept  the  help  of  the  mental  hos- 
pital, the  referring  man  is  in  a position  to  perform 
a service  for  the  hospital  by  some  education  of  the 
patient  about  the  reasons  for  this  form  of  treatment. 
People  rarely  want  to  go  to  any  hospital  just  to  be 
there,  and  unfortunately  there  is  still  a feeling  among 
lay  people  that  to  go  to  a mental  hospital  will  mark 
one  as  “crazy”  for  life.  They  feel  that  if  they  are 
not  “crazy”  at  entry,  they  may  become  so  through 
contact  with  insane  patients. 

Occasionally,  the  family  will  ask  if  the  psychia- 
trist cannot  “just  drop  in”  as  a friend  and  suggest 
that  the  patient  go  for  a ride,  and  then  drop  him  at 
the  hospital.  The  assumption  behind  the  request  is 
obviously  that  nobody  could  be  persuaded  to  go  to 
a mental  hospital  if  he  knew  where  he  was  going.  It 
is  associated,  however,  with  the  hope  that  once  he  is 
there,  he  will  happily  accept  the  inevitable  and  be 
grateful  to  everybody  concerned. 


T have  often  wondered  how,  as  a hospital  psychia- 
trist, I could  hope  to  establish  any  working  rapport 
with  a patient  under  such  conditions.  He  might  well 
feel  that  I must  be  conspiring  with  those  who  had 
deceived  him  and  no  more  to  be  trusted  than  they. 
It  would  be  quite  natural  to  find  the  emphasis  in 
his  thinking  on  getting  out  rather  than  on  getting 
well. 

It  is  my  conviction  that  it  is  unwise  and  unneces- 
sary ever  to  bring  a patient  to  a mental  hospital 
under  false  pretenses.  It  is  unfair  to  the  patient,  and 
it  must  put  the  hospital  at  a great  disadvantage  in 
effective  therapy.  In  most  instances  it  is  possible  to  1 
gain  full  cooperation.  Occasionally  due  to  the 
psychotic  condition  of  the  patient,  one  may  insist  j 
on  hospitalization  as  a health  measure,  in  the  same  ! 
way  that  one  might  isolate  a case  of  smallpox.  Only 
rarely  is  it  necessary  to  call  for  a police  escort. 
When  this  is  necessary,  it  may  be  more  difficult  to 
avoid  the  implication  that  the  hospital  is  some  kind 
of  jail. 

Granting  that  some  working  rapport  exists  be- 
tween the  doctor  and  patient,  the  ability  to  persuade 
the  patient  to  elect  the  supervision  of  a mental  hos- 
pital may  depend  in  some  degree  on  the  doctor’s 
conviction  that  the  move  is  therapeutic  rather  than 
a form  of  incarceration  or  punishment,  or  the  simple 
expedient  of  getting  rid  of  a hopeless  problem. 

Some  of  the  facts  that  seem  most  useful  in  con- 
veying the  importance  of  the  role  of  the  mental 
hospital  in  promoting  the  patient’s  recovery,  are: 

( 1 ) The  opportunity  for  continuous  observation  of 
the  patient  by  specialists  in  the  field  of  nervous  and 
mental  disorders.  (2)  Technical  equipment  unavail- 
able at  home  or  in  a general  hospital— this  includes 
hydro— and  physiotherapy,  shock,  fever,  and  occu- 
pational therapy.  (3)  A regime  of  directed  activity 
adapted  to  the  patient’s  capacities  and  which  re- 
lieves the  patient  from  being  guided  by  his  own 
disordered  feelings.  (4)  Freedom  from  the  effort  of 
“saving  face”  or  “throwing  a bluff”  in  a normal  en- 
vironment. (5)  A chance  to  relax  and  build  up  re- 
serve, like  a runner  getting  his  breath.  (6)  Super- 
vision of  diet  and  general  hygiene.  (7)  In  some 
instances,  protection  from  suicide,  or  in  some  para- 
noid states,  protection  from  some  fancied  enemy. 

The  mental  hospital  offers  security,  understand- 
ing, valuation,  and  freedom  to  grow  at  the  level 
where  development  is  essential,  if  life  is  to  be  effec- 
tive. The  patient  should  look  forward  to  his  stay 
there  as  an  opportunity  for  recovery.  In  presenting 
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:hese  ideas,  the  referring  man  can  do  much  to  com- 
oat the  belief  that  the  mental  hospital  is  merely  a 
place  of  detention  with  a slogan  over  the  entry 
which  reads,  “Abandon  hope  all  ye  who  enter  here.” 

The  deep  resistance  of  the  patient  to  treatment  at 
1 mental  hospital  is  probably  related  to  misconcep- 
tions about  the  nature  of  mental  illness.  It  is  con- 
sidered respectable  to  have  any  organic  disease,  but 
the  word  Mental  in  relation  to  illness  implies  lack 
of  character  or  moral  fibre,  deficient  courage,  or  no 
will  to  be  well.  The  insane  person  is  felt  to  be  out 
of  control  and  may  activate  in  the  normal  person, 
memories  of  the  child’s  problem  of  disciplining  in- 
stinctive forces.  Having  tolerated  the  deprivations 
incurred  by  such  discipline,  and  trusted  the  mechan- 
ism, they  may  be  terrified  by  what  seems  evidence 
that  controls  can  let  go.  In  this  sense,  the  illness 
appears  as  a personal  failure,  and  the  need  for  treat- 
ment for  a mental  illness  necessitates  apology  if 
jione  is  to  preserve  one’s  self  respect. 

Both  the  psychiatrist  and  the  mental  hospital  are 
in  an  advantageous  position  to  help  correct  this 
misconception  of  mental  illness.  If  a particular  hos- 
ipital  has  been  selected  and  it  is  possible  to  reach  the 
physician  who  will  supervise  the  patient’s  treatment 
on  the  telephone,  it  is  often  helpful  to  discuss  the 
case  with  him  while  the  patient  is  listening.  1 his 
establishes  a continuity  between  what  has  been  done 
outside  and  the  future  course  of  procedure.  In  addi- 
tion, the  referring  physician  can  indicate  that  he  has 
confidence  that  the  hospital  doctor  is  better 
equipped  to  carry  on  from  that  point  than  he  is. 
Later,  one  may  give  the  patient  some  details  of  his 
new  doctor’s  experience,  background,  and  personal- 
ity, to  establish  a “prestige  value”  which  can  be 
helpful  in  later  therapy. 

It  is  a comfort  and  a reassurance  to  the  patient 
if  the  referring  physician  is  personally  acquainted 
with  the  hospital  staff,  and  with  the  physical  layout 
and  accommodations  of  the  hospital. 

If  the  patient  is  well  enough  and  time  is  not  essen- 
tial, he  may  pay  a visit  of  inspection  to  the  prospec- 
tive hospital  just  as  he  might  visit  a prospective 
resort.  This  visit  may  later  pay  dividends  in  con- 
tentment and  cooperation  on  the  part  of  the  patient. 

Within  the  limits  of  the  patient’s  understanding, 
the  referring  man  should  be  responsible  that  the 
patient  begins  his  hospital  period  aware  of  the 
reasons  for  it  and  the  hope  it  presents.  Every  effort 
should  be  made  to  eliminate  hostility  and  distrust 
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and  to  counteract  the  resistance  which  is  so  common 
to  this  situation. 

The  referring  man  has  a further  opportunity  to  be 
of  help  to  the  hospital,  by  educating  the  family  or 
relatives  and  gaining  their  cooperation.  They,  too, 
need  explanation  and  reassurance  as  to  the  thera- 
peutic possibilities  of  the  mental  hospital.  They 
often  make  the  choice  of  hospital,  and  are  by  neces- 
sity, guided  by  economic  factors  to  a large  degree. 

The  cost  of  a private  hospital  is  necessarily  rela- 
tively high  for  the  average  family  budget,  and  a 
dip  into  principal  is  usually  a matter  of  real  concern. 

The  well  person  is  prone  to  consider  the  situation 
in  terms  of  where  he  would  like  to  be  rather  than  on 
adequacy  of  care.  There  is  a tendency  to  begin  with 
a more  expensive  programme  than  can  be  main- 
tained comfortably,  with  the  feeling  that  the  patient 
can  be  transferred  to  a State  hospital  or  less  expen- 
sive care  when  the  money  runs  out.  Since  it  is  pos- 
sible to  find  very  adequate  care  consistent  with 
ability  to  pay,  this  does  not  seem  wise.  It  is  my 
experience  that  the  members  of  the  family  have  a 
happier  relation  with  the  hospital  if  they  are  not 
making  too  many  financial  sacrifices  to  afford  hos- 
pitalization. 

Explanation  of  commitment  before  arrival  at  the 
hospital  often  avoids  confusion  and  resentment  when 
this  aspect  of  admission  is  met  as  a reality.  The 
reasons  for  it  are  sufficiently  obvious  when  explained 
and  there  are  rarely  any  serious  objections. 

Fortunately,  there  are  few  states  where  it  is  neces- 
sary to  submit  to  trial  by  jury  in  order  to  obtain 
hospitalization  for  mental  illness. 

I have  found  that  once  the  patient  is  established 
at  the  hospital  it  is  more  satisfactory  for  the  refer- 
ring man  to  relinquish  all  responsibility  for  treat- 
ment and  direction  of  the  patient.  On  any  other 
basis,  there  is  confusion  in  the  mind  of  the  patient 
and  an  opportunity  to  play  one  authority  against 
another.  If  the  referring  man  does  not  have  full  con- 
fidence in  the  physicians,  and  the  adequacy  of  the 
hospital  to  supervise  this  phase  of  the  patient’s  ill- 
ness, it  reflects  on  the  wisdom  of  the  patient’s  being 
there  and  is  bound  to  detract  from  the  patient’s  trust 
and  cooperation.  There  is  also  the  item  of  extra 
expense  for  double  supervision,  which  either  the 
family  or  the  patient  may  quite  properly  question. 

The  amount  of  information  and  the  frequency  of 
reports  of  progress  to  the  referring  man  varies  with 
each  case.  If  the  family  continues  to  rely  on  the 
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referring  man  for  reassurance  and  direction,  it  is 
important  that  he  should  know  about  the  patient’s 
progress,  and  what  cooperation  the  hospital  needs 
from  the  family.  The  desirability  of  shock  therapy 
is  the  question  about  which  the  family  seeks  infor- 
mation most  frequently  at  the  present  time.  When 
a patient  has  been  under  care  for  a long  period,  the 
question  may  arise  as  to  whether  a change  of  en- 
vironment or  a different  approach  might  have  a 
beneficial  influence  on  the  course  of  the  illness,  and 
the  referring  man  may  help  both  the  family  and  the 
hospital  by  an  interview  with  the  patient  and  a con- 
sultation with  the  hospital  doctors  as  to  the  wise 
course  to  pursue. 

Occasionally,  a patient  in  a mental  hospital  may 
harbor  the  idea  that  the  hospital  is  a racket  and  be 
critical  of  all  attempts  to  help  him.  The  referring 
man  may  present  reasons  for  remaining  and  confirm 
the  wisdom  of  procedures  being  carried  out.  His 
opinion  may  be  accepted  as  unprejudiced  by  eco- 
nomic motives  and  cooperation  restored. 

In  some  particular  case,  the  referring  man  may 
appreciate  a summary  of  procedure  because  of  a 
special  interest  in  the  evolution  of  the  illness,  the 
results  of  special  tests,  and  the  diagnosis  at  the  hos- 
pital. 

If  hospitalization  is  a transient  phase  and  the 
referring  man  expects  to  resume  responsibility  for 
psychotherapy  or  supervision  when  the  patient  is 
discharged  from  the  hospital,  a knowledge  of  the 
course  of  the  patient  in  the  hospital  with  suggestions 
resulting  from  the  insight  gained  there,  may  be  most 
helpful. 

If,  in  the  course  of  hospital  treatment,  a patient 
establishes  confidence  in  the  hospital  physician  and 
wishes  to  report  back  to  him  after  discharge  from 
the  hospital,  it  seems  preferable  for  the  referring 
man  to  encourage  this  if  practical,  rather  than  to 
insist  that  the  patient  return  to  him.  The  successful 
rehabilitation  of  the  patient  should  always  have 
precedence  in  determining  the  procedure  to  be 
followed. 

A word  might  be  said  for  encouraging  some  con- 
tact between  the  referring  man,  the  mental  hos- 


pital, and  the  lay  public  other  than  the  relation  of 
necessity,  in  reference  to  hospitalization  of  a patient. 
The  mental  hospital  is  an  integral  part  of  our  social] 
structure  and  should  establish  an  awareness  of  its 
problems  and  aims  in  the  mind  of  the  community. 
In  the  past,  there  has  been  too  much  tendency  for 
it  to  remain  apart,  as  too  special  for  general  under-  ! 
standing. 

The  presence  of  hospital  doctors  at  medical  meet- 
ings is  a great  help  in  facilitating  a friendly  contact. 
Presentation  of  papers  at  the  meetings  keeps  the1 
profession  aware  of  the  original  scientific  work  that 
is  being  done  in  mental  hospitals.  Occasional  meet- 
ings of  the  societies  at  the  hospitals  allows  the  pre- 
sentation of  case  material  and  demonstrations.  A 
training  school  for  students  and  nurses  establishes 
many  contacts  to  further  the  better  understanding 
of  the  role  of  the  mental  hospital.  Departments  of 
sociology  and  psychology  are  aware  of  the  import- 
ance of  understanding  abnormal  mental  phenomena 
and  welcome  an  opportunity  to  extend  their  knowl- 
edge through  case  material  that  is  available  only  at 
a mental  hospital. 

Social  service  workers  are  another  effective  liaison 
between  the  hospital  and  the  community,  and  per- 
form a real  service  in  presenting  the  function  of  a 
mental  hospital  to  lay  people  in  terms  understand- 
able to  them. 


The  general  public  does  not  yet  have  the  same 
attitude  of  acceptance  or  confidence  towards  the 
mental  hospital,  which  it  has  towards  the  general! 
medical  hospital.  This  is  probably  due  more  to  the 
general  superstitions  and  unsubstantiated  beliefs 
about  mental  illness  than  to  the  modern  mental  hos- 
pital itself.  As  a matter  of  fact,  the  resourcefulness 
and  high  quality  of  the  mental  hospital  is  doing 
much  to  change  this  attitude. 

Any  steps  that  tend  to  further  an  understanding, 
cordial,  and  effective  relation  between  referring 
man,  patient,  family,  mental  hospital,  and  general 
public  are  bound  to  bear  fruit  in  putting  mental  ill- 
ness in  its  proper  perspective,  and  facilitating  the 
care  of  those  who  become  mentally  ill. 
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'TpHE  six  cases  to  be  presented  here  represent  both 
typical  and  unusual  types  of  cord  tumor  which 
have  been  seen  in  the  clinic  of  the  Hartford  Hos- 
pital in  the  past  eighteen  months.  One  of  these  is 
being  published  separately  by  Dr.  William  B. 
Scoville  because  of  its  unique  nature  and  unusual 
method  of  surgical  management. 

The  incidence  of  cord  tumors  according  to  the 
level  of  the  cord  shows  a fairly  even  distribution, 
although  the  site  varies  somewhat  depending  on  the 
pathology. 

The  incidence  of  occurrence  in  relation  to  the 
membranes  of  the  cord  as  averaged  from  several 
'series  shows: 

Extramedullary  63% 

Extradural  30% 

Intramedullary  7% 

Some  of  these  series  included  ruptured  nucleus 
pulposus  or  chondroma  amongst  the  extradural 
tumors,  which  would  alter  these  figures  to  some 
extent  since  that  entity  is  not  commonly  included 
in  a discussion  of  cord  tumors. 

The  incidence  of  occurrence  in  the  two  sexes  is 
about  even,  although  meningiomas  predominate  in 
the  females.  The  incidence  of  occurrence  of  the 
various  pathological  types  as  listed  by  Dr.  Abner 
Wolf  from  a series  of  two  hundred  and  fifty-three 


tumors  is: 

Neurinomas  26%  . 

Metastatic  tumors  25% 

Meningiomas  23% 

Gliomas  14% 

Arising  from  blood  vessels  3% 

Vertebral  tumors  3% 

Congenital  (dermoid;  chordomas)  2% 

Lipomas  i-5% 

Other  rare  types  less  than  1 % each 


The  first  two  cases  are  typical  examples  of  nerve 
sheath  tumors  (neurinomas,  perineurial  fibroblas- 
tomas).  These  are  distinguished  from  the  neuro- 
mas (neurofibromas,  von  Recklinghausen  disease, 
et  cetera)  by  the  absence  of  nerve  fibers  in  the 
tumor.  Neurinomas  vary  in  gross  appearance  as  to 
size,  shape,  color  and  consistency.  Most  occur  intra- 
durally  and  are  extramedullary.  Histologically,  the 
tumor  consists  of  two  types  of  tissue:  (1)  a com- 
pact fibrillary  tissue  with  characteristic  pallisading 
nuclei,  and  (2)  a loose  meshed  tissue— sparsely  cellu- 
lar and  myxomatous  in  appearance. 

Case  i.  Neurinoma  of  cervical  cord — symptoms  of  two 
years’  duration.  Removal  of  tumor  with  immediate  disap- 
pearance of  signs  and  symptoms.  Interesting  feature  being 
an  independent  bony  lesion  in  the  region  of  the  tumor  that 
delayed  the  diagnosis. 

V.  G.,  a 55  year  old  made  who  had  had  aching  pain  in  the 
base  of  his  neck,  the  right  shoulder  and  radiating  down  into 
the  right  arm,  accompanied  by  weakness  and  occasional 
paresthesias  and  numbness  of  that  extremity  for  a duration 
of  two  years.  Because  of  these  symptoms  and  inability  to 
use  his  right  hand  in  his  work,  he  was  hospitalized  six 
months  previously  for  one  week.  At  that  time  x-rays  of  the 
cervical  spine  showed  a destructive  arthritis  at  C5-C6  with 
bone  absorptive  changes — possibly  tuberculosis  or  old 
trauma.  Ele  was  discharged  after  one  week  of  head  trac- 
tion. For  two  months  prior  to  his  last  hospitalization  he  had 
had  an  increase  in  the  above  symptoms  plus  weakness  of  the 
right  leg  and  occasional  “strap-like”  pains  across  the  lumbar 
region. 

Examination  revealed  a well  developed  and  well  nour- 
ished male;  B.P.  160/80;  horizontal  nystagmus;  weakness  and 
atrophy  of  the  muscles  about  the  right  shoulder  with  wing- 
ing of  right  scapula;  weakness  of  the  right  upper  and  lower 
extremities;  hypalgesia  over  the  distribution  of  C5  on  the 
right;  gait  unsteady;  tremor  and  slight  incoordination  of 
right  arm  and  hand.  Stereognosis  was  poor  bilaterally.  Re- 
flexes showed  diminished  biceps  and  radials  bilaterally,  absent 
abdominals  and  positive  Babinski  on  the  right.  Lumbar  punc- 
ture showed  a complete  block  on  Queckenstedt  test — total 
protein  of  227  mgs.  per  cent,  no  cells  and  normal  serology. 
Iodized  oil  myelogram  revealed  a total  block  at  the  level  of 
the  fourth  cervical  vertebra  with  a smooth  defect  suggest- 
ing a tumor  or  cyst.  There  was  no  defect  at  the  level  of 
the  arthritic  process. 


Presented  at  the  meeting  of  the  Association  of  Connecticut  Tumor  Clinics  at  Hartford,  April  2,  1943 
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Operation.  Under  paravertebral  (cervical)  block,  supple- 
mented by  intravenous  anaesthesia,  operation  was  performed 
through  an  upper  cervical  laminectomy-  A large  grayish 
fusiform  extramedullary  tumor  was  found  anterolaterally 
on  the  right,  arching  the  cord  posteriorly  and  rotating  it 
counterclockwise.  The  tumor  was  held  in  position  by 
the  roots  of  the  fourth  and  fifth  cervical  nerves  on  the 
right  and  appeared  to  arise  from  a posterior  rootlet  of  the 
right  third  cervical  nerve.  By  severing  this  pedunculated 
attachment,  the  tumor  was  able  to  be  manipulated  and  re- 
moved completely  and  in  one  piece  without  injury  to  sur- 
rounding nerve  tissues.  The  postoperative  course  was  un- 
eventful (with  the  disappearance  of  all  previous  symptoms 
and  return  of  normal  strength),  ambulatory  on  the  fifth 
postoperative  day  and  discharged  on  the  fourteenth  post- 
operative day.  Lumbar  punctures  done  after  the  operation 
showed  normal  dynamics  and  a drop  in  total  protein  to 
4 6 mgs.  per  cent. 

Pathological  report.  Typical  neurinoma. 

Case  11.  A neurinoma  (histologically  this  tumor  was  first 
considered  a meningioma,  but  later  studies  indicate  that  it 
is  a neurinoma  which  is  more  in  accordance  with  its  site 
of  origin)  of  the  mid-dorsal  cord  with  symptoms  of  about 
four  months,  sudden  inability  to  walk — no  pain  at  any  time; 
operative  removal  with  improvement,  but  residual  block 
from  arachnoiditis. 

E.  T.,  a 58  year  old  female  who  fell  six  months  previous 
to  admission  without  any  noticeable  sequelae.  Two  months 
prior  to  admission  she  began  having  difficulty  in  using  her 
right  leg.  Following  this  she  became  progressively  worse, 
walking  became  more  difficult  with  dragging  of  the  right 
leg  and  then  involvement  of  the  left  leg.  T here  was  a loss 
of  position  sense  of  the  right  leg  and  finally,  on  the  day  of 
admisison,  she  became  unable  to  walk  at  all.  It  is  interesting 
that  at  no  time  was  there  any  pain  or  sphincter  disturbance. 

Examination.  A healthy  appearing  woman  with  normal 
findings  on  general  physical  examination.  Neurologically,  the 
motor  system  revealed  signs  of  pyramidal  tract  disease  in 
the  lower  extremities  with  some  spasticity,  hyperactive  re- 
flexes and  positive  Babinski  sign  bilaterally.  Abdominal  re- 
flexes were  absent.  The  upper  extremities  were  normal 
throughout.  There  was  marked  ataxia  of  the  lower  extremi- 
ties and  impaired  position  sense  on  the  right.  A sensory  level 
was  present  at  D6  with  hypalgesia  below  this  on  the  right, 
but  extending  only  to  Dio  on  the  left.  Lumbar  puncture 
revealed  a total  block  to  Queckenstedt  dynamics.  The  spinal 
fluid  had  a protein  content  of  288  mgs.  per  cent.  Air 
myelography  demonstrated  the  obstruction  to  be  at  the 
level  of  the  fifth  to  sixth  dorsal  vertebrae. 

At  operation  an  extramedullary,  yellowish  brown  tumor 
was  found,  oval  in  shape,  1 % cm.  maximum  diameter,  lying 
in  the  left  anterolateral  position  and  surrounded  by  a dense 
arachnoid  membrane.  The  tumor  was  completely  removed 
in  one  piece  along  with  a portion  of  the  dense  membrane. 
Postoperatively,  there  was  temporary  loss  of  urinary  func- 
tion which  cleared  in  three  weeks.  At  the  time  of  discharge 
she  had  improved  considerably  in  comparison  to  her  pre- 
operative status,  but  still  showed  a completed  block  to 
Queckenstedt  test  due  to  the  severe  arachnoid  adhesions. 

Pathological  report.  (1)  Fibroblastic— meningioma.  (2) 
Later  reported  as  a neurinoma  (more  likely). 


The  next  two  cases  are  examples  of  vascular  mal- 
formations of  the  spinal  cord.  There  has  been  con- 
siderable  confusion  in  the  literature  as  to  the  clas- 
sification  of  these  lesions.  They  have  been  reported 
under  such  names  as:  telangiectasis,  angioma,  hamar- 
toma, hemangioma,  varicocoele  of  the  spinal  cord, 
angioma  racemosum,  et  cetera,  but  according  to 
Turner  and  Kernohan  these  can  be  divided  into  jj 
two  groups: 

( 1 ) Arteriovenous  aneurysmal  dilatations  of  the 
spinal  vessels— which  are  rare. 

(2)  Varicosities  of  the  spinal  veins— which  are 
frequent. 

Any  of  the  vascular  anomalies  are  capable  of  sub-: 
sequent  alteration  in  size  and  character,  which  may; 
frequently  produce  symptoms.  Both  of  these  cases, 
are  of  the  former,  more  rare,  arteriovenous  type 
of  angioma. 

The  first  of  these  had  a true  arteriovenous  aneu- 
rysm and  is  unusual  in  respect  to  the  method  of 
surgical  management  by  Dr.  Scoville. 

Case  111.  Arteriovenous  angioma  with  two  aneurysms,  one 
of  which  was  thrombosed  and  organized.  Successful  removal 
of  both  aneurysms. 

J.  V.  W.,  a 14  year  old  male,  who  had  had  pain  in  low 
back  extending  down  the  posterior  aspect  of  both  legs  for 
three  years’  duration;  two  bouts  of  urinary  retention  during 
the  past  two  years;  recently  had  subjective  weakness  in 
both  legs. 

Examination  showed  an  undernourished  boy  of  small 
skeletal  structure.  There  were  fibrillary  twitchings  in  the 
muscles  of  the  posterior  thigh  and  calf.  Motor  power  and 
sensation  were  not  grosslv  impaired.  Deep  reflexes  in  lower 
extremities,  however,  were  almost  imperceptible.  Abdom- 
inal reflexes  were  normal;  no  posterior  column  impairment.; 
There  was  definite  nuchal  rigidity.  X-rays  revealed  eroded 
right  pedicle  of  the  twelfth  dorsal  vertebra  with  widened 
interpeduncular  measurements  from  Du  to  Li.  Lumbar 
puncture  revealed  a partial  block  to  dynamics  and  a total 
protein  of  157  mgs.  per  cent.  Air  myelogram  demonstrated 
a block  at  the  level  of  the  first  lumbar  vertebral  body. 

At  operation  an  arteriovenous  angioma  was  found  at  the 
suspected  level.  This  consisted  of  (a)  a w'ormlike  cluster  of 
vessels,  (b)  a large  arteriovenous  aneurysm,  through  the 
thin  wall  of  which  arterial  blood  could  be  seen  mixing  with 
venous,  (c)  a round  smooth  yellowish  solid  tumor  mass  over 
1 cm.  in  diameter,  which  later  proved  to  be  another  aneur- 
ysm which  had  thrombosed  and  organized.  The  postopera- 
tive course  has  shown  progressive  improvement.  Immediately 
following  operation  there  was  marked  motor  and  sensory 
loss  in  the  legs  with  bladder  paralysis  requiring  catheter 
drainage  for  several  weeks.  With  orthopedic  management 
the  function  of  his  legs  has  returned,  except  for  the  peroneal! 
muscles  on  the  right,  requiring  a small  brace  with  which  his 
gait  is  practically  normal. 

Case  IV.  Arteriovenous  anginoma  of  spinal  cord  encoun- 
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tered  at  exploratory  laminectomy  for  cauda  equina  lesion. 
Partial  figuration  and  decompression  followed  by  x-ray 
therapy. 

H.  S.,  a 20  year  old  college  athlete,  who  fell  while  skating 
one  year  previous  to  hospital  admission.  Three  months  later 
he  noticed  that  his  right  ankle  turned  very  easily  and  he 
'began  to  limp.  This  was  followed  by  the  appearance  of 
pain  in  the  right  hip  and  weakness  and  fatigue  on  walking 
any  distance.  Various  types  of  conservative  therapy,  includ- 
ing leg  traction,  plaster  jacket,  et  cetera,  did  not  change  the 
progressive  downward  course.  The  limping  and  weakness 
increased. 

Examination.  A tall  young  man,  very  well  developed  in 
trunk  and  upper  extremities,  but  with  marked  atrophy  and 
weakness  of  all  muscle  groups  in  the  lower  legs,  the  posterior 
thighs  and  gluteals.  Walked  with  a flatfooted  gait,  unable 
to  stand  on  his  toes.  Straight  leg  raising  restricted  bilater- 
j ally,  but  more  on  the  right.  Sensory  examination  revealed 
I marked  impairment  to  all  sensations  below  the  distribution 
of  the  fourth  lumbar  nerve  bilaterally.  No  loss  of  sphincter 
control.  Lumbar  puncture  showed  no  block  to  dynamics,  the 
total  protein  was  195  mgs.  per  cent,  however.  Iodized  oil 
myelogram  showed  no  gross  defects,  although  spot  films  of 
the  conus  area,  unfortunately,  were  not  taken. 

At  operation  an  extensive  angioma  was  exposed  in  the 
region  of  the  conus  and  upper  cauda  equina.  The  purplish 

I color  of  the  vessel  masses  disclosed  its  arteriovenous  nature. 
The  vessels  were  hopelessly  entwined  in  the  cauda  equina 
and  many  of  the  roots  grossly  distorted.  Some  of  the 
vessels  were  thrombosed  by  electrocoagulation.  One  bled 
profusely,  but  was  controlled  by  a muscle  stamp.  The  upper 
and  lower  extent  of  the  angioma  was  never  determined. 
The  wound  was  closed  leaving  the  dura  open.  Postopera- 
tively  there  was  a temporary  increase  in  weakness,  but  this 
has  shown  progressive  improvemenf  and  now,  two  months 
since  operation,  he  has  practically  reached  his  preoperative 
status.  He  has  been  receiving  x-ray  therapy  and  it  is  in  this 
that  most  hope  lies. 

DERMOID  TUMORS: 

Dermoids  of  the  pelvis  and  mediastinum  often 
; reach  large  size  but  within  the  rigid  confines  of  the 
j neural  canal  a dermoid  the  size  of  a peanut  may  be 
! of  grave  importance.  List  recently  was  able  to  col- 
lect nineteeen  cases  of  dermoid  tumors  of  the  cord. 
These  were  reported  along  with  the  related  epider- 
| moid  tumors  and  communicating  pilonidal  sinuses. 
The  other  member  of  this  group,  which  is  related 
pathogenically,  is  the  teratoma.  The  generally  ac- 
cepted theory  of  pathogenesis  is  that  during  the 
third  to  fifth  weks  of  fetal  life,  when  the  ectoblast 
differentiates  into  cutaneous  and  neural  ectoderm, 
1 there  occurs  inclusions  of  displaced  cutaneous  ecto- 
dermal cells.  Whether  the  tumor  is  epidermoid,  der- 
moid or  teratoma  depends  on  the  stage  and  the 
number  of  germ  layers  included.  Of  the  cases  re- 
ported less  than  one-third  have  been  intramedullary, 
; which  makes  the  following  case  an  unusual  type. 


Case  V.  Intramedullary  dermoid  cyst  of  conus  of  the  spinal 
cord.  Symptoms  of  weakness  in  legs  for  three  years — no 
pain.  Successful  surgical  removal  of  the  tumor. 

W.  S.,  a 44  year  old  female,  who  had  frequently  turned 
her  ankles  due  to  weakness  for  three  years.  During  the  last 
year  and  a half  the  weakness  in  the  lower  extremities  in- 
creased, particularly  in  the  right  leg.  Associated  with  this 
she  had  noticed  some  loss  of  equilibrium  and  occasionally 
the  left  leg  “felt  like  a block  of  wood.” 

Examination  revealed  both  upper  and  lower  motor  neurone 
involvement  in  the  legs.  There  was  marked  atrophy  and 
weakness  in  both  anterior  tibial  and  peroneal  muscle  groups. 
The  hamstrings  and  gluteals  were  also  weak.  Position  and 
vibratory  senses  were  impaired  in  both  lower  extremities 
with  positive  Romberg.  Response  to  pain  and  touch  was 
normal  throughout.  The  knee  jerks  and  ankle  jerks  were 
absent  bilaterally,  but  there  was  a definite  Babinski  response 
on  the  right  while  that  on  the  left  was  equivocal.  Lumbar 
puncture  revealed  normal  dynamics;  the  spinal  fluid  was 
normal  in  all  respects  with  a total  protein  of  38  mgs.  per 
cent.  Myelograms,  using  iodized  oil,  demonstrated  a block 
at  the  upper  aspect  of  the  first  lumbar  vertebra,  while  the 
upper  border  of  the  block  was  found  at  D12  by  means  of 
introducing  a few  drops  of  the  medium  into  the  cisterna 
magna. 

At  operation  a large  yellowish  tumor  was  found;  this  was 
intramedullary,  arising  from  the  midportion  of  the  upper 
part  of  the  conus.  The  capsule  was  opened  and  most  of 
the  grumous,  caseous  material  evacuated.  The  collapsed  cyst 
wall  was  then  completely  stripped  away  from  the  surround- 
ing cord  tissue  and  removed. 

Pathological  report.  Dermoid  cyst  with  typical  sweat  and 
sebaceous  glands  and  fatty  tissue  found  in  the  walls  micro- 
scopically. Postoperative  course  has  shown  satisfactory  im- 
provement with  the  exception  of  a left  toe  drop.  The  right 
leg  has  already  exceeded  its  preoperative  status  and  for- 
tunately the  bladder  sphincter  control  was  not  injured. 

HEMATOMYELIA: 

There  may  be  some  question  as  to  whether  this 
should  be  considered  a tumor,  much  less,  a neo- 
plasm. Of  course,  a clot  is  always  a tumor,  and  in 
the  central  nervous  system  it  is  a mass  which  pro- 
gressively increases  in  size  and  frequently  kills, 
thus  even  assuming  a malignant  nature.  These 
lesions  occasionally  require  biopsy  and  the  section 
may  even  be  a source  of  argument.  Although 
there  is  cellular  proliferation  in  a clot,  it  is  the 
imbibing  of  the  fattening  tumor  that  kills.  So  with- 
out further  apology  this  interesting  and  rather  un- 
usual case  is  included  here. 

Case  VI.  Hematomyelia  of  medulla,  cervical  and  upper 
dorsal  cord  with  resulting  increased  intracranial  pressure 
as  well  as  cord  involvement.  Successful  evacuation  in  two 
stages  with  marked  improvement. 

A.  R.,  a 20  year  old  female,  who  fell  six  years  prior  to 
admission,  striking  on  the  back  of  her  neck — injury  severe 
enough  to  require  three  days’  bed  rest.  Nausea  and  vomiting 
since  that  time  of  great  frequency.  Two  years  prior  to 
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admission  she  developed  a stiff  neck  and  pain  in  the  inter- 
scapular  region.  Following  that  she  had  a rather  extensive 
investigation  and  treatment  in  several  hospitals  and  clinics 
with  diagnoses  of  osteochondritis  with  scoliosis  and  psycho- 
neurosis. The  vomiting  persisted.  During  the  last  year  she 
had  headaches,  blurring  of  vision  and  occasional  diplopia. 
She  also  noticed  that  the  left  side  of  her  body  and  left 
extremities  perspired  freely  while  the  right  side  was  warm 
and  dry.  In  the  last  two  months  she  noticed  numbness  in  the 
right  leg  and  difficulty  in  voiding. 

Examination  showed  an  ill  appearing,  emaciated,  twenty 
year  old  female.  There  was  blurring  of  the  optic  discs  and 
nystagmus  to  the  right;  mild  pyramidal  tract  signs,  left  more 
than  right  with  hyperactive  reflexes  in  the  left  arm,  positive 
Hoffman  sign  on  the  left,  absent  abdominal  reflexes  on  the 
right  and  bilateral  Babinski  response  present.  Position  and 
vibratory  senses  were  absent  in  the  right  foot,  a localized 
area  of  hypalgesia  was  present  over  the  distribution  of  the 
fourth  cervical  nerve  on  the  right.  The  skin  of  the  left 
arm  and  thorax  was  moist  while  the  right  was  dry  and 
warm.  The  right  leg  was  one  and  one-half  inches  longer 
than  the  left.  Lumber  puncture  revealed  a complete  block 
to  Queckenstedt  dynamics,  xanthochromic  fluid  with  a total 
protein  of  162  mgs.  per  cent.  A pneumomyelogram  revealed 
a block  at  the  level  of  the  fifth  dorsal  vertebra.  A ventri- 
culogram was  done  witli  laminographic  studies  of  the  fourth 
ventricle,  disclosing  a communicating  hydrocephalus  and  an 
obstructing  tumor  mass  projecting  posteriorly  from  the  floor 
of  the  fourth  ventricle. 

Operation  was  performed  in  two  stages:  the  first,  a sub- 
occipital  decompression  and  cervical  laminectomy,  revealed 
the  cervical  cord  to  be  tremendously  enlarged  and  the 
medulla  bulging  posteriorly  into  the  fourth  ventricle.  This 
intramedullarly  tumor  was  tapped  and  found  to  consist  of 
cysts — some  containing  chocolate  and  others  xanthochromic 
fluid.  These  cysts  were  drained  through  three  small  mid- 
line incisions,  producing  a collapse  of  the  tumor.  Small  biop- 
sies were  taken  from  the  walls  of  the  cysts  and  microscopic 
section  revealed  normal  nerve  tissue  infiltrated  with  phago- 
cytic cells  containing  old  blood  pigment.  Postoperative 
course  was  very  satisfactory  with  no  further  vomiting.  At 
the  second  stage  of  the  operation  a few  weeks  later,  an 
upper  dorsal  laminectomy  was  done,  the  previous  operative 
site  inspected  and  the  cervical  cord  seen  to  be  collapsed  and 
normal  in  appearance.  In  the  dorsal  cord  a cyst  was  en- 
countered extending  from  the  fourth  to  the  sixth  dorsal 
vertebrae.  This  was  opened  and  xanthochromic  fluid  ob- 


tained producing  a collapse  of  the  cord  at  the  site  to  normal 
size.  Postoperative  course  was  satisfactory  with  gradual  re- 
turn to  normal  of  the  protein  of  the  spinal  fluid  and  dis- 
appearance of  the  block.  It  is  now  one  year  since  operation 
and  her  preoperative  weight  has  been  doubled.  The  neuro- 
logical signs  persist  in  the  lower  extremities,  making  walk- 
ing  still  difficult.  I here  is  still  progressive  improvement, 
however. 

Cord  tumor  is  not  an  uncommon  lesion  (if  rup- 
tured nucleus  pulposus  were  considered  a tumor 
as  it  was  fifteen  years  ago  w hen  it  was  looked  upon 
as  a chondroma,  then  cord  tumor  would  be  one  of 
the  most  common  lesions  in  surgery).  When  con- 
tained within  such  narrow  and  rigid  walls  as  the 
spinal  canal  and  when  displacing  such  a soft  and 
vital  structure  as  the  spinal  cord,  it  is  readily  under- 
stood how'  a relatively  small  expanding  lesion  can 
be  disastrous  and,  because  of  its  frequency,  tumor 
should  not  be  the  last  consideration  of  spinal  cord 
disease.  With  modern  diagnostic  methods,  the  pres- 
ence and  exact  location  of  a cord  tumor  can  be 
determined  in  every  case— even  in  the  early  stages. 

Over  fifty-five  per  cent,  and  according  to  some 
authorities  over  sixty  per  cent,  of  the  cord  tumors 
are  benign.  T hese  benign  lesions  can  usually  be  com- 
pletely removed,  but,  if  one  is  to  get  recovery 
without  disability,  removal  must  be  done  in  the 
early  stages.  The  mortality  in  these  cases  is  uni- 
formly low,  even  including  the  metastatic  lesions, 
which  are  not  being  considered  in  this  series. 

A word  in  passing  about  metastatic  malignancy 
in  the  cord  or  brain,  which  were  not  included  here. 
They  are  generally  found  when  operation  is  for  a 
suspected  primary  tumor.  But  even  with  a definite 
or  presumptive  diagnosis  of  a solitary  metastasis, 
immediate  operation  is  advisable  if  ( 1 ) the  primary 
cannot  be  found,  (2)  if  primary  is  recognized  and 
operable  with  no  other  evidences  of  metastasis,  or 
(3)  if  the  duration  of  comfortable  life  can  be  ex-  ; 
tended  for  at  least  two  months  by  the  procedure. 
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THE  MANAGEMENT  OF  NEUROLOGICAL  SYPHILIS  IN  A GENERAL 
HOSPITAL  BY  MALARIA  INOCULATION 

Thomas  P.  Murdock,  m.d.,  and  David  J.  Cohen,  m.d.,  Meriden 


Dr.  Murdock.  Chief  of  Medical  Service,  Meriden 
Hospital,  Meriden 


Dr.  Cohen.  Attending  Physician,  Meriden  Hos- 
pital, Meriden 


"Cifteen  patients  with  the  various  types  of  central 
nervous  system  syphilis  have  received  fever 
treatment  with  malaria  inoculation  at  the  Meriden 
Hospital.  Four  were  private  patients,  the  remainder 
were  admitted  to  the  ward  medical  service.  The 
incubative  period  after  artificial  inoculation  with 
quartan  malaria  intramuscularly  is  about  thirty  days. 
When  used  intravenously  the  incubative  period  is 
from  four  to  twelve  days.  The  incubative  period 
with  intravenous  malaria  of  a tertian  strain  is  about 
three  to  eight  days.  Not  uncommonly  with  either 
tvpe  or  either  method  it  is  necessary  to  stimulate  the 
“malarial  take”  with  shock  therapy  such  as  typhoid 
vaccine  intravenously  and  when  this  fails,  to  attempt 
again,  inoculation  with  malaria.  Hospitals  are  over- 
crowded. Beds  are  needed  for  acute  emergencies.  It 
is  expensive  for  the  patient  to  spend  this  time  in  the 
hospital  and  quite  unnecessary.  Therefore,  the  fol- 
lowing procedure  was  used.  The  patients  were 
inoculated  at  their  own  physician’s  offices  or  at  the 
out  patient  syphilis  clinic.  The  malarial  blood  was 
obtained  from  the  Connecticut  State  Hospital  at 
Middletown.  The  blood  was  injected  on  the  day  that 
it  was  collected.  All  of  the  patients  were  then  per- 
mitted to  go  home  and  about  their  usual  routine  and 
to  report  to  their  physicians  or  the  hospital  with  the 
onset  of  chill  or  fever.  In  this  way  many  unnecessary 
hospital  days  were  saved  both  for  the  patient  and 
hospital. 

Prior  to  admission  to  the  hospital  all  patients  had 
been  worked  up  with  complete  physical,  neuro- 
logical, mental,  and  laboratory  examinations.  The 
latter  consisted  of  blood  and  spinal  fluid  Wasser- 
mans,  cell  count,  globulin,  and  colloidal  gold  curves. 
During  the  febrile  course,  blood  non  protein  nitro- 
gens were  estimated  once  or  twice  a week.  Complete 
blood  counts  were  done  twice  a week.  Blood  smears 
were  examined  frequently  for  malarial  parasites. 
These  were  positive  in  all  cases. 


AGE 

The  fifteen  patients  ranged  from  13  to  63  years 
of  age  at  the  time  of  the  inoculation.  The  average 
age  was  42  -|-  years. 

SEX  DISTRIBUTION 

There  were  ten  males  and  five  females. 

DURATION  OF  SYPHILIS 

Before  inoculation  this  varied  from  a few  months 
to  thirty-five  years;  the  average  length  of  time  be- 
fore treatment  was  approximately  fifteen  years. 

PREVIOUS  TREATMENT 

All  but  three  of  the  patients  had  received  some 
kind  of  antiluetic  treatment  before  the  institution  of 
fever  therapy.  Of  these  three,  one  had  tabes  dorsalis, 
one  had  congenital  lues  and  juvenile  paresis,  and 
one  had  the  mixed  type,  paresis,  and  meningo- 
vascular syphilis.  The  others  had  received  varying 
amounts  of  neoarsphenamine,  mercury,  bismuth, 
and  potassium  iodide.  One  patient  had  received 
tryparsamide. 

ONSET  OF  C.N.S.  SYPHILIS 

The  onset  of  the  central  nervous  system  syphilis 
according  to  the  history  varied  from  a “few  weeks” 
to  eight  years  before  fever  therapy  was  instituted. 
The  complaints  of  the  patients  were  variable:  ptosis 
of  an  eyelid,  pains  in  the  legs,  loss  of  deep  sensation 
in  the  legs  and  feet,  gastric  crises,  hemiplegia, 
diplopia,  staggering  gait,  “nervousness,”  “limp  in 
the  leg,”  difficulty  in  passing  urine. 

TYPES  OF  CENTRAL  NERVOUS  SYSTEM  SYPHILIS 

Tabo-paresis  ...  5 Meningo-vascular 

Tabes  5 + paresis  1 

Paresis  2 Juvenile  paresis 1 

Asymptomatic  1 

At  the  onset  the  diagnosis  of  syphilitic  involve- 
ment was  established  in  1 2 instances  by  clinical  and 
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laboratory  data,  in  two  instances  by  laboratory 
examination,  and  in  one  case  by  clinical  means  (tabes 
dorsalis). 

PHYSICAL  EXAMINATION 

Pupillary  changes  were  found  to  be  the  most 
prominent  and  consistent  abnormal  finding.  These 
varied  from  slight  inequalities  to  the  typical  Argvll- 
Robinson  type.  Of  the  fifteen  patients,  thirteen 
showed  some  degree  of  pupillary  change.  One 
patient  showed  optic  atrophy.  The  two  patients 
who  failed  to  show  pupillary  changes  were  tabetics. 

Of  the  ten  cases  of  tabes  and  tabo-paresis  there 
were  eight  with  loss  of  knee  jerks  or  ankle  jerks  or 
both.  Four  of  the  five  with  tabo-paresis  had  tremors 
of  the  tongue  or  hands  or  both. 

Hemiplegia  of  sudden  onset  was  a presenting  sign 
in  the  mixed  type.  In  this  case  the  colloidal  gold 
curve  was  of  the  paretic  type. 

Seven  of  the  fifteen  cases  presented  mental 
changes.  These  varied  from  “nervousness”  to  marked 
deterioration.  These  changes  were  present  in  the 
paretics,  tabo-paretics,  and  in  the  case  of  juvenile 
paresis.  There  were  the  usual  disturbances  of  mem- 
ory, confusion  of  ideas,  euphoria,  impairment  of 
judgment,  emotional  changes,  lack  of  insight,  and 
impairment  of  calculation.  One  of  the  tabetics  was 
“nervous”  but  complained  of  no  other  symptoms. 

BLOOD  SEROLOGY 

At  the  time  of  inoculation  with  the  malaria  the 
blood  serology  was  positive  in  nine  of  the  fifteen 
cases  or  60%. 

3 positive  in  5 tabo-paretics 

3 positive  in  5 tabetics  y- 

2 positive  in  2 paretics 

1 positive  in  1 juvenile  paretic 

negative  in  1 mixed  type 
negative  in  1 asymptomatic 

SPINAL  FLUID  EXAMINATIONS 

In  all  cases  but  one  there  was  evidence  of  spinal 
fluid  changes  either  in  the  Wassermann  reaction,  cell 
count,  globulin  or  colloidal  gold  curve.  The  spinal 
fluids  were  examined  at  least  once  prior  to  the 
malaria  treatment,  twice  in  two  cases,  and  three 
times  in  three  cases. 

The  five  cases  of  tabo-paresis  presented  the  fol- 
lowing data:  1.  Five  positive  Wassermanns;  2.  Ab- 
sence of  cells  in  3 cases,  123  lymphocytes  in  one 
case,  and  no  record  in  one;  3.  Two  positive  globulin 


reactions,  two  negative  reactions  and  no  record  in 
one;  4.  One  tabetic  colloidal  gold  curve. 

T he  five  cases  of  tabes  presented  the  following 
data:  1.  Four  showed  positive  Wassermanns;  2.  Ab- 
sence of  cells  in  three  cases,  120  lymphocytes  in  one 
and  22  lymphocytes  in  another;  3.  The  globulin 
was  positive  in  three  cases  and  negative  in  two;  4. 
One  positive  colloidal  gold  curve. 

The  two  paretics  had  positive  spinal  fluid  Wasser- 
manns. One  had  a tabetic  colloidal  gold  curve  while 
the  other  had  a typical  paretic  curve.  In  one  there 
were  twelve  lymphocytes  and  34  + globulin.  No 
record  of  cells  or  globulin  could  be  found  in  the 
second. 

The  “mixed  type”  case  showed  a positive  Wasser- 
mann, absence  of  cells,  1 -f-  globulin  and  paretic 
colloidal  gold  curve.  The  juvenile  paretic  presented 
a positive  Wassermann,  absence  of  cells,  1 -j-  positive 
globulin,  and  negative  colloidal  gold  curve. 

The  asymptomatic  case  had  but  a positive  Wasser- 
mann in  all  quantitative  dilutions  (0.2,  0.1,  0.05). 

The  tabo-paretics  showed  the  following  data  in 
the  spinal  fluids  after  treatment: 

(1)  Reversal  of  the  positive  Wassermann  in  3 of  j 
the  4 cases. 

(2)  Reversal  of  cells  in  one,  from  123  to  o. 

(3)  Reversal  of  tabetic  colloidal  gold  curve  to  i 
zero  reaction. 

(4)  No  record  in  one  case. 

(5)  Reversal  of  the  globulin  reaction  in  one  case,  j 

The  spinal  fluids  demonstrated  the  following  facts 

among  the  five  tabetics: 

(1)  Reversal  of  Wassermann  in  one. 

(2)  Reversal  of  cells  in  one,  from  120  to  o. 

(3)  Reversal  of  tabetic  colloidal  gold  curve  to 
zero. 

(4)  No  change  in  one  case. 

(5)  No  record  in  two  cases. 

The  management  of  the  paretics  was  the  most 
unsatisfactory.  One  patient  refused  to  return  to  the 
hospital  for  spinal  puncture.  In  the  second  case  fever 
treatment  had  to  be  interrupted  because  of  delirium, 
incontinence,  and  extreme  weakness. 

The  “mixed  type”  case  has  maintained  a positive 
Wassermann  in  the  spinal  fluid,  but  the  globulin 
reaction  has  changed  from  one  plus  to  zero,  and 
the  paretic  gold  curve  has  reversed  to  normal 
(001 22 10000). 
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The  asymptomatic  patient  showed  reversal  of 
spinal  fluid  Wassermann. 

The  juvenile  paretic  demonstrated  reversal  of  the 
Wassermann  and  globulin  in  the  spinal  fluid. 

In  the  first  two  cases,  the  tertian  variety  of 
malarial  parasite  had  been  used  and  given  intraven- 
ously; the  incubation  period  was  on  the  sixth  day  in 
the  first  case,  the  third  day  in  the  second  case.  All 
the  other  patients  had  been  inoculated  with  the 
quartan  type,  three  of  them  intravenously  and  the 
last  ten  intramuscularly.  The  incubation  period  in 
| the  last  group  varied  from  25  to  44  days. 

There  were  several  factors  in  the  patients’  condi- 
tion that  were  closely  watched  during  the  period  of 
chills  and  fever. 

(1)  Development  of  secondary  (hypochromic) 
anemia. 

(2)  Increase  in  non  protein  nitrogen. 

(3)  Enlargement  of  the  spleen. 

None  of  the  patients  had  erythrocyte  counts  that 
fell  below  3.0  million  per  cubic  mm.  Five  of  the 
patients  developed  palpable  spleens,  but  none  of 
them  became  tremendously  enlarged.  Four  patients 
demonstrated  increase  of  the  NPN  to  levels  above 
normal,  namely  48,  50,  100,  55.  At  no  time  were 
there  any  symptoms  suggesting  a plasmodial  menin- 
gitis. Two  patients  developed  phlebitis  during  the 
febrile  course.  No  jaundice  appeared  during  the 
fever  bouts,  nor  did  erythrocytes  appear  in  urine. 
No  quinine  or  atabrine  resistant  cases  were  found. 
Plasmodia  disappeared  after  the  institution  of 
quinine  or  atabrine  and  remained  so.  No  granulo- 
cytopenia occurred  during  quinine  therapy. 

Kopp  and  Solomon1  have  reported  edema  occur- 
ring during  malarial  fever.  They  have  associated  this 
with  low  serum  albumin.  They  felt  that  the  edema 
occurring  during  the  course  of  therapeutic  malaria 
in  patients  free  from  renal  damage  or  cardiac  failure 
is  probably  aggravated  by  an  increase  in  sodium 
chloride  intake.  Judd,2  however,  feels  that  these 
patients  should  be  given  sodium  chloride  rather 
liberally  because  of  the  loss  of  sodium  chloride 
associated  with  elevation  of  temperature  and  sweat- 
ing. Edema  did  not  develop  in  any  of  our  patients. 
They  were  given  house  diets,  either  regular  or  soft, 
without  increase  or  restriction  of  salt. 

In  the  early  days  of  malaria  therapy  the  amount 
of  treatment  was  measured  hy  the  number  of  chills. 
This  was  soon  recognized  to  be  inaccurate  because 
of  the  variation  in  severity  of  the  chills  and  the 
height  and  duration  of  fever.  It  is  better  to  figure  the 


intensity  of  therapy  by  the  number  of  hours  of  fever 
above  a certain  mark  which  we  selected  as  103°  F. 
The  average  number  of  hours  experienced  was  71 

The  average  number  of  days  in  the  hospital  was 
41.  This  is  of  economic  importance  in  planning  the 
course  of  fever  therapy  for  neurological  syphilis. 

Of  the  15  patients,  two  have  died  of  causes  in- 
dependent of  the  central  nervous  syphilis:  a paretic, 
of  cerebral  hemorrhage,  and  a tabo-paretic  of  coro- 
nary closure.  Ten  are  known  to  be  alive,  and  the 
whereabouts  of  three  are  unknown,  namely  one 
paretic,  one  tabetic,  and  one  asymptomatic. 

There  are  four  tabo-paretics  living.  Of  these  one 
has  complained  of  occasional  lightning  leg  pains, 
ever  since  the  fever  therapy  seven  years  ago.  The 
condition  of  two  are  unchanged;  whereas  the  fourth 
shows  improvement  in  dysarthria,  tremor,  and  light- 
ning pains. 

The  four  tabetics  are  doing  well.  One  feels  sub- 
jectively better;  he  sleeps  better  and  the  lightning 
pains  in  his  legs  have  disappeared.  He  no  longer 
complains  of  nervousness.  His  pupils,  previously 
fixed,  now  react  to  light.  This  patient  now  has  a 
B.P.  of  190/85  and  a systolic  aortic  murmur,  thus 
raising  the  possibility  of  aortic  insufficiency.  An- 
other is  likewise  feeling  better.  One  year  ago  he  had 
an  attack  of  chest  pain  probably  of  a radicular  type 
which  lasted  for  a short  time  and  has  not  recurred. 
Two  others  are  symptom  free. 

The  mixed  type  is  slightly  better.  His  pupils  react 
better  to  light  than  five  years  ago.  The  tremor  of 
hands  has  disappeared,  but  the  tremor  of  tongue  is 
still  present.  The  Wassermann  of  the  spinal  fluid  is 
positive,  but  the  colloidal  gold  has  remained  nega- 
tive. 

The  juvenile  paretic  is  unchanged  clinically. 
However,  his  spinal  fluid  has  become  serologically 
negative  onlv  in  the  past  few  months,  two  years 
after  the  therapeutic  malaria.  This  reversal  is  un- 
usual in  congenital  syphilis  with  paresis,  but  is  con- 
sistent with  the  delay  of  serological  change  that 
occurs  among  other  kinds  of  neurosyphilis. 3,4 

SUMMARY 

The  blood  Wassermann  was  positive  in  nine  of  the 
cases. 

The  spinal  fluid  Wassermann  was  positive  in  four- 
teen of  the  cases.  There  was  an  increase  in  the  cell 
count  in  four  cases.  The  globulin  was  positive  in 
eight  cases.  The  colloidal  gold  curve  was  positive  in 
five  cases. 


700 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


After  treatment  the  Wassermann  was  reversed  in 
five  cases  and  in  another  a reversal  occurred  two 
years  later.  The  cell  count  returned  to  normal  in  two 
cases.  The  globulin  was  reversed  or  reduced  in 
intensity  in  two  cases.  The  colloidal  gold  curve  was 
reversed  in  three  cases. 

Six  of  the  fifteen  cases  have  shown  symptomatic 
improvement. 

The  results  obtained  in  this  small  series  leave 
much  to  be  desired  in  the  treatment  of  neurological 
syphilis.  It  is  difficult  for  some  clinicians  to  accept 
the  efficacy  of  the  arsphenamines  in  the  treatment 
of  syphilis.  Until  a more  effective  method  is  pro- 
vided for  the  management  of  syphilis  in  general,  it 
would  seem  wise  to  continue  with  the  fever  man- 
agement of  neurological  syphilis. 


CONCLUSIONS 

1.  Fifteen  patients  with  neurological  syphilis  have 
been  given  fever  therapy  by  malaria  inoculation. 
The  results  are  outlined. 

2.  A method  is  suggested  which  is  safe  and  at  the 
same  time  less  expensive  for  the  hospital  and  the 
patient. 
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YESTERDAY  IN  MIDDLESEX  COUNTY  MEDICAL  ASSOCIATION 

Jessie  W.  Fisher,  m.d.,  Middletown 


“ Each  one  of  ns  is  the  heir  of  all  the  ages .” 

T ooking  backward  over  the  history  of  Middlesex 
County  Medical  Association,  we  find  more 
omissions  than  commissions  because  the  first  and 
second  record  books  are  missing.  Through  later 
volumes  of  minutes,  however,  we  find  evidence  of 
committees  appointed  to  locate  these  books  with 
instructions  to  find  some  safe  place  for  their  storage. 
These  committees  very  evidently  did  not  take  their 
duties  seriously  or  else  the  records  were  non  existent. 
It  is  probable  that  our  medical  ancestors  did  not 
think  their  activities  of  sufficient  importance  to 
chronicle. 

Middlesex  County,  incorporated  by  an  act  of 
legislature  at  the  May  session  1785,  included  Middle- 
town,  Chatham,  Haddam  and  East  Haddam  from 
Hartford  County,  and  Saybrook  and  Killingworth 
from  New  London  County.  Durham  was  annexed 
in  1799  from  New  Haven. 

Quoting  from  the  Centennial  History  of  Middle- 
sex County  Medical  Association  bv  Dr.  Minor  C. 
Hazen:  “The  Middlesex  County  Medical  Associa- 
tion was  formed  on  the  fourth  Tuesday  of  Septem- 
ber 1792  at  Middletown,  Connecticut,  and  at  the 
same  place  the  following  month  the  Connecticut 


State  Medical  Society  was  organized.”  Evidently 
there  had  previously  been  several  futile  attempts  to 
obtain  a charter  from  the  legislature  for  a state 
society. 

At  a meeting  of  the  Middlesex  County  Associa- 
tion held  at  the  Inn  of  Thadeus  Nichol  there  were 
22  members  present,  five  from  Middletown,  four 
from  Chatham,  three  from  Haddam,  two  from  East 
Haddam,  four  from  Saybrook  and  four  from  Kill- 
ingworth. The  President  was  John  Osborn,  and  the 
Clerk  was  Smith  Clark.  Delegates  to  the  State 
Society  were  Thomas  Moseley,  John  Osborn,  and 
John  Ely.  The  Committee  on  By-Laws  was  John 
Osborn,  Elisha  Ely,  and  Elisha  Phelps.  The  last 
named  was  appointed  to  deliver  to  the  Society  at 
the  next  meeting  a dissertation  on  the  best  mode  of 
promoting  medical  inquiry  and  science.  Papers  could 
be  reported  in  English,  Latin,  or  French. 

“It  was  here  that  the  ‘Clerical  Physicians’  insti- 
tuted reforms  in  teaching  and  practice  which 
resulted  in  the  elevation  of  the  profession  through- 
out the  colony  to  a proper  standard.  Each  m.d.  con- 
stituted a faculty  to  teach  as  well  as  act  as  an  exam- 
ining board.  At  the  time  this  society  was  organized 
there  were  but  two  medical  colleges  on  this  side  of 
the  Atlantic;  and  those  had  not  fairly  become  estab- 
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lished  institutions.  Prior  to  this  time  most  physicians 
were  like  their  medicines,  hand  made.  Candidates 
served  their  time  with  an  older  doctor,  handled  the 
pill  slab  and  often  curried  the  horses.” 

Meetings  of  the  Society  were  held  annually  and 
semi-annually,  and  a tax  of  three  shillings  was  levied 
on  each  member.  Records  seem  to  show  that  early 
meetings  were  held  in  Middletown,  one  at  the  house 
of  Miss  Clark  at  Petapaug  (now  Centerbrook)  in 
1819,  one  at  the  house  of  Danforth  Clark  in  Say- 
brook,  in  Haddam  at  the  home  of  Williams  Smith 
(Inn  Keeper),  and  at  the  houses  of  Levi  Ward,  John 
Brainard,  Samuel  Brainard  and  at  other  places  in 
Haddam.  The  population  of  Middlesex  County  in 
the  early  years  of  the  Association  was  approximately 
120,000=  To  appraise  accurately  the  importance  of 
the  organization  at  that  time  one  has  only  to  visual- 
ize distances  in  terms  of  horses,  bad  roads  and  the 
necessary  isolation  of  physicians.  According  to  the 
records  the  charter  members  were: 

Middletown:  John  Osborn,  Ebenezer  Tracy, 

Wm,  B.  Hall,  Joseph  Strong,  and  Jehiel  Hoadley. 

Chatham:  Elisha  Phelps,  Jeremiah  Bradford,  Amos 
Skeele,  and  Robert  Usher. 

Haddam:  Hezekiah  Brainard,  Eleazor  Woodruff, 
and  Smith  Clark. 

East  Haddam:  Christopher  Holmes  and  Thomas 
Moseley. 

Saybrook:  John  Ely,  Elisha  Ely,  Elisha  Mather, 
and  Zadock  Mains. 

Killingworth:  Samuel  Redfield,  Richard  Ely,  Jr., 
Benjamin  Hills,  and  Bela  Farnham. 

Admitted  in  1793  were  Gordon  Pereival,  Jonah 
Cone,  and  Augustus  Mather  of  East  Haddam;  Joseph 
Arnold,  Middletown;  Levi  Ward,  Haddam;  Gideon 
Nobles,  Cromwell;  Nathaniel  Thayer  and  Lyman 
Norton,  Durham. 

Dr.  John  Osborn  was  the  only  one  of  the  47 
incorporators  of  the  Connecticut  Aledical  Society 
residing  in  this  county.  He  was  the  first  chairman 
of  the  county  association  meeting  and  the  first 
treasurer  of  the  state  society.  He  was  born  in 
Middletown  in  1740  and  was  a Tory  and  it  is  said 
that  Captain  Pratt,  the  father-in-law  of  Dr.  Charles 
i Woodward,  once  ordered  him  out  of  his  house  for 
saying  that  “George  Washington  ought  to  be  hung.” 
Left  an  orphan  at  thirteen  John  Osborn  acquired  his 
I medical  training  by  studying  under  Norman  Alorri- 
son  of  Hartford.  He  commenced  practice  in  1763. 
A man  of  extensive  reading,  he  was  said  to  have 


possessed  the  best  medical  library  in  the  state.  He 
died  in  1825  and  his  stone  is  in  Mortimer  Cemetery 
in  Middletown.  Ebenezer  Tracy,  licensed  to  prac- 
tice medicine  by  the  Connecticut  Adedical  Society  in 
18 1 1,  was  said  to  practice  expectant  medicine,  i.e. 
expecting  them  to  get  well— “Take  a little  penny- 
royal tea  and  thou  will  be  better  in  the  morning” 
was  his  slogan.  Dr.  John  Ely,  born  in  1937,  exerted 
himself  to  remove  the  prejudices  against  “inocula- 
tion” and  established  the  forerunner  of  our  hos- 
pitals which  were  known  as  “pock  houses.”  He  had 
two  hospitals  on  Duck  Island,  off  Westbrook  which 
he  used  for  inoculation  and  treatment  of  smallpox. 

In  July  1776  he  was  sent  to  visit  the  northern 
army  to  arrest  the  smallpox  which  was  then  raging 
in  the  camp.  Ely  was  a colonel  in  the  Revolutionary 
War  and  returned  to  his  family  in  1781,  broken  in 
health  and  with  fortune  lost.  It  is  said  that  he  “rose 
early  in  the  morning,  cut  his  wood,  built  the  fires, 
fed  his  cattle,  and  then  went  forth  upon  his  profes- 
sional duties.”  He  appealed  to  Congress  for  remun- 
eration and  a bill  granting  him  $20,000  passed  the 
House  but  was  thrown  out  by  the  Senate.  He  died 
in  1800.  About  forty  years  later  his  sons  again  pre- 
sented the  claim  and  a small  amount  was  allowed. 

After  the  first  meeting  of  the  Aliddlesex  County 
Aledical  Association  the  names  of  members  are  not 
found  in  the  record  until  1824.  Dr.  Warner,  then 
Clerk,  recorded  the  names  of  the  fifteen  present  at 
that  meeting  and  since  then  it  has  been  the  custom 
of  clerks  to  give  names  of  members  present.  In  1794 
“a  disputation  on  spasm,”  as  a proximal  cause  of 
fever,  was  delivered  by  Drs.  Redfield  and  Clark.  At 
a meeting  at  the  house  of  John  Brainard,  Haddam, 
4th  Tuesday,  September  1818,  the  learned  Dr. 
William  Tully  was  elected  Clerk.  Dr.  Tully  was 
born  in  1785;  and  had  two  courses  of  lectures  at 
Dartmouth  College.  Tully  and  Thomas  Aliner  pub- 
lished in  1823  a joint  volume,  Essays  on  Fevers  and 
other  Medical  Subjects.  “It  dealt  unceremoniously 
with  the  cherished  prejudices  and  practices  of  the 
profession,”  and  maintained  that  the  fevers  of  the 
day  were  “typhoid”  in  character,  that  antiphlogistic 
and  reducing  measures  were  contraindicated  and 
that  a free  use  of  stimulants  was  required.  Evidently 
this  was  a controversial  subject  and  much  animosity 
was  engendered.  William  Tully  was  a professor  in 
Vermont  Academy  of  Medicine  and  in  the  Yale 
Aledical  School,  and  was  the  author  of  a two  volume 
Alateria  Medica. 

At  the  time  this  society  was  organized  the  prac- 
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tice  of  inoculation  was  at  its  height  and  was  a source 
of  great  income  to  many  of  its  members.  The  keep- 
ing of  these  pock  houses  was  profitable  and  to  this 
day  they  may  be  traced  by  their  surrounding  graves. 
The  site  of  one  is  well  marked  in  the  Meshomasic 
Mountain  Park  in  Portland,  Connecticut. 

Advertisements  of  annual  meetings  of  the  Middle- 
sex County  Medical  Association,  Tuesday,  23rd 
September  1794,  appear  in  the  Middlesex  Gazette. 
Signed  Smith  Clark,  Sec.  On  August  30,  1794  this 
advertisement  appears  in  the  Middlesex  Gazette, 
Smallpox  inoculation  for  ensuing  season,  at  the  hos- 
pital in  Haddam,  which  is  now  ready  to  receive 
patients.  Signed  Hezekiah  Brainard.  Evidently  ad- 
vertising was  considered  ethical  in  those  days.  On 
September  6 the  following  appeared  in  an  article 
in  regard  to  quarantine,  probably  for  yellow  fever, 
“that  it  was  hoped  the  calamitous  sickness  was  near- 
ly extinct.”  On  October  2,  1801,  an  advertisement 
read,  “This  is  to  notify  the  public  that  the  house  of 
Adr.  Jehiel  Preston  (now  a hospital)  is  open  for  the 
purpose  of  carrying  on  the  inoculation  for  the  small 
pox,  five  miles  west  of  this  city  within  the  bounds 
of  Wallingford. Signed  Hough  andWilliam  B.Hall.” 
Middlesex  county  seems  to  have  been  progressive 
by  adopting  inoculation,  according  to  reports, 
before  Jenner  had  published  his  epoch  making  work 
in  1798. 

Dr.  William  Brenton  Hall,  graduated  from  Yale 
in  1786,  was  noted  for  his  heroic  professional  con- 
duct in  attending  yellow  fever  cases.  He  was  the 
only  physician  to  remain  during  an  epidemic  of 
yellow  fever  all  others  having  fled  precipitately,  not 
standing  on  the  order  of  their  going.  Dr.  Hall  was 
an  active  member  of  the  County  Association  and 
was  treasurer  of  the  state  society.  He  was  a teacher 
and  it  is  said  of  him,  “He  turned  off  doctors  as  fast 
as  a rake  maker  could  rakes.”  In  1792  the  town  of 
Wallingford  voted  him  permission  to  open  a house 
of  inoculation  for  small  pox  on  his  father’s  farm, 
binding  him  to  pay  forty  shillings  or  more  for  each 
case  of  small  pox  spreading  from  those  inoculated. 
Dr.  Hall  died  in  1809,  age  43. 

Dr.  Charles  Woodward  (born  1795)  as  president 
of  the  state  medical  society  delivered  an  address  in 
1868  in  which  he  said,  “There  is  a sentiment  pre- 
vailing among  the  members  of  our  profession  that 
as  a profession  we  are  not  duly  appreciated,  and  for 
our  service  we  are  not  properly  remunerated.  . . . 
No  one  should  enter  the  profession  under  the  ex- 
pectation of  leaving  a long  rent  roll  or  a large  file 


of  certificates  of  bonds  and  stocks;  if  he  does  he  is 
doomed  to  disappointment.  We  should  be  governed 
by  higher  motives  and  nobler  purposes.  We  should 
feel  that  we  have  entered  a field  where  there  is  an 
opportunity  to  carry  out  practically  the  precepts 
of  and  to  follow  the  example  of  the  Great  Physi- 
cian.” In  the  treatment  of  pneumonia  Dr.  Wood- 
ward “met  with  a success  unsurpassed  in  New  j 
England  and  was  looked  upon  as  an  authority.  His 
giving  of  medicine  was  vigorous  in  the  extreme.  In 
small  pox  he  lost  only  one  case  though  he  had  as 
many  as  twenty-eight  patients  at  one  time.  He  also 
had  time  for  politics,  having  served  in  the  state 
legislature.  He  was  the  first  to  move  in  securing  the 
location  of  the  insane  hospital  in  Middletown. 
Charles  Woodward  died  in  1870,  after  having  been  j 
one  of  the  organizers,  in  1847,  of  the  Central  Medical 
Association  of  Middletown  which  is  still  active. 

In  1844  semi-annual  meetings  of  the  association 
were  held  with  definite  programs  at  the  homes  of 
the  members.  This  apparently  was  the  time  when 
the  social  as  well  as  professional  elements  were  en- 
couraged. Good  food  was  apparently  an  important 
item  since  it  was  noted  that  “after  a bountiful 
collation  the  society  voted  its  unanimous  and 
stomach-felt  thanks,”  and  “After  dinner  and  cigars 
a vote  of  thanks  was  offered  and  an  adjournment 
taken  until  some  other  fellow  shall  invite  us  to  grace 
his  home  and  dispose  of  his  blue  points,  canvass 
backs,  southdowns  and  famous  presidential  pies.” 
In  1827  we  find  this  record:  “Whereas  the  members  ! 
of  this  society  feel  the  importance  of  a strict  ob- 
servance of  the  Sabbath  ...  it  was  resolved 
that  we  do  not  consider  it  our  duty  to  visit  patients 
on  the  Sabbath  unless  satisfied  that  the  case  is 
urgent.”  This  was  published  in  the  Adiddletown  and 
New  Haven  papers.  In  1829  we  read  that  “Dr. 
Woodward  of  Middletown  moved  that  the  thanks 
of  the  society  be  presented  to  the  clerk  for  the  com- 
pliment  he  has  paid  to  our  good  sense  and  correct 
habits  by  omitting  ardent  spirits  in  providing  for  1 
our  entertainment.”  Evidently  these  earlier  Adiddle- 
sex  doctors  took  an  active  part  in  the  community 
life,  serving  on  school  boards,  in  the  legislature,  and 
in  the  church. 

Dr.  Dalus  Williams,  born  February  25,  1793,  was 
licensed  to  practice  medicine  from  Yale  Medical 
School  in  1823.  In  1853  he  represented  the  Middle-  | 
sex  County  Medical  Society  at  a meeting  of  the 
American  Aledical  Association.  The  Connecticut 
Medical  Society  was  said  to  have  recommended  him 
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for  an  honorary  degree  of  m.d.  from  Yale  in  1843. 
i He  had  a son,  Henry  E.,  who  graduated  from  New 
[York  University  Medical  College  in  1847. 

Rufus  W.  Mathewson,  m.d.,  was  born  March  24, 
1814.  After  studying  with  several  practitioners  he 
took  one  course  of  lectures  at  Yale  and  a second 
course  at  the  College  of  Physicians  and  Surgeons  in 
New  York.  A graduate  physician  in  1835  at  the  age 
of  twenty-one  he  was  a faithful  servant  of  a large 
constituency.  Progressive  in  his  ideas  “without 
doubt  Dr.  Mathewson  led  among  the  most  success- 
ful and  skillful  practitioners  that  Middlesex  County 
ever  had.”  “He  held  all  offices  in  the  Middlesex 
County  Medical  Association,  and  was  said  to  be 
fond  of  horses  and  with  an  eye  for  a pretty  ankle.” 
Dr.  Miner  C.  Hazen  received  his  degree  from  the 
University  of  Michigan  in  1855.  He  was  a leading 
citizen  and  physician  of  Middletown  and  Haddam 
for  42  years.  He  wrote  in  1892  the  Centennial  His- 
tory of  Middlesex  Comity  Medical  Association  from 
which  we  have  freely  quoted.  He  was  said  to  have 
performed  the  first  decompression  operation  in  the 
i county.  Dr.  Abram  Marvin  Shew  graduated  from 
Jefferson  College  in  1864,  was  the  first  superintend- 
i ent  of  the  Insane  Asylum  in  Middletown.  Born  on 
i September  7,  1845,  Dr.  Charles  W.  Page  graduated 
from  Harvard  Medical  School  in  1872.  He  made  a 
profound  impression  on  the  medical  profession  of 
Middlesex  County.  Under  his  superintendency  of 
the  Connecticut  Hospital  for  Insane  he  established 
a clinical  laboratory  and  made  its  facilities  available 
to  the  profession  of  the  county,  thereby  improving 
in  a striking  degree  the  medical  standards  of  the 
j county.  The  trustees  of  the  hospital  at  that  time, 
however,  considered  the  equipping  of  a laboratory  as 
rank  extravagance. 

Dr.  Francis  D.  Edgerton  was  born  August  26, 
1838.  He  received  his  m.a.  from  the  University  of 
| Vermont  and  his  m.d.  from  the  College  of  Physicians 
and  Surgeons.  His  father  was  a physician  also. 
Edgerton  was  the  watch  dog  of  the  treasury  as  clerk 
of  the  Middlesex  County  Medical  Association,  treas- 
urer of  the  state  society  from  1876-1882,  vice-presi- 
dent of  the  state  society  in  1873  and  in  the  following 
year  its  president.  He  invariably  opposed  the  spend- 
ing of  the  association’s  funds.  Later  records  of  the 
: association  show  the  progress  of  medicine  and 
medical  economics.  In  1899  it  was  voted  that  it  was 
not  essential  for  candidates  for  membership  to  have 
a certificate  from  the  State  Board  of  Examiners.  At 
this  time  the  subject  of  the  lodge  contract  system 


was  under  fire.  This  controversial  subject  appears 
frequently  in  the  records.  As  late  as  1900  a com- 
mittee on  phthisis  reported  “Whereas  our  society 
is  not  unanimous  in  the  belief  that  consumption  is 
a purely  acquired  disease,  we  would,  as  a society, 
practically  approve  of  the  resolutions  (not  specified) 
from  a medical  standpoint  and  disapprove  of  them 
from  a financial  standpoint,  whatever  that  may 
mean.”  In  1900  there  was,  in  a semi-annual  meeting, 
a lively  discussion  on  the  question  of  reporting 
cases  of  typhoid  to  the  health  officer.  It  was  declared 
that  “through  jealousy  the  officers  often  did  cause 
unnecessary  trouble  and  annoyance  to  the  m.d. 
reporting  cases.” 

Coming  down  to  more  modern  history,  in  1904 
the  subject  of  admitting  “irregulars”  or  homeopaths 
to  our  society  came  under  discussion.  It  was  stated, 
“The  new  American  code  of  principles  simply  bars 
out  those  who  practice  any  particular  dogma.”  In 
1905  Dr.  Worden  as  President  of  the  State  Society, 
said  in  an  address  to  the  Middlesex  County  Associa- 
tion that  Hartford  County  was  taking  steps  toward 
asking  members  to  resign  if  they  persisted  in  doing 
“contract  work,”  after  which  talk  this  association 
voted  that  the  censors  “notify  members  of  the 
societies’  attitude  toward  contract  services  and  other 
practices  tending  to  injure  the  welfare  of  the  mem- 
bers.” The  dawn  of  allergy  appears  in  the  records 
as  shown  by  a discussion  of  urticaria  from  ingestion 
of  peaches  and  a case  from  eating  strawberries, 
which  was  first  diagnosed  as  ivy  poisoning.  In  1906 
a sanitary  survey  of  the  state  was  endorsed.  In  this 
year  three  members,  two  of  whom  have  long  since 
died,  were  cited  for  “contract  practice”  and 
threatened  with  expulsion  from  the  society.  They 
were  not  expelled.  In  1911  the  subject  of  fees  from 
physician  patients  was  under  discussion.  While 
everybody  argued  that  doctors  got  poorer  medical 
service  than  laymen  because  they  hated  to  ask  for 
service,  knowing  their  colleagues  would  refuse 
compensation,  but  a motion  favoring  charging  a fee 
to  doctors  was  lost. 

In  1912  we  find  that  the  society  was  not  in  favor 
of  universal  reciprocity,  i.e.,  National  Licensing 
Boards”  but  approved  “when  conditions  warrant.” 
In  1913  we  find  the  only  record  of  proceedings 
against  a physician  for  unprofessional  conduct  but 
nothing  came  of  it.  In  the  same  year  Dr.  D.  Chester 
Brown  of  Danbury  brought  up  the  subject  of 
laboratory  aids  to  diagnosis  and  asked  the  Middle- 
sex County  Councilor  to  act  at  the  next  state  meet- 
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ing  to  forward  this  aim.  (The  first  reference  in  the 
minutes  to  laboratories  probably  means  a state 
laboratory.  There  was  a laboratory  established  in 
1898  at  the  Connecticut  Hospital  for  the  Insane 
which  Dr.  C.  W.  Page,  then  superintendent,  made 
available  to  the  county  doctors.)  In  1914  expert 
testimony  was  a controversial  subject  and  the  Work- 
men’s Compensation  Act  appears  in  the  minutes.  On 
October  8,  1914,  dawning  war  preparations  cast 
their  shadow  and  on  October  12,  1915  the  state 
society  met  with  the  Middlesex  County  Society. 
This  was  the  years  of  an  epidemic  of  infantile 
paralysis  and  this  subject  was  discussed  by  Dr.  J.  I. 
Linde  of  New  Haven  at  the  county  meeting. 

In  1917,  monthly  meetings  on  war  matters  were 
held.  In  this  year’s  semi-annual  meeting  Dr.  H.  E. 
Lewis,  editor  of  the  American  Medical  Journal  de- 
livered a paper,  “Some  Lessons  That  the  War  Is 
Teaching.”  He  expressed  the  view  that  the  German 
nation  was  a nation  with  a diseased  mind  and  that 
a permanent  peace  was  impossible  until  the  national 
mind  of  Germany  became  more  rational.  In  1918 
this  county  sent  fifteen  doctors  to  the  defense  of 
their  country:  Frederick  B.  Bradeen,  Harold  L. 
Burr,  Charles  B.  Chedel,  Arthur  B.  Coleburn,  Joseph 
Bruce  Crook,  Ellis  K.  Devitt,  F.  W.  Devitt,  Jessie 
W.  Fisher  (Bacteriologist,  Red  Cross),  Edward  T. 


Gibson,  Carl  C.  Harvey,  William  M.  Joyce,  Daniel 
A.  Nolan,  A.  N.  Sweet,  Graham  O.  Wellman,  John 
I.  Wiseman. 

The  Middlesex  County  Association  has  furnished 
ten  presidents  for  the  state  society:  1803  Thomas 
Mosley,  East  Haddam;  1834  Thomas  Miner,  Middle- 
town;  1853  Richard  Warner,  Middletown;  1867 
Charles  Woodward,  Middletown;  1873  Ira  Hutchin- 
son, Cromwell;  1883  Elisha  B.  Nye,  Middletown; 
1893  Francis  D.  Edgertown,  Middletown;  1901  John 
H.  Grannis,  Old  Saybrook;  1910  Frank  K.  Hallock, 
Cromwell;  1942  Roy  L.  Leak,  Middletown. 

Quoting  from  Dr.  Hazen’s  Centennial  History  of 
the  Middlesex  County  Medical  Association,— “They 
did  what  they  could,  we  can  do  no  more,  but  with 
the  better  advantages  of  today,  those  upon  whom 
rests  the  future  prospects  of  the  society,  much  is 
expected.” 
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The  Decision  Concerning  Prepaid 
Medical  Service 

As  the  members  of  our  Society  contemplate 
attendance  at  their  respective  County  meetings,  it 
would  be  well  for  them  to  review  once  more  the 
specific  issue  which  concerns  us  at  this  moment.  I11 
Article  4 of  the  Proposals  and  Recommendations  to 
the  House  of  Delegates  at  the  recent  Annual  Meet- 
ing by  the  Committe  on  Prepaid  Medical  Service  it 
states,  “That  the  State  committee  shall  again  call 
the  County  committees  together  in  the  month  of 
November  1943  to  determine  whether  or  not  there 
is  adequate  interest  and  promise  of  support  of  a 
prepaid  medical  service  plan  to  justify  the  State 
committee  to  proceed  with  the  development  of  the 
details  of  a plan  which  shall  be  submitted  to  the 
House  of  Delegates  as  soon  as  it  is  ready.”  This  pro- 
posal, which  was  adopted  by  the  House  of  Dele- 
gates, informs  us  in  plain  language  that  the  present 
issue  is  not  whether  our  Society  will  adopt  at  this 
time  a prepaid  medical  service  plan,  but  whether 
the  committee  will  proceed  with  further  develop- 
ments. It  is  our  opinion  that  it  would  be  very  unwise 


at  this  time  to  curtail  in  any  way  the  activities  of 
this  important  committee.  Not  only  have  these  men 
given  unselfishly  of  their  time  and  thought  to  these 
important  problems,  but  their  opinions  have  been 
very  favorably  commented  upon  by  authorities  out- 
side of  our  State.  If  they  are  encouraged  to  go  on 
and  develop  a plan  for  Connecticut  we  may  be 
assured  that  it  will  be  one  which  will  be  adapted  to 
our  own  necessities.  It  is  clear  that  we  do  not  have  to 
follow  other  plans  if  they  do  not  suit  our  own 
need,  no  matter  how  successful  they  may  be  else- 
where. Indeed,  it  may  well  be  that  in  this  “Insur- 
ance” State  of  Connecticut  something  new  may 
evolve  which  will  serve  best  our  own  purpose.  It 
would  not  be  the  first  time  that  Connecticut  Medi- 
cine has  demonstrated  its  pioneering  spirit.  It  is  our 
hope,  therefore,  that  the  component  county  organi- 
zations will  show  “adequate  interest  and  promise  of 
support”  so  that  this  important  committee  will  go 
forward  with  its  excellent  study  of  the  problem.  In 
this  way  perhaps  we  may  eventually  share  the  bene- 
fits of  a “Connecticut  Plan”  which  will  be  a true 
contribution  to  this  complex  problem. 
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A Woman’s  Auxiliary  for  Connecticut? 

At  the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  held  in  St.  Louis  in 
May  1922,  the  following  resolution  was  introduced 
and  passed: 

“The  Woman’s  Auxiliary  of  the  State  Medical 
Association  of  Texas  respectfully  requests  the  ap- 
proval of  the  American  Medical  Association  of  a 
movement  to  organize  a Woman’s  Auxiliary  to  the 
A.  M.  A.,  the  object  of  which  auxiliary  shall  be 
‘To  extend  the  aims  of  the  medical  profession 
through  the  wives  of  doctors  to  the  various  women’s 
organizations  which  look  to  the  advancement  of 
health  and  education,  to  assist  in  entertainment  at 
all  medical  conventions,  to  promote  acquaintance- 
ship among  doctor’s  families  so  that  closer  fellow- 
ship may  exist’.” 

This  resolution  was  presented  by  the  President  of 
the  Texas  Auxiliary  which  had  been  started  in  1917 
in  Dallas  County  and  had  become  a statewide  or- 
ganization the  next  year.  Following  the  approval  of 
the  House  of  Delegates  a small  group  of  earnest 
women  set  to  work  to  spread  the  idea  through  other 
states.  And  thus  was  born  the  Woman’s  Auxiliary 
to  the  American  Medical  Association. 

The  first  several  years  were  filled  with  vicissitudes 
that  would  have  discouraged  any  group  less  imbued 
with  the  determination  that  their  dream  should  not 
vanish  into  thin  air.  Although  there  was  apparently 
no  active  opposition,  there  was  a marked  indiffer- 
ence among  physicians  and  wives  in  most  of  the 
states.  At  the  end  of  five  years,  however,  there  were 
eighteen  state  auxiliaries  and  some  6,000  members. 
Since  then  there  has  been  a steady  growth.  Today 
there  are  almost  28,000  members  and  subsidiary 
Auxiliaries  in  forty  states  and  the  District  of  Colum- 
bia. Pennsylvania  leads  the  role  with  almost  3,000 
members.  Texas,  California,  and  New  York  each 
have  over  2,000  members,  and  there  are  several  states 
in  the  mid-west  with  more  than  1,000  wives  of 
physicians  enrolled  in  their  state  auxiliaries.  It  is 
interesting  for  us  in  Connecticut  to  note  that  New 
Hampshire  is  the  sole  New  England  State  to  have 
an  organized  Auxiliary.  Their  membership  is  187 
and  they  have  10  county  groups. 

The  purposes  of  this  organization,  both  in  the 
national  group  and  the  component  state  groups,  are 
broadly  classified  under  two  headings— educational 
and  social.  Under  their  constitution  and  by-laws, 
they  have  several  standing  committees  whose  func- 


tions are  to  further  the  education  of  their  own 
members  in  matters  affecting  the  profession  of 
medicine;  and  through  their  members  to  help  create 
an  enlightened  public  opinion  regarding  medical 
affairs  and  sane  public  health  measures  and  legisla- 
tion. The  program,  legislation,  and  public  relations 
committees  are  active  in  devising  projects  and  assist- 
ing the  state  auxiliaries  in  carrying  them  out  during 
the  year.  Information  concerning  medical  advances 
and  medical  legislation  is  assembled  and  passed  on 
to  the  local  groups  for  their  use.  The  program  for 
1943-44  is  emphasizing  knowledge  concerning  the 
A.  M.  A.  and  the  impact  of  war  on  medicine;  and 
secondly  post  war  problems  both  medical  and  social. 
The  promotion  of  the  magazine  Hygeia  for  the  dis- 
semination of  sound  health  information  is  an  import- 
ant part  of  their  program.  At  present  active  par- 
ticipation in  the  war  program  is  stressed,  especially 
as  it  concerns  the  Red  Cross  courses  in  Nutrition, 
First  Aid,  Home  Nursing  and  Nurses  Aid. 

The  social  purposes  are  to  assist  in  the  program 
of  entertainment  at  medical  conventions  and  to 
bring  about  both  wider  and  closer  acquaintanceship 
between  physicians  and  their  families.  Both  of  these 
are  considered  worthwhile  objectives. 

The  structure  of  the  organization  is  similar  to  that 
of  the  American  Medical  Association.  The  Board  of 
Directors,  composed  of  the  officers  and  chairmen  of 
the  standing  committees,  direct  the  activities.  They 
have  a House  of  Delegates  to  which  each  state 
auxiliary  sends  representatives.  There  is  an  Advisory 
Committee  from  the  A.  M.  A.  which  guides  their 
work;  and  each  state  auxiliary  has  a similar  Advisory 
Council  appointed  by  the  State  Medical  Societies. 

Many  members  of  our  Connecticut  State  Society 
feel  that  the  formation  of  a Woman’s  Auxiliary 
would  not  only  do  much  for  us  but  would  also  do 
much  for  our  wives.  The  Council,  at  the  direction 
of  the  House  of  Delegates,  has  appointed  a com- 
mittee to  inquire  into  the  desirability  of  such  a move 
and  to  ascertain  whether  there  is  sufficient  interest 
to  warrant  further  action.  In  the  near  future  a letter 
will  be  sent  out  through  the  Secretary’s  office  and 
all  members— and  in  particular  their  wives— are  urged 
to  return  the  postcard  so  there  will  be  a representa- 
tive expression  of  opinion  on  which  the  committee 
may  base  a report  to  the  Council. 

Connecticut  Tuberculosis  Association 

There  is  always  satisfaction  in  reading  the  annual 
report  of  the  Connecticut  Tuberculosis  Association. 
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For  years  Connecticut  has  been  justifiably  proud 
of  its  tuberculosis  program  and  the  Association, 
although  a young  organization,  serves  to  coordinate 
and  bring  together  all  of  the  agencies,  public  and 
private,  that  are  concerned  with  the  prevention  and 
treatment  of  the  disease.  Dr.  Joseph  I.  Linde,  former 
president  of  this  Society  and  the  physician  member 
of  the  State  Tuberculosis  Commission,  is  now  the 
president  of  the  Association  and  his  keen  interest  in 
the  subject  is  reflected  throughout  the  Association’s 
progress. 

The  report  sounds  a timely  word  of  caution  when 
it  says,  “Any  sense  of  false  security  caused  by  the 
previous  consistent  decline  in  death  rates  from  tuber- 
culosis is  quite  shattered  by  the  knowledge  that 
war  conditions  are  already  affecting  the  problem  in 
Connecticut.  . . . From  a rate  of  33.5  in  1941 

the  tuberculosis  death  rate  in  Connecticut  in  1942 
rose  to  35  while  the  country  as  a whole  showed  a 
decline  of  3%  by  comparison  with  the  1941  death 
rate.” 

“Nations  that  have  been  longer  in  the  war  have 
been  experiencing  a tremendous  increase  in  cases  and 
deaths  from  tuberculosis,  for  example  in  England 
and  Wales  deaths  from  pulmonary  tuberculosis  in- 
creased 5%  the  first  year  of  the  war,  and  11%  for 
the  second  period.  It  is  impossible  to  foresee  what 
the  future  will  hold  as  to  the  problem  of  tubercu- 
losis. The  challenge  to  maintain  the  fight  on  the 
home  front  is  greater  than  ever  before.” 

Medicine  has  a great  part  in  meeting  this  challenge. 

The  Prevention  of  Deafness 

If  the  medical  world  of  tomorrow  is  to  be  one  of 
preventive  medicine  then  the  first  faint  glimmers 
are  now  at  hand.  In  the  field  of  deafness  prevention 
much  ground  work  has  been  done,  much  needs  to 
be  done,  and  more  knowledge  needs  to  be  dissem- 
inated. 

Middle  ear  infections  formerly  were  chiefly  the 
cause  of  deafness  so  that  other  factors  were  often 
neglected.  In  the  past  twenty  years,  due  to  many 
factors,  serious  middle  ear  infections  have  become 
increasingly  less  prominent.  Although  the  sulfona- 
mides have  adminstered  sort  of  a coup-de-grace, 
excellent  work  has  been  done  which  is  deserving 
of  notice.  Ears  are  now  given  consideration  when 
there  is  any  involvement  from  an  upper  respiratory 
infection  or  from  an  acute  contagious  childhood 
disease.  Until  just  recently  it  has  been  the  custom 


to  open  ear  drums  whenever  there  was  an  evidence 
of  exudative  infection  within  the  middle  ear.  At 
present  the  tendency,  especially  among  pediatri- 
cians, is  away  from  such  practice.  However,  this 
will  bear  watching,  for  in  the  pre-myringotomy 
days  the  same  practice  gave  poor  results.  Then 
again  this  does  not  seem  to  be  the  best  method  when 
one  considers  that  exudates  in  the  middle  ear  often 
leave  scar  tissue  formation  which  in  later  years 
may  give  rise  to  chronic  catarrhal  or  chronic 
adhesive  deafness. 

Along  less  controversial  lines  other  factors  might 
be  considered.  The  better  care  of  colds,  sinusitis, 
and  timely  adenoidectomy  have  contributed  much. 
Even  small  amounts  of  adenoid  tissue,  too  small  to 
cause  nasal  obstruction,  can  cause  eustachian  tube 
obstruction.  Correction  of  this,  whether  by  opera- 
tion or  radiation  therapy  or  both,  has  recently 
given  fine  results.  Personal  hygiene  is  also  a factor 
of  importance.  The  simple  avoidance  of  violent 
nose-blowing  during  times  of  infection  is  a valuable 
preventive  measure,  and  is  so  simple  that  it  is  too 
easily  overlooked. 

When  middle  ear  infection  has  set  in,  what  then? 
The  family  physician  or  an  otologist  should  be  con- 
sulted. No  ear  ever  should  be  allowed  to  run  in- 
definitely. It  is  far  better  to  do  a simple  mastoid- 
ectomy and  preserve  hearing  than  avoid  the  opera- 
tion for  months  and  years  only  to  find  that  a per- 
manent loss  of  hearing  has  occurred  and  operative 
work  holds  no  hope  of  cure,  although  discharge 
may  be  absent. 

The  acute  contagious  childhood  diseases,  the  so 
called  exanthemata,  too  frequently  are  a cause  of 
ear  trouble.  If  acute  infection  does  not  occur  a type 
of  nerve  deafness  may  follow.  When  it  does,  little 
can  be  done.  Immunization,  isolation,  or  ameliora- 
tion of  the  disease  is  the  only  hope.  The  present 
world  conflict  with  its  noisy  workshops  and  battle- 
fields is  exposing  more  people  to  acoustic  trauma 
than  ever  before,  for  noise  of  high  intensity, 
whether  it  be  continuous  or  intermittent,  fatigues 
and  finally  destroys  nerve  endings.  Much  is  being 
done,  especially  among  aviators,  to  protect  the  ears 
from  such  abuse  but  there  are  many  both  at  home 
and  abroad  who  are  not  protected. 

October  25-30  has  been  designated  as  National 
Hearing  Week.  The  accomplishments  in  this  field  of 
preventive  medicine  are  encouraging  and  justify  re- 
newed efforts  on  the  part  of  every  physician. 
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Teeth 

The  best  teeth  in  the  country  seem  to  be  found  in 
areas  where  dental  care  is  the  scarcest.  This  strange 
fact  has  been  brought  out  by  Dr.  Bion  R.  East, 
dentist  and  professor  of  Public  Health  at  Columbia 
University. 

After  studying  draft  records  of  the  Union  Army 
of  1863-1864,  the  Army  of  1918,  and  the  prelimi- 
nary Selective  Service  figures  of  1940-1942,  Dr. 
East  has  concluded  the  worst  teeth  are  found  in  New 
England.  The  records  of  1918  showed,  when 
measured  by  the  standards  of  the  Army,  the  teeth 
of  the  men  of  Vermont  were  thirty-five  times  poorer 
than  those  of  Arkansas  and  Missouri  rated  high  in 
excellence  of  its  men’s  teeth  in  1918  when  only 
three  states  in  the  nation  had  lower  rejection  rates. 

Preliminary  studies  of  the  Selective  Service  figures 
of  1940-1942  suggest  that  marked  variation  in  the 
magnitude  of  rejection  rates  for  dental  defects  will 
again  prevail  among  the  different  states.  The  indi- 
cations are  that  New  England  will  again  lead  the 
rest  of  the  country  in  the  percentage  of  men  re- 
jected for  military  service  because  of  poor  teeth  and 
that  the  men  of  the  South  and  Southwestern  states 
will  again  have  the  low  rates.  Similar  trends  in  the 
distribution  of  teeth  decay  were  found  in  dental 
surveys  of  children  residing  in  different  states. 

A casual  glance  at  the  distribution  of  dentists  in 
proportion  to  the  population  shows  that  New  Eng- 
land is  as  well  supplied  with  dental  care  as  almost 
any  other  area  in  the  country  and  the  standards  of 
dental  practice  in  this  locality  are  conceded  to  be  of 
high  order.  Whether  the  people  of  New  England 
generally  take  advantage  of  this  superior  dental  serv- 
ice cannot  be  said  but  the  service  surely  is  available 
to  them.  There  are  dental  clinics  in  most  of  our 
larger  communities  where  persons  unable  to  pay 
private  fees  may  obtain  care.  Dental  hygiene  had  its 
origin  in  our  own  State  and  is  available  anywhere; 
yet  New  Englanders’  teeth  are  the  worst  there  are. 
It  is  an  unhappy  paradox;  maybe  some  dentist  can 
explain  it. 


The  Epidemiology  of  Poliomyelitis 

We  present  to  our  readers  in  this  issue  Dr.  Her- 
bert A.  Wenner’s  timely  paper  on  the  clinical 
epidemiology  of  poliomyelitis.  This  contribution 
which  describes  in  an  orderly  and  scholarly  manner 
the  facts  which  we  know  about  this  still  mysterious  ( 
disease  will  be  welcomed  by  those  who  are  familiar 
with  the  field  and  in  particular  by  those  whose 
experience  has  not  been  so  specific.  It  is  fitting  also 
that  this  survey  relating  to  the  clinical  aspects  of 
poliomyelitis  should  stem  from  New  Haven  where 
the  Yale  group  of  investigators  have  done  such  dis- 
tinguished work  in  adding  to  our  knowledge  of 
this  disease. 

The  Army  and  Navy  Number 

The  editors  of  this  publication  are  contemplating 
an  Army  and  Navy  Number  of  the  Journal  which 
it  is  hoped  may  be  published  this  year.  It  is  our 
plan  to  publish  letters  from  our  members  now  in  , 
Service  and  to  feature  other  contributions  relative  I 
to  the  members  of  our  Society  so  engaged.  The 
success  of  such  a venture  is  of  course  reliant  upon 
the  response  from  those  who  see  this  notice  and  are  i 
interested  to  write  to  us  concerning  their  expe- 
riences. We  are  well  aware  that  the  restrictions  of 
censorship  must  be  complied  with  but  even  so  such 
letters  are  of  real  interest  to  those  serving  in  other 
global  parts  or  remaining  at  home.  If,  therefore, 
you  are  wearing  one  of  your  Uncle  Sam’s  uniforms, 
either  at  home  or  abroad,  take  your  pen  in  hand  and 
let  your  brother  physicians  in  Connecticut  hear 
from  you. 

Dr.  Klumpp  Honored 

Theodore  G.  Klumpp,  president  of  Winthrop 
Chemical  Company  and  formerly  a member  of  the 
faculty  of  Yale  University  School  of  Medicine,  has 
been  honored  by  election  to  membership  in 
Academia  de  Ciencias  Medicas,  Fisicas  Y Naturales 
de  La  Habana  Cuba.  Dr.  Klumpp  has  maintained  his 
membership  in  the  New  Haven  County  Medical 
Association  and  the  State  Medical  Society. 
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PROFESSIONAL  HEADACHES:  — Few  medical  men  can  run 

an  office  without  an  occasional  headache.  No  matter  what  type  of  equipment 
gets  out  of  order  in  your  office,  call  7-2138  with  complete  confidence.  We 
have  a specially  trained  service  to  handle  emergency  calls  or  routine  repair 
jobs.  Turn  your  headaches  over  to  us!  The  Professional  Equipment  Co. 

(See  PAGE  2) 
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FROM  THE  SECRETARY'S  OFFICE 


CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 


CHARTER  AND  BY-LAWS  — CONNECTICUT  STATE  MEDICAL  SOCIETY 
General  Assembly  — January  Session,  A.  D.,  1943 


Be  it  enacted  by  the  Senate  and  House  of  Representatives 
in  General  Assembly  convened: 

Section  i.  The  charter  of  The  Connecticut  Medical 
►Society,  approved  June  5,  1834,  is  amended  to  read  as  fol- 
lows: All  persons  who  are,  at  the  time  of  the  passage  of 
this  act,  members  of  The  Connecticut  Medical  Society  and 
' all  physicians  and  surgeons  who  shall  hereafter  be  associ- 
ated with  them  in  pursuance  of  the  provisions  of  this  act 
shall  be  and  remain  a body  politic  and  corporate  by  the 
name  of  The  Connecticut  State  Medical  Society;  and  by 
that  name  they  and  their  successors  shall  and  may  have 
perpetual  succession;  shall  be  capable  of  suing  and  being 
sued,  pleading  and  being  impleaded,  in  all  suit  of  whatever 
| name  and  nature;  may  have  a common  seal  and  may  alter 
the  same  at  pleasure  and  may  also  purchase,  receive,  hold 
[and  convey  any  estate,  real  and  personal,  to  an  amount  not 
exceeding  one  hundred  thousand  dollars. 

Section  2.  The  superintendence  and  management  of  the 
corporation  shall  be  vested  in  a board  to  be  known  as 
“The  House  of  Delegates  of  The  Connecticut  State  Medical 
Society,”  which  board  shall  have  power  to  establish  officers 
in  said  corporation  and  prescribe  the  duties  of  the  several 
officers  and  of  the  members  of  said  corporation  and  may 
fix  their  compensation;  to  establish  the  conditions  of  admis- 
sion to  and  dismission  and  expulsion  from  said  society;  to 
1 lay  a tax,  from  time  to  time,  upon  the  members  and  to 
collect  the  same;  to  hold  and  dispose  of  all  moneys  and 
other  property  belonging  to  the  corporation  in  such  manner 
as  it  may  deem  advisable  to  promote  the  objects  and  inter- 
ests of  the  society  and  in  general  to  make  such  by-laws  and 
regulations  for  the  due  government  of  the  society,  not 
repugnant  to  the  statutes  of  the  United  States  or  of  this 
state,  as  may  be  deemed  necessary. 

Section  3.  The  House  of  Delegates  of  The  Connecticut 
State  Medical  Society  shall  be  composed  of,  (1)  the  Presi- 
dent, the  President-Elect,  Treasurer  and  Secretary  of  the 
j Society;  (2)  delegates  to  be  elected  annually  as  hereinafter 
provided,  by  the  several  county  medical  associations  in  this 
; State  which  heretofore  have  been  and  are  affiliated  with 
The  Connecticut  State  Medical  Society  and  (3)  eight  coun- 
cilors to  be  elected  from  time  to  time  as  hereinafter  pro- 
I vided. 

Section  4.  An  annual  meeting  of  the  corporation,  for 
the  election  of  officers  and  such  other  business  as  may,  from 
time  to  time,  arise,  shall  be  held  upon  such  day  in  each 
year  as  The  House  of  Delegates  shall,  from  time  to  time, 
prescribe.  Notice  of  such  annual  meeting  date  shall  be  sent 


to  every  affiliated  county  medical  association  at  least  sixty 
days  before  each  annual  meeting  date  so  prescribed. 

Section  5.  At  a meeting  to  be  held  at  least  twenty  days 
in  advance  of  the  annual  meeting  of  the  corporation  in  each 
year,  every  affiliated  county  association  shall  elect  a delegate 
or  delegates  to  represent  it  in  “The  House  of  Delegates” 
of  this  society  in  the  proportion  of  one  delegate  to  each 
thirty-five  members,  or  any  part  of  that  number,  and  the 
secretary  of  such  affiliated  county  association  shall  send  a 
list  of  such  delegates  to  the  secretary  of  this  corporation 
at  least  twenty  days  before  the  date  of  such  annual  meeting 

Section  6.  There  shall  be  in  “The  House  of  Delegates,” 
one  councilor  from  each  affiliated  county  medical  associa- 
tion. The  councilors  holding  office  at  the  time  of  the  passage 
of  this  act  shall  serve  out  the  terms  of  office  for  which 
they  were  elected.  At  their  annual  meeting  to  be  held  in 
1931,  the  affiliated  county  medical  associations  for  the 
counties  of  Hartford,  New  London,  Windham,  and  Middle- 
sex shall  each  elect  one  councilor  who  shall  serve  for  two 
years,  and  at  their  annual  meeting  in  1932  the  affiliated 
county  medical  associations  for  New  Haven,  Fairfield,  Litch- 
field and  Tolland  counties  shall  each  elect  one  councilor, 
who  shall  serve  for  two  years.  Thereafter  each  county,  in 
groups  as  above  mentioned,  shall,  biennially,  elect  a coun- 
cilor to  fill  said  office  for  a term  of  two  years.  Any  vacancy 
in  said  office  may  be  filled  by  the  county  association  of 
the  county  in  which  the  vacancy  occurs,  by  election  to  fill 
the  unexpired  portion  of  the  term. 

Section  7.  The  secretary  of  each  affiliated  county  medical 
association  in  this  state  shall,  within  ten  days  following  any 
meeting  of  such  association  at  which  new  members  are 
elected,  file  with  the  secretary  of  the  society  a list  of  all 
members  of  such  association  who  are  at  the  time  in  good 
and  regular  standing  and  thereupon  all  such  persons  shall 
become  members  of  The  Connecticut  State  Medical  Society 
without  further  action. 

Approved  April  28,  1943. 

BY-LAWS 
Chapter  I 

Section  x.  Name.  The  name  and  title  of  this  organiza- 
tion shall  be  The  Connecticut  State  Medical  Society. 

Section  2.  Purposes  of  the  Society.  The  purpose  of  this 
Society  shall  be  to  federate  and  bring  into  one  compact 
organization  the  entire  medical  profession  of  the  State  of 
Connecticut,  and  to  unite  with  similar  societies  of  other 
states  to  form  the  American  Medical  Association;  to  extend 
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medical  knowledge  and  advance  medical  science;  to  elevate 
the  standard  of  medical  education,  and  to  secure  the  enact- 
ment and  enforcement  of  just  medical  laws;  to  promote 
friendly  intercourse  among  physicians;  to  guard  and  foster 
the  material  interests  of  its  members  and  to  protect  them 
against  imposition;  to  enlighten  and  direct  public  opinion 
in  regard  to  the  great  problem  of  State  medicine,  so  that  the 
profession  shall  become  more  capable  and  honorable  within 
itself  and,  more  useful  to  the  public,  in  the  prevention  and 
cure  of  disease,  and  in  prolonging  and  adding  comfort  to 
life. 

Section  3.  Component  Associations.  Component  Associ- 
ations shall  consist  of  those  county  medical  associations 
which  heretofore  have  been  and  now  are  affiliated  with  The 
Connecticut  State  Medical  Society. 

Section  4.  Composition  of  Society.  This  Society  shall 
consist  of  members,  associate  members,  delegates,  guests  and 
honorary  members. 

Section  5.  Adembers.  Adembers  of  this  Society  shall  be 
members  of  the  component  county  medical  associations. 

Section  6.  Delegates.  ( 1 ) Delegates  shall  be  those  mem- 
bers who  are  elected  by  the  component  county  associations; 
(2)  the  Councilors  of  their  respective  component  associa- 
tions in  the  House  of  Delegates  of  this  Society. 

Section  7.  Guests.  Any  distinguished  physician  not  a 
resident  of  this  State  who  is  a member  of  his  own  State 
Association,  may  become  a guest  during  any  annual  session 
on  invitation  of  the  officers  of  this  Society  and  shall  be 
accorded  the  privilege  of  participating  in  all  the  scientific 
work  for  that  session. 

Section  8.  Honorary  Members.  Eminent  physicians  may 
be  elected  Honorary  Adembers  by  a major  vote  of  the 
House  of  Delegates  after  nomination  of  one  year,  but  shall 
not  exceed  three  in  any  one  year. 

Honorary  Members  shall  have  all  the  privileges  accorded 
by  Section  7 to  guests. 

Chapter  II.  Membership 

Section  1.  The  name  of  a physician  upon  the  properly 
certified  roster  of  members  of  a component  association,  who 
has  paid  his  annual  assessment,  shall  be  prima  facie  evidence 
of  membership  in  this  Society. 

The  annual  tax  shall  be  collected  from  all  such  members 
except  the  secretaries  of  the  County  Adedical  Associations. 
Members  who  have  been  in  good  standing  in  the  Society 
for  forty  consecutive  years  or  who  have  attained  the  age 
of  sixty-eight  and  shall  have  been  members  of  the  Society 
for  fifteen  years  immediately  preceding,  shall  upon  written 
request  addressed  to  the  Treasurer  of  the  Society,  be  ex- 
empted from  the  further  payment  of  dues  and  will  continue 
as  active  members  of  the  Society  enjoying  all  rights  and 
privileges.  The  tax  of  any  member  may  be  remitted  by 
majority  vote  of  the  House  of  Delegates  upon  recommenda- 
tion of  any  County  Medical  Association. 

Section  2.  Physicians  and  others  interested  in  the  science 
of  medicine  and  public  health  who  are  not  licensed  to  prac- 
tice medicine  in  the  State  of  Connecticut,  may  be  elected 
to  Associate  Adembership  in  the  Society  by  majority  vote 
of  the  House  of  Delegates  at  any  regular  or  special  meet- 
ing. Candidates  for  Associate  Adembership  shall  be  required 
to  file  with  the  Council  a formal  application  for  member- 


ship which  shall  be  passed  upon  by  the  Council  with  recom- 
mendation to  the  House  of  Delegates.  Associate  Adembers 
shall  enjoy  all  of  the  rights  and  privileges  of  the  Society 
except  that  they  may  not  vote  or  hold  elective  office.  They 
may  be  appointed  to  serve  upon  committees  and  present 
papers  before  the  Society  or  any  of  its  sections. 

Section  3.  Any  person  who  is  under  sentence  of  suspen- 
sion or  expulsion  from  a component  association,  or  whose 
name  has  been  dropped  from  its  roll  of  members,  shall  not 
be  entitled  to  any  of  the  rights  or  benefits  of  the  Society, 
nor  shall  he  be  permitted  to  take  part  in  anv  of  its  pro- 
ceedings until  he  has  been  relieved  of  such  disability. 

Section  4.  Each  member  in  attendance  at  the  annual 
session  shall  enter  his  name  on  the  registration  book,  indicat- 
ing the  component  association  of  which  he  is  a member. 

Chapter  III.  House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  be  the  legislative 
and  business  bodv  of  the  Society,  and  shall  consist  of  (1) 
the  President,  President-Elect,  Treasurer  and  Secretary  of 
the  Society;  (2)  Delegates  elected  by  the  component  county 
medical  associations;  and  (3)  the  Councilors. 

Section  2.  The  House  of  Delegates  shall  meet  on  the  first 
day  of  the  annual  session.  It  may  adjourn  from  time  to  time 
as  may  be  necessarv  to  complete  its  business,  provided  that 
its  hours  shall  conflict  as  little  as  possible  with  the  General 
Adeetings.  The  order  of  business  shall  be  arranged  as  a 
separate  section  of  the  program. 

Section  3.  Each  component  association  shall  be  entitled 
to  send  to  the  House  of  Delegates  each  year,  one  delegate 
for  every  thirty-five  members,  or  any  part  of  that  number. 

Section  4.  Fifteen  delegates  shall  constitute  a quorum. 

Section  5.  It  shall,  through  its  officers,  Council,  and  other- 
wise, give  diligent  attention  to  and  foster  the  scientific  work 
and  spirit  of  the  Society,  and  shall  constantlv  strive  to  make 
each  annual  session  a stepping-stone  to  further  advance- 
ment. 

Section  6.  It  shall  consider  and  advise  as  to  the  material 
interests  of  the  profession,  and  of  the  public  in  those  im- 
portant matters  wherein  it  is  dependent  upon  the  profession, 
and  shall  use  its  influence  to  secure  and  enforce  all  proper 
medical  and  public  health  legislation,  and  to  diffuse  popular 
information  in  relation  thereto. 

Section  7.  It  shall  make  careful  inquirv  into  the  condi- 
tion of  the  profession  of  each  county  in  the  State,  and  shall 
have  authority  to  adopt  such  methods  as  may  be  deemed 
most  efficient  for  building  up  and  increasing  the  interests 
in  such  countv  associations  as  already  exist  and  for  organ- 
izing the  profession  in  counties  where  associations  do  not 
exist.  It  shall  especially  and  systematically  endeavor  to  pro- 
mote friendly  intercourse  among  physicians  of  the  same 
locality,  and  shall  continue  these  efforts  until  every  physi- 
cian in  everv  county  in  the  State  who  can  be  made  reputable 
has  been  brought  under  medical  society  influence. 

Section  8.  It  shall  encourage  post-graduate  and  research 
work,  as  well  as  home  study,  and  shall  endeavor  to  have 
the  results  discussed  and  utilized. 

Section  9.  It  shall  elect  representatives  to  the  House  of 
Delegates  of  the  American  Aledical  Association  in  accord- 
ance with  the  Constitution  and  By-Laws  of  that  body. 
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Section  io.  It  shall  have  authority  to  appoint  committees 
for  special  purposes  from  among  members  of  the  Society 
who  are  not  members  of  the  House  of  Delegates. 

Such  committees  shall  report  to  the  House  of  Delegates 
and  may  be  present  and  participate  in  the  debate  on  their 
reports. 

Section  n.  It  shall  approve  all  memorials  and  resolutions 
issued  in  the  name  of  the  Society  before  the  same  shall 
become  effective. 

Section  12.  Sections  and  District  Societies.  The  House 
of  Delegates  may  provide  for  a division  of  the  scientific 
work  of  the  Society  into  appropriate  sections  and  for  the 
organization  of  such  Councilor  District  Associations  as  will 
promote  the  best  interests  of  the  profession,  such  associa- 
tions to  be  composed  exclusively  of  members  of  component 
county  associations. 

Chapter  IV.  Sessions  and  Meetings 

Section  1.  The  Society  shall  hold  an  annual  session  dur- 
ing which  there  shall  be  held  daily  General  Meetings  which 
shall  be  open  to  all  registered  members,  guests  and  honor- 
ary members. 

Section  2.  The  time  and  place  for  holding  each  annual 
session  shall  be  fixed  by  the  House  of  Delegates. 

Section  3.  Special  meetings  of  either  the  Society  or  the 
House  of  Delegates  may  be  called  by  the  President  or  the 
Council  and  shall  be  called  by  the  President  on  petition 
of  10  members  of  the  House  of  Delegates  or  50  members 
of  the  Society. 

Section  4.  General  Meetings.  All  registered  members 
may  attend  and  participate  in  the  proceedings  and  discus- 
sions of  the  General  Meetings  and  of  the  Sections.  The 
General  Meetings  shall  be  presided  over  by  the  President 
or  by  one  of  the  Vice-Presidents,  and  before  them  shall  be 
delivered  the  address  of  the  President  and  the  orations. 

Section  5.  The  General  Meeting  may  recommend  to  the 
House  of  Delegates  the  appointment  of  committees  or  com- 
missions for  scientific  investigation  of  special  interest  and 
importance  to  the  profession  and  the  public. 

Chapter  V.  Officers 

Section  1.  The  Officers  of  this  Society  shall  be  a Presi- 
dent, a President-Elect,  two  Vice  Presidents,  a Secretary,  a 
Treasurer  and  eight  Councilors. 

Section  2.  The  officers,  except  the  Councilors,  shall  be 
elected  annually.  At  their  annual  meeting  to  be  held  in 
1931,  the  affiliated  county  medical  associations  for  the  coun- 
ties of  Hartford,  New  London,  Windham,  and  Middlesex 
shall  each  elect  one  councilor  who  shall  serve  for  two  years, 
and  at  their  annual  meeting  in  1932  the  affiliated  county 
medical  associations  for  New  Haven,  Fairfield,  Litchfield 
and  Tolland  counties  shall  each  elect  one  Councilor,  who 
shall  serve  for  two  years.  Thereafter  each  county,  in 
groups  as  above  mentioned,  shall  biennially  elect  a councilor 
to  fill  said  office  for  a term  of  two  years.  Any  vacancy  in 
said  office  may  be  filled  by  the  county  association  of  the 
county  in  which  the  vacancy  occurs  by  election  to  fill  the 
unexpired  portion  of  the  term. 

Section  3.  All  elections  shall  be  by  ballot,  and  a majority 
of  the  votes  cast  shall  be  necessary  to  elect. 
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Section  4.  No  person  shall  be  elected  to  any  such  office 
who  has  not  been  a member  of  the  Society  for  the  past 
two  years. 

Chapter  VI.  Duties  of  Officers 

Section  1.  The  President  shall  preside  at  all  meetings 
of  the  Society  and  of  the  House  of  Delegates;  shall  appoint 
all  committees  not  otherwise  provided  for,  shall  deliver  an 
annual  address  at  such  times  as  may  be  arranged,  and  per- 
form such  other  duties  as  custom  and  parliamentary  usage 
may  require.  He  shall  be  the  real  head  of  the  profession 
of  the  State  during  his  term  of  office  and,  as  far  as  prac- 
ticable, shall  visit  by  appointment  the  various  sections  of 
the  State  and  assist  the  Councilors  in  building  up  the  county 
associations  and  in  making  their  work  more  practical  and 
useful. 

Section  2.  At  the  Annual  Meeting  in  1937,  and  at  each 
Annual  Meeting  thereafter,  the  Council  shall  nominate  to 
the  House  of  Delegates,  a President-Elect  who  shall  become 
the  President  of  the  Society  at  the  conclusion  of  the  Annual 
Meeting  of  the  next  following  year  without  further  for- 
mality. The  duties  of  the  President-Elect  shall  be  to  aid  and 
assist  the  President  in  any  way  designated  by  him,  to 
familiarize  himself  with  the  activities  of  the  Society,  and 
to  attend  the  meetings  of  the  Council  and  take  part  in  its 
deliberations  but  without  vote. 

Section  3.  The  Vice-Presidents  shall  assist  the  President 
in  the  discharge  of  his  duties.  In  the  event  of  the  President’s 
death,  resignation,  or  removal,  the  Council  shall  select  one 
of  the  Vice-Presidents  to  succeed  him. 

Section  4.  The  Treasurer  shall  give  bond  in  a sum  and 
manner  of  bonding  to  be  determined  by  the  Council,  the 
premium  for  such  bond  to  be  paid  from  the  funds  of  the 
Society.  Except  as  otherwise  provided,  he  shall  demand  and 
receive  all  funds  due  the  Society,  together  with  bequests 
and  donations,  and  he  shall  pay  money  from  the  Treasury 
only  on  written  authorization  of  the  Chairman  of  the 
Council,  or,  in  his  absence  or  disability,  the  President  of 
the  Society;  he  shall  subject  his  accounts  to  such  examina- 
tion as  the  House  of  Delegates  may  order,  and  he  shall 
annually  render  an  account  of  his  doings  for  the  previous 
fiscal  year  and  of  the  state  of  the  funds  in  his  hands  at  the 
close  of  each  fiscal  year.  The  Treasurer  is  authorized  to 
advance  periodically  to  the  Executive  Secretary  and  to  the 
Scientific  Secretary  and  Editor  of  the  Journal  prorated  por- 
tions of  the  funds  allocated  to  the  offices  of  the  Executive 
Secretary  and  the  Journal  for  the  operation  of  the  offices 
of  the  Executive  Secretary  and  the  Journal  as  provided  in 
the  approved  budget.  The  Executive  Secretary  and  the 
Editor  of  the  Journal  are  authorized  to  make  payments  of 
necessary  expenses  for  the  activities  of  those  offices  from 
such  prorated  portions  of  the  budgeted  amounts  received 
from  the  Treasurer,  and  the  Executive  Secretary  and  the 
Editor  of  the  Journal  shall  render  an  accounting  of  such 
expenditures  to  the  Treasurer  from  time  to  time  as  he  may 
request,  and  a report  of  such  expenditures  for  the  year 
shall  be  consolidated  with  the  report  of  the  Treasurer  pre- 
sented to  the  House  of  Delegates  at  the  Annual  Meeting 
each  year. 

Section  5.  The  Secretary  shall  attend  the  General  Meet- 
ings of  the  Society  and  the  meetings  of  the  House  of  Dele- 
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gates  and  shall  keep  minutes  of  their  respective  proceed- 
ings in  separate  record  books.  He  shall  be  ex-officio  Secre- 
tary of  the  Council.  He  shall  be  custodian  of  all  record 
books  and  papers  belonging  to  the  Society,  except  such  as 
properly  belong  to  the  Treasurer,  and  shall  keep  account 
of  and  promptly  turn  over  to  the  Treasurer  all  funds  of  the 
Society  which  come  into  his  hands.  He  shall  provide  for 
the  registration  of  the  members  and  delegates  of  the  annual 
sessions.  He  shall,  with  the  cooperation  of  the  Secretaries 
of  the  component  associations,  keep  a card-index  register 
of  all  the  legal  practitioners  of  the  State  by  counties,  noting 
on  each  his  status  in  relation  to  his  county  association,  and, 
on  request,  shall  transmit  a copy  of  this  list  to  the  American 
Medical  Association.  He  shall  aid  the  Councilors  in  the 
organization  and  improvement  of  the  county  associations 
and  in  the  extension  of  the  power  and  usefulness  of  this 
Society.  He  shall  conduct  the  official  correspondence,  notify 
members  of  meetings,  officers  of  their  election,  and  commit- 
tees of  their  appointment  and  duties.  He  shall  employ  such 
assistants  as  may  be  ordered  by  the  House  of  Delegates. 
He  shall  supply  each  component  association  with  the  neces- 
sary blanks  for  making  their  annual  reports.  Acting  with 
the  Program  Committee  he  shall  prepare  and  issue  all  pro- 
grams. The  amount  of  his  salary  shall  be  fixed  by  the 
Council. 

Chapter  VII.  Council 

Section  i.  The  Council  shall  consist  of  one  Councilor 
from  each  county  and  the  President,  the  President-Elect, 
the  Secretary,  the  Treasurer,  the  Editor  of  the  Journal  and 
the  Delegates  to  the  American  Medical  Association.  It  shall 
be  the  Finance  Committee  of  the  House  of  Delegates.  Five 
Councilors  shall  constitute  a quorum. 

The  Board  of  Councilors  shall  appoint  from  its  own 
members  two  members  who,  with  the  Treasurer  of  the 
Society,  shall  constitute  a sub-committee  to  be  designated 
a Committee  on  the  Permanent  Funds,  whose  duty  it  shall 
be  to  advise  on  the  investment  of  such  funds  as  the  Society 
may  have  or  receive  by  bequest  or  donation,  according  to 
the  laws  of  the  State  of  Connecticut  governing  trust  funds. 
This  committee  shall,  through  the  Chairman  of  the  Council, 
recommend  to  the  House  of  Delegates  the  disposition  to  be 
made  of  the  permanent  funds,  both  principal  and  income. 

Section  2.  The  Council  shall  meet  daily  during  the  ses- 
sion, and  at  such  other  times  as  necessity  may  require,  sub- 
ject to  the  call  of  the  chairman  or  on  petition  of  three 
Councilors.  It  shall  meet  on  the  last  day  of  the  annual  ses- 
sion of  the  Society  to  organize  and  outline  work  for  the 
ensuing  year.  It  shall  elect  a chairman  and  a clerk,  who,  in 
the  absence  of  the  Secretary  of  the  Society,  shall  keep  a 
record  of  its  proceedings.  It  shall,  through  its  chairman, 
make  an  annual  report  to  the  House  of  Delegates. 

Section  3.  The  Board  of  Councilors  shall  constitute  the 
nominating  committee  of  the  Society.  They  shall  report  as 
such  to  the  House  of  Delegates  during  the  first  session  of 
the  general  session.  After  the  report  has  been  submitted  an 
opportunity  shall  be  given  for  other  nominations  to  be 
made. 

Section  4.  Each  Councilor  shall  be  organizer,  peacemaker, 
and  censor  for  his  district.  He  shall  visit  the  counties  in  his 
district  at  least  once  a year  for  the  purpose  of  organizing 


component  associations  where  none  exist;  for  inquiring  into 
the  condition  of  the  profession,  and  for  improving  and  in- 
creasing the  zeal  of  the  county  associations  and  their  mem- 
bers. He  shall  make  an  annual  report  of  his  work  and  of 
the  condition  of  the  profession  of  each  county  in  his  district 
at  the  annual  session  of  the  House  of  Delegates. 

Section  5.  The  Council  shall  be  the  Board  of  Censors 
of  the  Society.  It  shall  consider  all  questions  involving  the 
rights  and  standing  of  members,  whether  in  relation  to  other 
members,  to  the  component  associations,  or  to  this  Society. 
All  questions  of  an  ethical  nature  brought  before  the  House 
of  Delegates  or  the  General  Meeting  shall  be  referred  to 
the  Council  without  discussion.  It  shall  hear  and  decide  all 
questions  of  discipline  affecting  the  conduct  of  members  or 
component  associations  on  which  an  appeal  is  taken  from 
the  decision  of  an  individual  Councilor,  and  its  decision  in 
all  such  matters  shall  be  final. 

Section  6.  The  Council  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceedings,  trans- 
actions, and  memoirs  of  the  Society,  and  shall  have  authority 
to  appoint  an  editor  and  such  assistants  as  it  deems  necessary. 
All  money  received  by  the  Council  and  its  agents,  resulting 
from  the  discharge  of  the  duties  assigned  to  them,  must  be 
paid  to  the  Treasurer  of  the  Society.  As  the  Finance  Com- 
mittee, it  shall  annually  audit  the  accounts  of  the  Treasurer 
and  Secretary  and  other  agents  of  this  Society,  and  present 
a statement  of  the  same  in  its  annual  report  to  the  House 
of  Delegates,  which  report  shall  also  specify  the  character 
and  cost  of  all  the  publications  of  this  Society  during  the 
year,  and  the  amount  of  all  other  property  belonging  to  the 
Society  under  its  control,  with  such  suggestions  as  it  may 
deem  necessary.  In  the  event  of  a vacancy  in  the  office  of 
the  Secretary  or  the  Treasurer,  the  Council  shall  fill  the 
vacancy  until  the  next  annual  election. 

Section  7.  The  Council  shall  serve  as  a Board  of  Review 
for  cases  of  claimed  malpractice  as  may  be  referred  to  it 
by  any  component  County  Association’s  Committee  on 
Medical  Ethics  and  Deportment. 

Chapter  VIII.  Committees 

Section  1.  The  standing  committees  shall  be  as  follows: 

A Program  Committee. 

A Committee  on  Public  Policy  and  Legislation. 

A Committee  on  Medical  Examination  and  Medical  Edu- 
cation. 

A Committee  on  Honorary  Members  and  Degrees. 

A Committee  on  Arrangements,  and  such  other  commit- 
tees as  may  be  necessary.  Such  committees  shall  be  elected 
by  the  House  of  Delegates  unless  otherwise  provided. 

A Committee  on  Public  Relations. 

A Committee  on  the  Clinical  Congress. 

A Committee  on  Industrial  Health. 

Section  2.  The  Program  Committee  shall  consist  of  three 
members  which  shall  be  nominated  by  the  Council  and 
elected  by  the  House  of  Delegates.  At  the  annual  meeting 
of  the  House  of  Delegates  in  1938  the  Council  shall  nomin- 
ate one  member  of  the  Society  to  serve  as  a member  of  the 
Program  Committee  for  three  years,  one  member  to  serve 
as  a member  of  the  Committee  for  two  years,  and  one 
member  to  serve  as  a member  of  the  Committee  for  one 
year.  Annually  thereafter  the  Council  shall  nominate  to  the 
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House  of  Delegates  one  member  of  the  Society  to  serve  as 
a member  of  the  Program  Committee  for  three  , years.  The 
Council  shall  designate  the  chairman  of  the  Committee.  The 
duties  of  the  Program  Committee  shall  be  to  arrange  the 
scientific  program  for  the  meetings  of  the  Society  and  it 
shall  prepare  such  program  for  the  Annual  Meeting  and 
submit  it  to  the  Executive  Secretary  of  the  Society  for 
publication  not  less  than  two  months  preceding  the  date  of 
the  meeting. 

Section  3.  The  Committee  on  Public  Policy  and  Legisla- 
tion shall  consist  of  one  member  from  each  component 
association,  and  the  President  and  Secretary  and  the  Com- 
mittee on  National  Legislation.  Under  the  direction  of  the 
House  of  Delegates  it  shall  represent  the  Society  in  securing 
and  enforcing  legislation  in  the  interest  of  the  public  health 
and  scientific  medicine.  It  shall  keep  in  touch  with  pro- 
fessional and  public  opinion,  shall  endeavor  to  shape  legis- 
lation so  as  to  secure  the  best  results  for  the  whole  people, 
and  shall  strive  to  organize  professional  influence  so  as  to 
promote  the  general  good  of  the  community  in  local,  state, 
and  national  affairs,  and  elections. 

Section  4.  The  Committee  on  Medical  Examination  and 
Medical  Education  shall  consist  of  five  members  who  shall 
be  appointed  in  accordance  with  the  statutes  of  the  State 
of  Connecticut.  The  committee  shall  conduct  the  medical 
examination  of  candidates  for  certificates  of  qualifications 
for  license  to  practice  medicine  in  the  State  in  accord  with 
the  requirements  of  the  Medical  Practice  Act.  It  shall  annu- 
ally present  a written  report  to  the  House  of  Delegates. 
The  committee  shall  also  be  a committee  on  medical  edu- 
cation and  shall  cooperate  with  the  council  of  education  of 
the  American  Medical  Association  in  the  effort  to  elevate 
the  standard  of  medical  education  in  the  United  States. 

Section  5.  The  Committee  on  Honorary  Members  and 
Degrees  may  present  annually  to  the  House  of  Delegates 
the  names  of  not  more  than  three  eminent  physicians  as 
candidates  for  honorary  membership  in  this  Society.  Such 
candidates  may  be  elected  honorary  members  in  accordance 
with  the  provisions  of  Chap.  I,  Section  8 of  the  By-laws. 

Section  6.  The  Committee  on  Arrangements  shall  be 
appointed  by  the  component  association  in  which  the  annual 
session  is  to  be  held.  It  shall  provide  suitable  accommoda- 
tions for  the  meeting  places  of  the  Society  and  of  the  House 
of  Delegates,  and  of  their  respective  committees.  Its  chair- 
man shall  report  an  outline  of  the  arrangements  to  the 
Secretary  for  publication  in  the  program,  and  shall  make 
additional  announcements  during  the  session  as  occasion  may 
require. 

Section  7.  At  the  Annual  Meeting  in  1938  and  annually 
thereafter,  the  Council  shall  nominate  to  the  House  of  Dele- 
gates one  member  of  each  component  county  association 
to  serve  for  the  period  of  one  year  on  the  Society’s  Com- 
mittee on  Public  Relations.  The  chairman  of  this  Committee 
shall  be  designated  annually  by  the  Council.  The  duties  of 
this  Committee  shall  be  to  inquire  into  and  pass  upon  such 
phases  of  public  information  as  deal  with  the  care  of  the 
sick  and  the  practice  of  medicine.  If  the  Committee  so 
desires,  its  deliberations  and  conclusions  may  be  reviewed 
and  passed  upon  by  the  Council  of  the  Society,  but  such 
approval  shall  not  be  mandatory. 

Section  8.  The  Council  shall  nominate  to  the  House  of 
Delegates  each  year  a Committee  on  the  Clinical  Congress 


and  designate  a Chairman,  a Secretary  and  a Treasurer  of 
the  Committee.  The  function  of  the  Committee  shall  be 
the  arrangement  and  direction  of  the  annual  Clinical  Con- 
gress of  the  Society  and  such  other  activities  in  post  gradu- 
ate instruction  as  may  from  time  to  time  appear  desirable 
to  the  Committee.  The  Chairman,  the  Secretary  and  the 
Treasurer  shall  be  the  trustees  of  the  funds  of  the  Clinical 
Congress  and  this  Committee,  through  its  Treasurer,  shall 
receive  income  from  registration  fees  of  the  Congress  and 
other  sources  as  may  attend  the  administration  of  the 
Congress,  and  pay  therefrom  all  necessary  expenses.  This 
fund  shall  be  known  as  the  Clinical  Congress  Fund  and 
shall  be  retained  in  the  hands  of  the  Treasurer  of  the 
Clinical  Congress,  shall  be  audited  by  the  Society’s  auditors 
and  a report  of  the  transactions  of  the  fund  for  the  fiscal 
year  shall  be  rendered  by  the  Treasurer  of  the  Society  to 
the  House  of  Delegates  each  year  at  its  annual  meeting. 
The  Treasurer  of  the  Clinical  Congress  shall  be  bonded  by 
a corporate  surety  in  the  sum  of  five  thousand  dollars,  the 
premium  on  such  bond  to  be  paid  from  the  Clinical  Con- 
gress Fund. 

Section  9.  The  Council  shall  nominate  to  the  House  of 
Delegates  each  year  one  member  from  each  County  Associ- 
tion  to  be  a member  of  the  Committtee  on  Industrial  Health 
and  designate  the  Chairman  of  this  Committee.  The  function 
of  the  Committee  on  Industrial  Health  shall  be  to  inquire 
into  the  health  hazards  of  industry  with  the  view  of  making 
information  on  the  subject  available  to  members  of  the 
Society  and  improving  the  health  and  hygiene  of  persons 
employed  in  industry. 

Chapter  IX.  Funds  and  Expenses 

The  fiscal  year  of  the  Society  shall  terminate  on  December 
31st  of  each  year. 

Funds  shall  be  raised  by  an  equal  per  capita  assessment  on 
each  component  association,  except  that  members  elected 
to  the  County  Associations  at  the  semi-annual  meetings  in 
October  will  be  assessed  one-half  of  the  annual  dues  for  the 
year  of  their  election.  The  amount  of  the  annual  assess- 
ment per  member  shall  be  fixed  by  the  House  of  Delegates. 

Funds  may  also  be  raised  by  voluntary  contributions,  for 
the  Society’s  publications,  and  in  any  other  manner  approved 
by  the  House  of  Delegates.  Funds  may  be  appropriated  by 
the  House  of  Delegates  to  defray  the  expenses  of  the 
Society,  for  publications,  and  for  such  other  purposes  as 
will  promote  the  welfare  of  the  profession.  All  resolutions 
appropriating  funds  must  be  referred  to  the  Finance  Com- 
mittee before  action  is  taken  thereon. 

All  funds  of  the  Society  by  whoever  held  shall  be  de- 
posited promptly  upon  receipt  in  a state  or  national  bank 
located  in  the  State  of  Connecticut. 

Chapter  X.  Referendum 

Section  1.  A General  Meeting  of  the  Society  may,  by 
a two-thirds  vote  of  the  members  present,  order  a general 
referendum  on  any  question  pending  before  the  House  of 
Delegates,  and  when  so  ordered  the  House  of  Delegates 
shall  submit  such  question  to  the  members  of  the  Society 
who  may  vote  by  mail  or  in  person,  and,  if  the  members 
voting  shall  comprise  a majority  of  all  the  members  of  the 
Society,  a majority  of  such  vote  shall  determine  the  ques- 
tion and  be  binding  on  the  House  of  Delegates. 


7i4 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


Section  2.  The  House  of  Delegates  may,  by  a two- 
thirds  vote  of  its  members  present,  submit  any  question 
before  it  to  a general  referendum,  as  provided  in  the  pre- 
ceding section,  and  the  result  shall  be  binding  on  the  House 
of  Delegates. 

Chapter  XI.  County  Associations 

Section  1.  All  County  Associations  now  in  affiliation  with 
the  Connecticut  State  Medical  Society  shall  be  component 
parts  of  this  Society. 

Section  2.  Each  County  Association  shall  judge  of  the 
qualification  of  its  members,  but  as  such  associations  are  the 
only  portals  to  this  Society  and  to  the  American  Medical 
Association,  all  reputable  and  legally  registered  physicians, 
except  those  who  practice  or  claim  to  practice  or  lend  sup- 
port to  any  exclusive  or  irregular  system  of  medicine,  shall 
be  entitled  to  membership. 

No  physician  shall  be  admitted  to  or  retain  membership 
in  a County  Medical  Association  after  the  expiration  -of  his 
present  contract  who  has  agreed  to  furnish  medical  services 
to  any  organization  or  union  for  a stipulated  sum  per 
member,  or  for  other  consideration  than  the  regular  local 
fee  for  such  services. 

Section  3.  Any  County  Medical  Association  may  suspend 
or  expel  any  member  who  is  guilty  of  improper  or  unpro- 
fessional conduct,  by  a two-thirds  vote  of  the  members 
present  and  voting  at  any  regular  meeting,  provided  due 
notice  has  been  given  on  the  program  of  said  meeting  at  least 
ten  days  before  its  session.  When  from  any  cause  a member 
of  the  Connecticut  State  Medical  Society  ceases  to  be  a 
member  of  one  of  the  component  county  medical  associa- 
tions, his  membership  in  the  Connecticut  State  Medical 
Society  shall  terminate,  but  any  physican  who  may  feel 
aggrieved  by  the  action  of  the  association  of  his  county 
in  refusing  him  membership  or  in  suspending  or  expelling 
him,  shall  have  the  right  to  appeal  to  the  Council,  and  its 
decision  shall  be  final. 

Section  4.  In  hearing  appeals  the  Council  may  admit 
oral  or  written  evidence  as  in  its  judgment  will  be  best  and 
to  most  fairly  present  the  facts,  but  in  case  of  every  appeal, 
both  as  a Board  and  as  individual  councilors  in  district  and 
county  work,  efforts  at  conciliation  and  compromise  shall 
precede  all  such  hearings. 

Section  5.  When  a member  of  a component  association 
in  this  state  or  any  component  association  of  the  American 
Medical  Association  removes  to  another  county  in  this 
state  or  takes  up  his  residence  within  this  state  and  presents 
a certificate  signed  by  the  president  or  secretary  of  the 
component  association  stating  that  he  is  a member  in  good 
standing  and  evidence  that  he  is  legally  qualified  to  practice 
medicine  in  the  State  of  Connecticut,  he  may,  upon  recom- 
mendation of  the  Committee  on  Credentials,  be  elected  to 
membership  in  a component  association  of  this  Society  by 
a two-thirds  vote  of  the  members  voting. 

When  a physician  applies  for  membership,  or  when  an 
application  is  made  to  be  received  on  transfer  from  another 
state,  the  secretary  of  the  component  association  shall  for- 
ward the  applicant’s  name  and  address  to  the  biographic 
department  of  the  American  Medical  Association  for  such 
information  as  may  be  on  file  relative  to  his  record.  Printed 
forms  for  this  purpose  will  be  furnished  by  the  Secretary 


of  this  Society.  After  the  adoption  of  this  By-law,  no  new 
member  shall  be  enrolled  or  accepted  on  transfer  from  an- 
other state  until  this  provision  shall  have  been  carried  into 
effect. 

Section  6.  A physician  living  on  or  near  a county  line 
may  hold  his  membership  in  that  county  most  convenient 
for  him  to  attend,  on  permission  of  the  association  in  whose 
jurisdiction  he  resides. 

Section  7.  Each  component  association  shall  have  general 
direction  of  the  affairs  of  the  profession  in  its  county,  and 
its  influence  shall  be  constantly  exerted  for  bettering  the 
scientific,  moral,  and  material  condition  of  every  physician 
in  the  county;  and  systematic  efforts  shall  be  made  by  each 
member,  and  by  the  Society  as  a whole,  to  increase  the 
membership  until  it  embraces  every  qualified  physician  in 
the  county. 

Section  8.  At  some  meeting  in  advance  of  the  annual 
session  of  this  Society,  each  county  association  shall  elect 
a delegate  or  delegates  to  represent  it  in  the  House  of 
Delegates  of  this  Society  in  the  proportion  of  one  delegate 
to  each  thirty-five  members,  or  any  part  of  that  number, 
and  the  Secretary  of  the  Association  shall  send  a list  of  such 
delegates  to  the  Secretary  of  this  Society  at  least  twenty  days 
before  the  annual  session. 

In  the  case  of  death,  illness  or  disability  of  a delegate, 
the  President  of  the  County  Association  in  which  the  va- 
cancy occurs  shall  appoint  a substitute  delegate,  with  full 
power  to  represent  his  county  during  the  delegate’s  dis- 
ability, or  until  the  successor  of  such  appointee  is  elected 
at  the  next  meeting  of  the  County  Medical  Association. 
Any  vacancy  in  the  office  of  Councilor  may  be  filled  by 
the  County  Association  of  the  County  in  which  the  vacancy 
occurs,  by  election  to  fill  the  unexpired  portion  of  the  term. 

Section  9.  The  Secretary  of  each  component  association 
shall  keep  a roster  of  its  members  and  of  the  nonaffiliated 
registered  physicians  of  the  county,  in  which  shall  be  shown 
the  full  name,  address,  college  and  date  of  graduation,  date 
of  registration  in  this  State,  and  such  other  information  as 
may  be  deemed  necessary.  In  keeping  such  roster  the  Secre- 
tary shall  note  any  changes  in  the  personnel  of  the  pro- 
fession by  death,  or  by  removal  to  or  from  the  county,  and 
in  making  his  annual  report  he  shall  be  certain  to  account 
for  every  physician  who  has  lived  in  the  county  during  the 
year. 

Section  10.  The  dues  of  the  Society  shall  be  due  and 
payable  on  January  1 of  each  year. 

The  Secretaries  of  the  component  county  associations 
shall  be  charged  with  the  collection  from  the  members  of 
their  associations,  the  dues  assessed  by  this  Society.  Bills  for 
such  dues  shall  be  rendered  to  all  members  immediately 
following  the  first  of  January  of  each  year,  and  the  Secre- 
taries of  the  component  county  associations  shall  forward 
to  the  Treasurer  of  this  Society  on  or  before  the  10th  of 
each  month,  all  monies  collected  by  them  and  due  the 
Treasurer  of  the  Society. 

Section  11.  The  several  county  medical  associations  shall 
have  power  to  adjourn;  to  call  special  meetings,  as  they  shall 
deem  expedient;  and  to  adopt  such  by-laws  as  they  find 
desirable,  not  contrary  to  the  laws  of  this  State  or  the  char- 
ter and  by-laws  of  the  Connecticut  State  Medical  Society. 
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Chapter  XII.  Miscellaneous. 

Section  1.  No  address  or  paper  before  this  Society, 
except  those  of  the  President  and  orators,  shall  occupy  more 
than  twenty  minutes  in  its  delivery;  and  no  member  shall 
speak  longer  than  five  minutes,  nor  more  than  once  on  any 
subject  except  bv  unanimous  consent. 

Section  2.  All  papers  read  before  the  Society  or  any  of 
the  Sections  shall  become  its  property.  Each  paper  shall  be 
deposited  with  the  Secretary  before  reading.  No  paper  shall 
be  read  before  this  Society  which  has  been  previously  pub- 
lished or  read  before  any  other  organization. 

Section  3.  The  deliberations  of  this  Society  shall  be 
governed  by  parliamentary  usage  as  contained  in  Roberts’ 
Rules  of  Order,  when  not  in  conflict  with  the  charter  and 
by-laws. 

Section  4.  The  Principles  of  Medical  Ethics  of  the  Amer- 
ican Medical  Association  shall  govern  the  conduct  of  mem- 
bers in  their  relations  to  each  other  and  to  the  public. 

Chapter  XIII.  Amendments 

These  By-laws  may  be  amended  at  any  annual  session  by 
a majority  vote  of  all  delegates  present  at  that  session,  after 
the  amendment  has  been  laid  on  the  table  until  the  next 
annual  session.  If  however,  the  proposed  alteration  has  been 
published  in  the  notice  of  the  session,  it  may  be  acted  upon 
at  that  session. 


Prescription  Formulae  of  Current  Interest 

(from  Professional  News  and  Views  published  by  The 
Connecticut  Association  for  the  Advancement  of  Profes- 
sional Pharmacy) 

PECTIN  PASTE 
National  Formulary,  VII 


formula: 

Pectin  75-° 

Glycerin  180.0 

Benzoic  Acid  2-° 

Isotonic  Solution  of 

Three  Chlorides,  q.s.  ad 1000.0 

1 


Approximate  price  to  patient:  $1.00  for  60  grams. 


THIN  PECTIN  PASTE 
National  Formulary,  VII 


FORMULA: 

Pectin  36.0 

Glycerin  70.0 

Benzoic  Acid  2.0 

Isotonic  Solution  of 

Three  Chlorides,  q.s.  ad 1000.0 


Approximate  price  to  patient:  75  cents  for  60  grams. 

Two  Formulae  Are  Necessary: 

Pectin  Paste  used  for  bedsores  and  ulcers. 

Thin  Pectin  Paste  used  for  extensively  disseminated 
excoriated  and  ulcerated  skin  surfaces  as  pemphigus. 

METHOD  OF  APPLICATION 

The  ulcer  crater  is  completely  filled  with  the  paste.  This 
is  covered  with  a waterproof  cellophane  and  held  in  place 
by  an  adhesive  plaster  frame.  Where  the  skin  is  too  sensitive 
for  adhesive,  the  cellophane  may  be  held  in  place  by  a gauze 
binder. 

When  properly  confined  in  an  adhesive  frame  the  dressing 
need  be  changed  only  every  two  or  three  days. 

SPECIAL  NOTE 

When  specific  antiseptics  are  required  as  Zinc  Peroxide  in 
microanaerophilic  infection  or  the  Sulfonamide  drugs  in 
hemolytic  streptoccus  infection  these  may  augment  the 
formulas. 

Advantages:  Experiments  conducted  in  Cook  County 
Hospital  over  an  extended  period  of  time  showed  the  fol- 
lowing results: 

The  Pectin  pastes  permitted  drainage  in  contradistinction 
to  fatty  dressings. 

Many  hours  of  nursing  time  were  saved  as  dressings  are 
changed  only  every  day  or  two. 

Many  hospitalization  days  were  saved  by  the  more  rapid 
healing  of  the  bedsores. 

Reference:  National  Formulary  VII,  1942. 

Journal  of  the  American  Pharmaceutical  Association,  Vol. 
XXVIII,  No.  8,  August  1939. 

Journal  of  the  American  Medical  Association,  Vol.  1 1 5, 
No.  22,  November  30,  1940,  page  1859. 

Journal  of  the  American  Medical  Association,  Vol.  116, 
No.  21,  May  24,  1941,  page  2438. 

For  use  in  the  treatment  of  Ulcers  and  Bedsores 


VICTORY 
BUY 

UNITED 
STATES 

WAR 

BONDS 

AND 

STAMPS 


THE  PSYCHOLOGICAL  EFFECT  — on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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MEDICINE  AND  THE  WAR 


The  attached  statement  has  been  issued  by  the 
Directing  Board  of  War  Manpower  Commission’s 
Procurement  and  Assignment  Service  for  Physicians , 
Dentists , Veterinarians , Sanitary  Engineers,  and 
Nurses. 

Wartime  Nursing  is  Different 

It  is  utterly  impossible  to  provide  the  necessary 
volume  of  wartime  nursing  service  on  a peacetime 
basis.  Places  where  nursing  is  going  on  as  usual  must 
share  with  others.  Individual  nurses  who  have  not 
made  adjustments  to  wartime  needs  for  their  service 
should  understand  the  necessity  for  their  participa- 
tion. 

The  National  Nursing  Council  has  pointed  out 
that  the  value  of  any  national  plan  must  be  judged 
by  its  usefulness  at  the  local  level:  i.e.,  where  nurses 
live  and  work-in  the  country,  in  the  villages,  towns, 
and  cities  of  the  nation. 

Wartime  nursing  is  different!  That  inescapable 
fact  must  be  generally  accepted  by  nurses,  by  physi- 
cians, and  by  hospital  administrators.  Energy  and 
motion  now  spent  in  resistance  to  change  must  be 
released  for  the  attack  on  war-created  needs. 

Nurses  have  wrought  many  changes,  but  not 
enough,  in  the  pattern  of  nursing  service  since  Pearl 
Harbor.  “We  just  do  the  best  we  can”  is  heard  more 
frequently  than  “This  is  our  plan.”  Generally 
speaking,  educational  programs  have  received  more 
thought  than  the  service  programs.  Acceleration  of 
the  basic  course  in  nursing  is  an  outstanding  ex- 
ample. State  boards  of  nurse  examiners  have  initiated 
others. 

The  principles  of  good  nursing  have  not  changed, 
but  nurses  are  learning  to  concentrate  on  the  essen- 
tials. In  the  analysis  and  administration  of  nursing 
service  radical  changes  are  being  made.  Tremend- 
ously valuable  assistance  in  caring  for  patients  is 
being  secured  from  the  Red  Cross  nurse’s  aides  and 
other  volunteers  as  well  as  from  paid  auxiliary 
workers. 

Thus  far  nursing  service  has  not  been  rationed; 
such  rationing  would  be  complicated  by  the  differ- 


ences in  individual  nurses  and  the  degree  of  essen- 
tiality of  needed  services.  The  sharing  of  services  is 
more  difficult  than  the  sharing  of  goods. 

A critical  shortage  of  nurses  exists.  Here  are  the 
facts: 

Over  36,000  nurses  are  now  with  the  armed  forces 
and  the  Red  Cross  has  accepted  responsibility  for  the 
recruitment  of  an  equal  number  by  June  30,  1944. 
Our  men  are  receiving  skilled  medical  care  of  a high 
order  as  shown  by  the  high  percentage  of  recovery 
from  injury.  Skilled  nursing  is  an  important  factor 
in  such  care.  Then,  too,  the  very  presence  of  nurses 
near  the  bases  of  military  operations  has  repeatedly 
been  described  as  a potent  force  in  maintaing  morale. 

There  has  been  an  unprecedented  increase  in  the 
use  of  civilian  hospitals.  Hospitals  gave  fourteen  and 
a quarter  million  more  days  of  care  in  1942  than  in 
the  preceding  year  and  the  trend  still  is  definitely 
upward.  This  is  in  keeping  with  the  rapid  growth 
of  the  Blue  Cross  (group  hospitalization)  plans  and 
the  Children’s  Bureau  hospitalization  program  for 
the  care  of  the  families  of  sendee  men. 

Nursing  is  essential  to  the  nation’s  health.  The 
National  Nursing  Inventories  (of  nursing  resources) 
of  1941  and  1943,  by  the  U.  S.  Public  Health  Serv- 
ice, offer  a comparison  of  data  for  the  two  years. 

The  total  number  of  nurses  graduated  in  the  two 
years  is  well  in  excess  of  the  number  withdrawn  for 
military  service;  this  fact  is  not  apparent  in  the 
inventory.  T he  returns  are  apparently  incomplete. 
Active  nurses  who  did  not  return  their  question- 
naires apparently  did  not  realize  the  profound  im- 
portance of  the  information  requested.  This  infor- 
mation is  the  basis  for  present  planning  and  safe- 
guarding the  future. 

The  relatively  small  decrease  in  the  number  of 
institutional  nurses  is  much  less  significant  than  the 
increased  use  of  hospitals  in  creating  the  serious 
shortage  of  nurses.  The  increased  number  of  nurses 
in  industrial  nursing  is,  of  course,  not  surprising. 

khe  large  number  of  inactive  nurses  who  reported 
themselves  available  is  encouraging,  but— available 
for  what?  Full  time?  Part  time?  These  nurses  and 
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others  who  are  still  “hidden”  can  make  a valuable 
contribution  to  our  nursing  resources.  Although  it 
requires  a little  more  planning,  the  service  of  two 
part-time  nurses  can  equal  that  of  one  full-time  one. 
Wartime  nursing  puts  a tremendous  burden  on  all 
the  administrative  nurses. 

Here  is  the  program  of  the  new  Nursing  Division 
of  the  Procurement  and  Assignment  Service.  The 
Red  Cross  recruitment  committees  are  pledged  to 
recruit  36,000  nurses  this  year.  The  new  division  will 
( 1 ) determine  the  availability  for  military  service  or 
essentiality  for  civilian  service  of  all  nurses  eligible 
for  military  service  and  submit  such  determinations 
to  the  American  Red  Cross  for  use  in  procurement 
of  nurses  for  the  Armed  Forces;  (2)  promote  plans 
for  maximum  utilization  of  full-time  nurses  and 
those  who  are  able  to  serve  only  part  time;  (3) 
develop  and  maintain  a roster  of  all  graduate  regis- 
tered nurses;  and  (4)  develop  and  encourage  sound 
methods  of  supplementing  the  work  of  nurses  with 
non  professional  personnel. 

Through  the  War  Manpower  Commission,  nur- 
sing will  not  only  have  the  benefit  of  the  experience 
of  medicine  in  the  procurement  and  assignment  of 
physicians,  but  means  will  be  found  to  interpret 
wartime  nursing  to  physicians  and  their  cooperation 
secured  in  effecting  desirable  wartime  adjustments. 

Soviet  War  Medicine 

(From  a series  of  articles  written  by  Professor 
N.  I.  Propper-Graschenkov  and  printed  in  the  In- 
formation Bulletin  of  the  Embassy  of  the  Union  of 
Soviet  Socialist  Republics.) 

GAS  GANGRENE  COMPLICATIONS 

One  of  the  gravest  though  not  most  frequent 
complications  of  infected  lacerated  wounds  is  gas 
gangrene.  This  problem  has  been  fairly  well  studied 
in  regard  to  pathogenesis  and  clinical  symptoma- 
tology—particularly  on  the  basis  of  material  ob- 
tained during  the  first  World  War,  and  a detailed 
investigation  made  of  the  prophylaxis  and  therapy 
of  gas  gangrene  with  the  aid  of  polyvalent  anti- 
gangreneous  serum.  Although  substantial  progress 
has  been  made  in  this  direction,  research  still  con- 
tinues in  respect  to  employing  other  therapeutic 
factors  for  treating  gas  gangrene,  especially  chem- 
ico-therapeutic  agents.  Investigations  in  cases  of 
serious  and  deep  cerebrocranial  wounds  have  shown 
that  the  incidence  of  complications  in  the  form  of 
gas  gangrene  or  gas  infection  of  the  brain  occurs  at 


about  the  same  ratio  as  does  gas  gangrene  of  the 
muscles  in  relation  to  the  general  incidence  of 
wounds. 

A number  of  micro-biological  and  other  special 
laboratories  are  conducting  practical  and  research 
work  in  applying  various  sulfonamides  and  their 
combinations  for  the  treatment  of  muscular  and 
cerebral  gas  gangrene.  Investigations  are  also  being 
made  in  treatment  by  the  combined  method  of  anti- 
gangreneous  bacteriophages  with  sulfonamide  prep- 
arations, etc. 

RESEARCH  ON  TREATMENT  OF  WOUNDS 

As  can  be  inferred  from  the  above,  there  are  now 
quite  a number  of  methods  for  treating  war  wounds. 
But  they  all  constitute  merely  an  essential  supple- 
ment to  the  initial  and  main  method— surgical  treat- 
ment. On  the  basis  of  the  experience  of  previous 
wars,  both  in  experimental  and  clinical  conditions, 
the  various  Soviet  schools  of  surgery  have  long  since 
worked  out  problems  referring  to  the  surgical  treat- 
ment of  war  wounds. 

Long  before  the  Soviet-Finnish  War,  most  of  the 
surgery  schools  adhered  to  the  so-called  initial 
suturing  and  closed  method  of  treating  wounds.  It 
should  be  noted  that  Professor  Vishnevsky’s  clinic 
maintained  a different  viewpoint,  proving  the  neces- 
sity of  the  open  treating  of  the  wound,  of  excluding 
the  closed  suture,  and  of  secondary  surgical  treat- 
ment in  such  cases.  The  experience  of  the  Soviet- 
Finnish  War  showed  that  Professor  Visnevsky  was 
right,  and  very  soon  all  the  leading  Soviet  schools 
of  surgery,  as  well  as  the  Red  Army  Medical  Corps 
which  had  drawn  up  the  General  Rules  and  Regu- 
lations for  Field  Medicine,  dropped  the  practice  of 
closed  suturing  in  the  initial  treatment  of  wounds 
and  accepted  the  method  of  open  treatment  in  the 
first  stages  of  evacuation. 

During  the  present  war  Soviet  surgeons  began 
working  on  the  problems  of  secondary  surgical 
treatment  of  wounds,  including  cerebro-cranial 
wounds.  Investigations  are  also  being  conducted  in 
treating  cerebro-cranial  wounds  with  combinations 
of  sulfonamides  in  the  initial  stages,  until  the  patho- 
genetic microflora  have  either  been  completely 
eliminated  or  considerably  reduced.  Wide-scale 
systematic  investigations  are  being  carried  out  with 
regard  to  the  dynamics  of  pathogenetic  microflora 
in  deep  cerebro-cranial  wounds,  and  the  study  of 
the  efficacy  of  various  sulfonamide  combinations  in 
combating  such  infected  wounds. 
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WORK  OF  NEURO-SURGICAL  INSTITUTES 

Besides  working  on  questions  of  general  surgery, 
including  that  of  the  open  treating  of  wounds  with- 
out initial  suturing,  Academician  Burdenko’s  school 
—both  prior  to  and  during  the  present  war— worked 
on  problems  of  neuro-surgery  in  all  its  branches. 
The  doctrines  repeatedly  formulated  by  Academ- 
ician Burdenko  in  regard  to  wounds  of  the  central 
nervous  system  have  become  the  foundation  of  the 
work  of  neuro  surgical  institutions  and  specialized 
field  hospitals  during  today’s  war. 

In  relation  to  the  treatment  of  injuries  of  the 
peripheral  nerves,  a number  of  institutions  have 
worked  out  problems  referring  to  indications  and 
contra-indications,  as  well  as  the  requisite  times,  of 
operative  interference  in  wounds  of  the  peripheral 
nerves,  and  also  methods  for  replacing  major  defects 
in  the  peripheral  nerves  by  means  of  animal  and 
human  cadavers,  for  example. 

The  material  resulting  from  the  earlier  period  of 
the  Soviet-Finnish  War  had  already  enabled  Soviet 
surgical  institutions  and  clinics  to  verify  the  efficacy 
of  transplanting  formalinized  nerves.  And  this 
method  is  today  finding  wide  application.  At  the 
same  time,  such  eminent  morphologists  as  Professor 
Lavrentyev  are  engaged  on  problems  relating  to  the 
grafting  properties  of  transplantations  and  the  re- 
action of  the  host  tissues  to  the  transplanted  graft. 

What  has  been  said  above  by  no  means  exhausts 
the  scope  of  what  is  being  done  today  in  the  Soviet 
Union  in  the  sphere  of  medical  research  and  prac- 
tice—the  investigations  being  carried  out  in  in- 
numerable laboratories,  in  various  special  research 
institutes,  and  in  practical  institutions,  beginning 
with  field  hospitals  in  the  vicinity  of  the  front  and 
ending  with  evacuation  hospitals  far  in  the  interior 
of  the  country.  The  instances  cited  above  have  the 
aim  of  showing  the  degree  to  which  Soviet  medicine 
had  prepared  itself  for  the  eventuality  of  war  in 
order  to  insure  effective  treatment  of  the  wounded. 
They  also  illustrate  the  scope  and  solution  of  prob- 
lems relating  to  the  present  war. 

The  intensive  research  conducted  by  Soviet  medi- 
cal scientists  in  laboratories,  evacuation  hospitals, 
mobile  field  hospitals  and  even  in  the  immediate 
vicinity  of  the  front  lines,  is  proof  of  the  mighty 
surge  of  patriotism  which  grips  all  Soviet  medical 
workers,  from  research  scientists  to  ambulance 
men— prompting  them  to  do  their  utmost,  to  apply 
all  their  energy  and  knowledge,  toward  the  strength- 


ening of  their  country  and  for  bringing  nearer  the 
utter  annihilation  of  Hitlerism. 

WORK  OF  RED  NAVY  MEDICAL  PERSONNEL 

Those  in  the  Medical  Service  of  the  Red  Navy 
also  do  magnificent  work.  The  medical  personnel 
aboard  battleships  and  cruisers  have  excellently 
equipped  operating  and  dressing  rooms.  The  newer 
warships  are  fitted  with  Roentgen  outfits  and  fully 
equipped  hospital  wards,  complete  with  standing 
cots.  When  the  battle  alert  is  sounded  the  entire 
medical  personnel  doctors,  assistant  surgeons,  nurses 
and  stretcher  bearers— immediately  take  up  their 
prearranged  posts  in  different  parts  of  the  ship  and 
in  the  operating  and  dressing  rooms.  Where  there 
is  no  special  operating  room,  the  ward  room  is  tem- 
porarily adapted  to  serve  as  a surgical  station.  Red 
Navy  men  from  among  the  crew  are  given  special 
training  in  first  aid,  and  these  sailors  show  high 
efficiency  in  their  medical  work. 

Sea  battles  or  attack  by  enemy  aircraft  of  neces- 
sity preclude  the  ship’s  medical  personnel  remaining 
grouped  together;  as  they  must  be  stationed  at  their 
various  posts.  First  aid  must  therefore  be  given  on 
the  spot.  The  bleeding  must  be  arrested,  splints 
applied  when  necessary,  etc.  All  this  is  most  effi- 
ciently accomplished,  often  under  the  most  trying 
conditions.  Even  fast  cruisers  frequently  find  them- 
selves unable  to  evacuate  the  wounded  immediately 
after  the  battle.  With  the  wounded  remaining 
aboard  for  two  or  three  days,  the  medical  personnel 
must  administer  both  initial  and  extended  treatment. 

VOLUNTEER  NURSES  DISPLAY  GREAT  HEROISM 

Red  Cross  nurse  volunteers  have  shown  true  hero- 
ism, particularly  in  active  service  in  the  front  lines 
and  in  towns  in  the  vicinity  of  the  front.  Lenin- 
grad’s Red  Cross  nurse  brigades,  together  with  all 
the  inhabitants  of  the  city,  showed  themselves  fully 
worthy  in  their  devoted  and  staunch  work. 

Hundreds  of  thousands  of  women  have  volun- 
teered to  serve  as  visiting  nurses,  tending  patients  in 
their  homes  and  caring  for  the  needs  of  the  people. 
Volunteer  Red  Cross  nurses  Tosya  Antipova,  Lena 
Markova  and  Anna  Fyodorova  tended  the  wife  of 
Red  Army  man  Ustinov,  who  had  four  small  chil- 
dren, The  three  young  nurses  took  care  of  the 
children  and  the  mother.  Valya  Tikhonov,  another 
volunteer  nurse,  spent  five  nights  without  sleep, 
caring  for  a child  whose  mother  was  ill  in  the 
hospital. 

When  a bomb  was  dropped  in  one  of  the  Lenin- 
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grad  streets,  the  nurses’  brigade  nearby,  headed  by 
Bolotsuk,  was  on  the  scene  a few  minutes  after  the 
explosion.  In  spite  of  the  shrapnel  whizzing  all 
around,  and  with  enemy  bombers  still  overhead, 
Bolotsuk  and  her  companions  made  their  way  to  the 
injured  and  gave  them  first  aid. 

During  a raid  on  Leningrad,  the  Hitlerites 
dropped  many  incendiary  bombs  on  one  particular 
district  of  the  city.  The  Red  Cross  post  summoned 
all  the  housewives  and  fought  the  fires.  Women  and 
girls  carried  the  wounded  from  blazing  buildings, 
gave  them  first  aid  and  dressed  their  injuries  pend- 
ing the  arrival  of  ambulances. 

Soviet  health  protection  and  medical  science  have 
made  tremendous  progress  in  the  period  of  twenty- 
five  years  preceding  the  present  war.  As  a result  of 
the  generous  solicitude  of  the  Government,  ex- 
pressed in  special  legislation  and  the  appropriation 
of  huge  funds  for  the  needs  of  public  health  protec- 
tion, and  the  establishment  of  a comprehensive  State 
system  of  health  protection,  medical  workers  and 
medical  institutions  of  the  Soviet  Union  have  found 
themselves  equal  to  the  requirements  of  today’s 
Patriotic  War.  They  have  passed  the  severe  tests  of 
war  with  truly  flying  colors,  and  each  day  make 
new  advances  in  their  services  to  the  wounded. 

Every  Soviet  medical  worker— whatever  his  or 
her  rank— is  fully  conscious  that  in  placing  all  the 
attainments  of  medical  research  and  practice,  all 
achievements  in  the  sphere  of  public  health  protec- 
tion, wholly  and  fully  at  the  service  of  his  country’s 
defense,  he  helps  to  accomplish  the  historic  task  of 
smashing  Hitlerism— which  seeks  to  enslave  the 
world  and  force  it  back  into  mediaeval  darkness, 
outraging  the  lofty  principles  of  democracy  and 
freedom. 

The  high  morale  of  all  Soviet  physicians,  nurses 
and  ambulancemen;  the  lofty  and  noble  work  of 
saving  the  lives  of  wounded  Red  Army  men  and 
commanders;  and  ardent  love  for  their  country  and 
burning  hatred  for  the  enemy— these  serve  to  multi- 
ply ten-fold  the  strength  and  efforts  of  Soviet 
medical  workers,  and  insure  successful  medical 


assistance  to  the  front,  thus  bringing  nearer  the  hour 
of  victory. 

From  Information  Bulletin  of  the  Embassy  of  the 
Union  of  Soviet  Socialist  Republics. 

New  Russian  Doctors 

The  Ivanovo  Medical  Institute  has  just  graduated 
240  new  doctors,  most  of  whom  will  work  in  the 
liberated  areas.  A regulation  of  the  People’s  Com- 
missariat of  Health  gives  first  call  on  the  services  of 
newly  qualified  doctors  to  rural  public  health  de- 
partments, medical  staffs  of  war  factories  and  chil- 
dren’s consultation  centers. 

New  Hospitals  for  Radium  Treatment 

Hospitals  specializing  in  radium  treatment  have 
been  established  in  18  additional  Soviet  towns,  in- 
cluding Baku,  Tbilisi,  Erivan,  Tashkent,  Ashkhabad, 
Samarkand,  Alma-Ata  and  Frunze. 

Micro- Books  to  be  Mass  Produced 

A prominent  Soviet  surgeon  made  an  important 
discovery  in  the  field  of  surgery,  and  embodied  it  in 
a thesis  for  publication.  But  it  takes  time  to  publish 
a book,  and  it  was  essential  that  the  new  technique 
should  be  introduced  without  delay  in  the  field  hos- 
pitals. 

Alexander  Visental,  an  associate  professor  at  the 
State  Institute  of  Cinematography,  solved  the  prob- 
lem. He  designed  an  apparatus  permitting  the  most 
important  parts  of  the  book  to  be  photographed 
from  the  typewritten  copy,  magnified  to  the  neces- 
sary scale,  and  transferred  to  slides.  The  slides, 
projected  at  the  field  hospital  on  any  light  screen, 
enable  the  front  line  surgeon  to  become  acquainted 
with  the  latest  achievements  of  Soviet  surgery.  One 
hundred  and  eleven  pages  recorded  on  film  slides 
make  a package  no  larger  than  a matchbox.  It  takes 
only  90  minutes  to  reproduce  300  pages,  including 
numerous  drawings. 

This  method  has  attracted  the  interest  of  numer- 


AFTER  HITLER  S FUNERAL  — you  medical  draftees  and  vol- 
unteers will  want  a new,  modern  office.  Why  not  let  us  issue  you  a credit 
to  apply  on  your  post-war  medical  equipment  and  furniture?  When  Uncle 
Sam  calls,  ask  us  for  the  details  of  our  liberal  credit-balance  plan,  or  for  our 
cash  proposition.  Turn  over  to  us  the  headache  of  disposing  of  your  present 
equipment!  Professional  Equipment  Co.,  36  Howe  Street,  New,  Haven,  Conn. 

(See  PAGE  2) 
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ous  Soviet  scientific  institutions,  libraries  and  insti- 
tutes. Thanks  to  Visental’s  apparatus,  unpublished 
scientific  works,  rare  books  and  manuscripts  can  be 
made  widely  accessible  to  students.  If  a Moscow 
scientist  needs  to  refer  to  an  ancient  manuscript 
preserved,  let  us  say,  in  Armenia,  hundreds  of  miles 
from  the  Capital,  a telegram  will  bring  the  photo- 
graphed manuscript  to  him  a few  days  later. 

The  idea  of  the  micro-book  is  not  new  in  itself 
but  the  Visental  apparatus  is  exceptionally  simple, 
cheap  to  make,  and  uses  a minimum  of  material.  A 
Moscow  factory  has  been  turning  it  out  from  by- 
products. Soon  it  will  be  mass  produced. 

Russian  Surgeon  Honored 

Lieutenant  General  of  Medical  Service  Burdenko, 
Chief  Surgeon  of  the  Red  Army,  has  been  elected  an 
honorary  member  of  the  Royal  College  of  Surgeons. 


The  Doctor  in  Military  Service 

Lieut.  Col.  W.  C.  Menninger  reminds  us  in  the 
Bulletin  of  the  Menninger  Clinic , July  1943,  that 
most  physicians  entering  the  military  service  from 
an  active  medical  practice  are  likely  to  experience 
adjustment  difficulties,  both  personal  and  clinical. 
If,  however,  a man  can  gain  a perspective,  early  in 
his  military  life,  of  the  specific  functions  of  the 
medical  officer  in  the  Army  and  the  framework  and 
regulations  under  which  he  works,  his  adjustment 
will  be  greatly  facilitated.  If  he  continues  to  be  a 
scientific  worker  and  a student  as  well  as  a soldier 
and  can  accept  the  Army  rules  and  regulations  with 
a willingness  to  “play  the  game”  he  will  likely  make 
a successful  medical  officer. 

War  Medicine:  Vol.  4,  Mo,  2,  August  1943 

The  major  article  in  the  August  issue  of  War 
Medicine  is  the  final  installment  of  H.  Houston 
Merritt’s  literature  review  of  head  injuries,  begun 
in  the  previous  issue.  This  month  there  are  several 
short  articles  of  varying  interest.  Considerable  re- 
search is  being  carried  out  in  the  field  of  the  anti- 
malarials.  Five  scientists  in  the  department  of  physi- 
ology at  Northwestern  University  Medical  School 
contribute  a paper  on  “Retention  of  Atabrine  in 
Animal  Body.”  Dr.  Flanders  Dunbar  of  New  York 
presents  the  accident  problem  in  the  armed  forces 
as  well  as  in  industry,  and  calls  attention  to  the  de- 


sirability of  excluding  accident-prone  persons  from 
these  two  groups.  March  fractures  are  again  be- 
coming more  frequent  with  the  increased  tempo  of 
army  training.  Major  H.  M.  Childress,  MC— AUS 
reports  a case  involving  the  cuneiform  bone. 

Neuropsychiatric  problems  continue  to  hold  a 
prominent  position  in  the  medical  work  of  the  armed 
forces.  “Etiologic  Factors  in  the  Adjustment  of  Men 
in  the  Armed  Forces”  is  the  title  of  an  article  by 
Major  D.  L.  Steinberg,  MC— AUS,  and  Mary  P. 
Wittman,  ph.d.,  in  which  several  recommendations 
are  made  for  filtering  out  those  who  will  not  make 
a satisfactory  adjustment.  From  the  Connaught 
Laboratories  at  Toronto  comes  an  article  on  “Use 
of  Plastic  Gels  as  V ehicles  for  Applying  Sulfonamide 
Compounds  to  Wounds,”  by  Ronald  Hare,  m.d.  and 
Eina  M.  Clark,  m.a. 

Walter  Grossman,  m.d.,  of  Hartford  makes  a 
practical  contribution  in  his  article  on  “Liquid  Ad- 
hesive.” An  extensive  bibliography  accompanies  this 
article  with  most  of  the  references  from  German 
journals  of  1911-1918. 

Twenty  pages  of  abstracts  from  current  literature 
and  five  book  reviews  complete  this  issue. 

Erratum 

Information  Bulletin  of  the  Embassy  of  the  U.  S. 
S.  R.  incorrectly  reported  the  names  of  some  of  the 
delegation  of  British,  American  and  Canadian  sur- 
geons who  visited  Moscow  recently.  On  pages  658 
and  659,  vol.  vii,  no.  9,  September  1943  Connecticut 
State  jMedical  Journal,  the  following  changes 
should  be  made: 

For  Watson  Johnes  read  Watson-Jones. 

For  Corner  Elliot  read  Elliott  Cutler. 

For  Davis  Lopol  read  Loyal  Davis. 


THE  DOCTOR’S  OFFICE 

Charles  E.  Jacobson,  Jr.,  m.d.,  announces  the  open- 
ing of  an  office  for  the  practice  of  urology  at  50 
Farmington  Avenue,  Hartford. 

Irving  H.  Krall,  m.d.,  announces  the  opening  of 
an  office  for  the  practice  of  medicine,  specializing 
in  allergy  and  chest  diseases,  at  99  Pratt  Street,  Hart- 
ford. 
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A New  Medical  School 

The  Southwestern  Medical  Foundation  School  of 
Medicine  has  just  been  opened  in  Dallas,  Texas. 
Students  first  registered  on  June  21.  1 his  new 

medical  school  originated  through  the  Southwestern 
Medical  Foundation,  which,  under  its  charter,  is 
authorized  to  carry  on  medical  education  and  re- 
search. 

Dr.  Edward  H.  Carey  is  President  of  the  new 
school,  and  Dr.  Donald  H.  Slaughter  is  acting  dean 
and  chairman  of  the  Department  of  Pharmacology. 
The  faculty  is  composed  of  a large  number  of 
teachers  formerly  on  the  staff  of  Baylor  University 
School  of  Medicine  which  has  removed  to  Houston. 

The  Trustees  of  the  Foundation  invited  the  citi- 
zens of  Dallas  to  provide  an  initial  $1,500,000  to 
launch  the  new  school.  The  directors  of  the  Dallas 
Chamber  of  Commerce  and  Citizens  Council  en- 
dorsed the  project  and  pledged  a fund  of  $100,000 
annually  for  not  less  than  ten  years  towards  the 
operation  of  the  school  and  medical  center. 

The  Southwestern  Medical  School  will  ultimately 
occupy  twenty-five  acres  of  land  between  Parkland 
Plospital  and  Hines  Boulevard  purchased  in  1942  by 
the  Foundation.  In  addition,  the  Parkland  Hospital 
occupies  eleven  acres.  The  school  plans  eventually 
to  have  at  least  $10,000,000  in  buildings  and  a goal 
for  endowment  has  been  set  at  $15,000,000. 

Pennsylvania  Publishes  a Formulary 

The  first  edition  of  Pennsylvania  Formulary , a 
fifty-nine  page,  pocket  size  publication,  has  made  its 
appearance.  This  Formulary  represents  the  work  of 
a joint  committee  of  the  State  Pharmaceutical  and 
Medical  Associations  and  “reveals  that  the  practice 
of  medicine  in  this  State  employs  a well  balanced 
modicum  of  the  sovereign  remedies,  standard  thera- 
peutics and  modern  therapeutics.’  The  purpose  of 
the  Formulary  is  one  of  conservative  conversion 
and  cooperation.  In  the  publication  of  this  Formu- 
lary a vast  amount  of  wasteful  repetition  was  re- 
vealed, the  same  formula  in  some  instances  being 
produced  by  as  many  as  a dozen  different  manu- 
facturers. The  financial  burden  placed  on  the 
pharmacist  by  a resulting  pyramiding  of  stock  may 
well  be  imagined. 


We  congratulate  the  Joint  Committe  of  Medicine 
and  Pharmacy  in  Pennsylvania  on  this  accomplish- 
ment. Other  States  would  do  well  to  follow  their 
example.  A simplification  of  modern  therapeutics 
and  modern  pharmacy  is  a much  to  be  desired 
attainment  and  is  even  a necessity  in  these  days 
when  there  is  a scarcity  of  many  important  drugs. 

Iron  Loss  by  Blood  Donors 

Nutrition  Reviews , August  1943,  contains  an  in- 
teresting discussion  on  the  loss  of  iron  found  in 
blood  donors.  This  is  a pertinent  subject  when  one 
considers  that  the  American  Red  Cross  has  con- 
tracted to  make  4,000,000  bleedings  of  500  ml.  each 
in  order  to  furnish  plasma  to  the  American  armed 
forces.  Since  some  regular  contributors  to  this  pro- 
gram have  already  been  bled  ten  or  more  times  it 
will  be  apparent  that  there  is  a drain  being  placed 
on  the  iron  reserves  of  many  people.  Since  so  many 
men  have  entered  the  armed  forces,  women  are 
supplying  more  than  half  of  the  blood  collected. 
Women  are  known  to  have  less  adequate  iron  re- 
serves than  men  because  of  the  demands  of  menstru- 
ation, pregnancy  and  lactation. 

The  author  makes  these  calculations.  An  indi- 
vidual with  12  gms.  of  hemoglobin  per  100  ml.  of 
blood  has  approximately  40  mg.  of  iron  per  100  ml. 
of  blood.  Each  time  he  donates  a pint  of  blood,  he 
loses  200  mg.  of  iron.  This  amount  is  increased  to 
1 gm.  or  almost  an  average  of  3 mg.  per  day  if  five 
donations  are  given  in  a year.  If  his  diet  provides 
12  mg.  of  iron  per  day,  the  amount  recommended 
by  the  Food  and  Nutrition  Board,  absorption  would 
have  to  be  twenty-five  per  cent  complete  to  com- 
pensate for  this  loss.  Assimilation  is  not  likely  to  be 
this  good.  On  theoretical  grounds,  therefore,  it 
would  seem  that  supplemental  amounts  of  iron 
should  be  given  to  repeating  donors  to  keep  them 
from  becoming  iron  deficient. 

Evidence  has  been  gathered  from  various  sources 
to  show  that  ( 1 ) hypochromic  anemia  may  develop 
in  regular  blood  donors  particularly  if  their  diets 
are  not  good,  (2)  iron  initially  stimulates  more 
rapid  regeneration  of  hemoglobin  after  donations, 
and  (3)  the  effect  of  iron  in  producing  accelerated 


722 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


regeneration  is  at  least  partially  lost  after  several 
bleedings. 

This  all  adds  up  to  the  fact  that  more  attention 
must  be  paid  to  the  diet  of  repeating  blood  donors. 
Foods  rich  in  iron  and  protein  must  be  emphasized, 
and  in  addition  the  diet  should  include  a liberal 
amount  of  copper  and  vitamins  of  the  B-complex 
group.  Further  study  on  women  donors  is  necessary 
to  determine  how  imperative  it  is  that  they  be  given 
supplemental  amounts  of  iron.  The  exigencies  of  the 
present  war  are  creating  this  new  problem  for  the 
nutrition  expert  and  the  physician. 

Maternity  Policies  In  Industry 

Under  this  title  Dr.  Charlotte  Silverman  of  the 
Division  of  Research  in  Child  Development,  U.  S. 
Children’s  Bureau,  calls  attention  in  a recent  issue 
of  The  Child  to  certain  principles  which  should  be 
followed  in  formulating  a sound  industrial  mater- 
nity policy.  These  are  not  new  but  since  the  prob- 
lem is  comparatively  new  they  will  bear  repeating. 

1.  Avoidance  of  penalizing  regulations,  so  that 
women  will  be  encouraged  to  report  their  preg- 
nancies as  early  as  possible.  Concealment  of  preg- 
nancy because  fear  of  being  required  to  give  up 
employment  may  have  serious  consequences. 

2.  A health  evaluation  of  every  case.  Such  find- 
ings, and  not  pregnancy  itself,  should  form  the  basis 
for  any  decision  regarding  the  continued  employ- 
ment of  a woman  who  becomes  pregnant. 

3.  A job  evaluation  of  every  case  and,  if  necessary, 
transfer  to  suitable,  non  hazardous  work.  The  health 
of  the  expectant  mother  can  be  protected  and  her 
usefulness  as  a worker  continued  if  she  is  placed  in 
a suitable  job. 

4.  Periodic  reports  on  physical  condition.  Such 
continuing  health  appraisal  is  a simple  procedure 
and  offers  reassurance  to  employee  and  employer. 

5.  Reasonable  and  protective  minimum  prenatal 
and  postnatal  leave  periods. 

6.  Job  protection  for  a reasonable  period  of  time. 
This  would  assist  in  the  adequate  recovery  of  the 


mother,  would  make  it  possible  for  her  to  spend  a 
longer  period  of  time  at  home  with  her  infant,  and 
would  make  for  a healthier  employee  when  she 
does  return  to  work. 

7.  Cooperation  among  plant  physicians,  private 
practitioners,  and  public  health  departments.  Indus- 
trial maternity  problems  are  part  of  community 
maternity  problems  and  deserve  the  combined  inter- 
est of  all  persons  and  agencies  concerned. 

American  Foundation  for  Tropical 
Medicine,  Inc.,  Aids  Medical  Schools 

For  the  six  month  period  ending  June  30,  1943, 
twelve  grants  amounting  to  $43,680  were  made  by 
the  American  Foundation  for  Tropical  Medicine, 
Inc.,  to  eleven  North  American  medical  schools,  a 
scientific  journal  and  the  Army  Medical  Museum,  it 
was  reported  by  Dr.  Jean  A.  Curran,  executive 
director,  at  a meeting  of  the  Executive  Committee 
of  the  Board  of  Trustees  in  New  York  City  on 
July  23. 

These  grants,  made  possible  by  contributions  and 
pledges  for  the  current  year  of  $66,600  by  twenty- 
one  American  corporations,  are  being  used  to 
strengthen  teaching  and  research  programs  in  tropi- 
cal medicine  and  parasitology  at  the  various  schools. 
The  approved  projects  were  selected  by  the  medical 
committee  among  a number  of  applications. 

Medical  schools  to  receive  grants  during  the 
period  from  April  1 to  June  30  were:  Cornell  Uni- 
versity Medical  College,  Duke  University  School 
of  Medicine,  University  of  Pennsylvania  School  of 
Medicine  and  Stanford  University  Medical  School. 
The  Journal  of  Parasitology  was  also  aided. 

Schools  of  medicine  to  which  grants  were  made 
available  during  the  first  quarter  of  1943  were: 
New  York  University  College  of  Medicine,  Tufts 
College  Medical  School,  Tulane  University  School 
of  Medicine,  University  of  Manitoba  Faculty  of 
Medicine,  University  of  Nebraska  College  of  Medi- 
cine and  Yale  University  School  of  Medicine. 

The  executive  director  stated  that  other  applica- 
tions are  pending,  and  those  recommended  for  ap- 


THOUSANDS  HAVE  SAID  — “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation,  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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proval  by  the  Medical  Committee  will  be  financed 
out  of  contributions.  Dr.  Curran  pointed  out  that 
additional  gifts  would  be  needed  to  finance  the 
Foundation’s  full  program  for  the  year  1943. 

This  program,  adopted  at  the  annual  meeting  of 
members  in  January,  calls  for  the  collection  and  dis- 
bursement of  $100,000  among  medical  schools  and 
scientific  journals  and  for  special  projects  which  fall 
within  the  scope  of  the  Foundation’s  activities. 

The  purposes  for  which  the  funds  granted  during 
the  second  quarter  of  1943  are  being  utilized  are  as 
follows: 

A rmy  Medical  Museum— Ho  finance  the  collec- 
tion of  tropical  pathological  material  and  its  distri- 
bution to  station  hospitals. 

Cornell  University  Medical  College— Salary  aid 
for  full  time  instructor  in  parasitic  diseases  and  to 
purchase  materials  for  teaching  and  research. 

Duke  University  School  of  Medcine—Yor  full 
time  technician,  materials  and  supplies  to  establish 
an  identification  and  distribution  center  for  patho- 
genic fungi  and  to  maintain  a registry  of  autopsy 
and  biopsy  material  from  cases  of  fungus  disease. 

University  of  Pennsylvania  School  of  Medicine— 
Salary  aid  to  finance  expansion  of  teaching  in  para- 
sitology and  tropical  diseases. 

Stanford  University  Medical  School— Salary  for 
full  time  technician  and  funds  to  purchase  supplies 
and  equipment  to  strengthen  teaching  of  tropical 
medicine. 

Journal  of  Parasitology—  To  supplement  the  pub- 
lication funds  of  the  Journal  to  permit  enlarged  type 
pages. 

American-Soviet  Medical  Society  President 
Honored  by  Russian  Academy  of  Sciences 

Dr.  Walter  B.  Cannon,  president  of  the  American- 
Soviet  Medical  Society,  was  formally  inducted  as  a 
member  of  the  Academy  of  Sciences  of  the  U.  S. 
S.  R.  at  a reception  given  in  his  honor  by  the  Soviet 
Embassy  on  Thursday,  August  12.  Dr.  Cannon,  who 
is  professor  emeritus  of  physiology  at  Harvard,  is 
the  first  American  to  be  a member  of  both  the 
Academy  of  Sciences  of  the  United  States  and  that 
of  the  U.  S.  S.  R. 

In  conferring  the  honor,  the  Academy  of  Sciences 
of  the  U.  S.  S.  R.  stated  that  they  were  “profoundly 
confident  that  the  hour  is  not  far  off  when  we 
Russian,  British,  and  American  scientists  and  our 
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colleagues  in  other  countries  will  meet  at  an  inter- 
national congress  to  share  scientific  achievements 
which  will  have  helped  bring  back  peace  and  free- 
dom to  humanity.” 

The  American-Soviet  Medical  Society  which  Dr. 
Cannon  now  heads  has  been  organized  to  stimulate 
the  exchange  of  medical  information  between  this 
country  and  the  Soviet  Union.  Dr.  Cannon  has  done 
much  to  encourage  this  exchange.  A paper  he  de- 
livered several  years  ago  before  the  International 
Congress  of  Physiologists  in  Moscow  met  with  great 
acclaim. 

The  national  headquarters  of  the  society  are  at 
130  West  46  Street  in  New  York  City.  The  Ameri- 
can Review  of  Soviet  Medicine,  its  publication, 
maintains  editorial  offices  at  1900  East  Monument 
Street  in  Baltimore. 

Two  other  American  scientists,  Dr.  Ernest  O. 
Lawrence,  professor  of  physics,  and  Dr.  Gilbert  N. 
Lewis,  professor  of  chemistry,  both  at  the  Univer- 
sity of  California,  have  been  similarly  honored. 

Penicillin  Bibliography 

E.  R.  Squibb  & Sons  has  published  a pocket  size 
edition  of  a bibliography  of  penicillin  and  other 
antibiotics  produced  by  micro-organisms.  Within  its 
93  pages  may  be  found  abstracts  from  the  literature 
regarding  antibiotics  from  the  discovery  of  peni- 
cillin by  Fleming  in  1929  to  May  1943.  Chronologi- 
cal arrangement  of  the  two  groups  of  antibotics  has 
been  adopted  to  emphasize  the  rapid  development  of 
this  field  of  knowledge. 

SQUIBB  ADDS  PROGESTERONE  IN  OIL  TO 
HORMONE  LINE 

For  the  treatment  of  certain  cases  of  habitual  or  threatened 
abortion,  dysmenorrhea  and  functional  bleeding,  E.  R. 
Squibb  & Sons,  New  York,  have  added  Progesterone  in  Oil 
to  their  extensive  line  of  hormone  products.  This  is  a sterile 
preparation  of  pure  crystalline  progesterone  in  corn  oil  for 
intramuscular  administration,  standardized  in  terms  of  Inter- 
national units.  One  I.  U.  is  the  progestational  activitv  of 
1 mg.  of  the  crystalline  standard. 

Progesterone  in  Oil  Squibb  is  supplied  in  ampuls  con- 
taining sufficient  material  for  the  withdrawal  and  admin- 
istration of  1 cc.  It  is  available  in  the  following  sizes: 

i-cc.  ampuls  containing  r.o  mg.  (1  I.  U.)  Progesterone, 
in  boxes  of  3,  12  and  25  ampuls. 

1 -cc.  ampuls  containing  2.0  mg.  (2  T.  U.)  Progesterone, 
in  boxes  of  3,  12  and  25  ampuls. 

1 -cc.  ampuls  containing  5.0  mg.  (5  I.  U.)  Progesterone, 
in  boxes  of  3 and  12  ampuls. 
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AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

A number  of  changes  in  Board  regulations  and  require- 
ments became  effective  at  the  annual  meeting  of  the  Board, 
May  20,  1943.  Several  of  these  changes  are  designed  to 
broaden  the  requirements  for  candidates  in  Service.  Exam- 
ples are  the  allowance  of  a stipulated  amount  of  credit 
toward  special  training  requirements  for  men  in  Service  and 
assigned  to  general  surgical  positions,  special  training  allow- 
ances on  a preceptorship  basis  for  men  assigned  to  obstetrical 
or  gynecological  duties  in  military  hospitals  and  working 
under  the  supervision  of  Diplomates  or  recognized  obstetri- 
cian-gynecologists, as  well  as  credit  toward  the  “time  in  prac- 
tice” requirement  of  the  Board  to  be  allowed  for  time  in 
military  service. 

The  Board  wll  no  longer  require  a general  rotating  in- 
ternship, but  will  now  accept  a one  year  interne  service, 
although  the  rotating  internship  is  preferable.  Such  services 
must  be  in  institutions  approved  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  A.  M.  A.  Lists  of  such  insti- 
tutions are  published  regularly  in  the  Educational  Number 
of  The  Journal  of  the  A.  M.  A. 

The  privilege  of  reopening  applications  by  candidates  who 
have  been  declared  ineligible  has  been  extended  to  two  years 
from  date  of  filing  the  application,  instead  of  one  year. 

The  Board  has  ruled  temporarily  to  excuse  men  in  miiltary 
service  from  the  submission  of  case  records  at  the  stipulated 
examination  times,  thereby  permitting  them  to  proceed 
without  further  delay  with  the  Board  examinations.  This 
does  not  obligate  the  Board,  however,  to  waive  the  case 
record  requirement  for  such  candidates.  Plans  have  been 
made  to  provide  similarly  for  Service  men  upon  their  event- 
ual discharge  from  the  Armed  Forces,  and  to  permit  the 
greater  use  of  operations  done  while  in  residence  or  in 
civilian  practice  before  the  War. 

The  next  Part  I examination  of  the  Board  (written  paper 
and  submission  of  case  records)  will  be  held  on  Saturday 
afternoon,  February  12,  1944,  at  a place  convenient  to  the 
location  of  the  candidate,  whether  he  be  in  civilian  or  mili- 
tary life.  Applications  must  be  in  the  Office  of  the  Secre- 
tary by  November  15,  1943,  ninety  days  in  advance  of  the 
examination  date.  The  time  and  place  of  the  Spring  1944 
(Part  II)  examination  will  be  announced  later. 

Prospective  applicants  or  candidates  in  military  service 
are  urged  to  obtain  from  the  Office  of  the  Secretary,  a copy 
of  the  “Record  of  Professonal  Assignments  for  Prospective 
Applicants  for  Certification  by  Specialty  Boards”  which  will 
be  supplied  upon  request.  This  record  was  complied  by  the 
Advisory  Board  for  Medical  Specialties  and  is  approved  by 
the  Offices  of  the  Surgeons  General,  having  been  recom- 
mended to  the  Services  in  a circular  letter,  No.  76,  from  the 
War  Department  Army  Service  Forces,  and  referred  to  as 
the  Medical  Officers  Service  Record.  These  will  enable  pros- 
pective applicants  and  candidates  to  keep  an  accurate  record 


of  work  done  while  in  military  service  and  should  be  sub- 
mitted with  the  candidate’s  application,  so  that  the  Creden- 
tials Committee  may  have  this  information  available  in  re- 
viewing the  application. 

Applications  and  Bulletins  of  detailed  information  regard- 
ing the  Board  requirements  will  be  sent  upon  request  to 
the  Secretary’s  Office,  1015  Highland  Building,  Pittsburgh 
(6),  Pennsylvania. 


MILITARY  SURGEONS  MEET 

The  most  important  medical  meeting  ever  held  in  this 
Nation  in  time  of  war  will  convene  in  Philadelphia  October 
21,  when  the  Association  of  Military  Surgeons  of  the  United 
States  begins  its  three-day  sessions  in  the  Bellevue-Stratford 
Hotel  to  mark  the  51st  meeting  of  the  organization. 

The  symposium  on  war  medicine  will  be  of  vital  and 
direct  interest  to  the  health  and  welfare  of  the  men  in  the 
armed  forces,  to  physicians,  research  specialists  and  scientists 
everywhere,  as  well  as  to  the  general  public.  It  is  expected 
that  the  meeting  will  bring  here  2000  doctors,  many  of 
whom  have  been  in  active  combat  with  the  servicemen  in 
every  camp  and  base  throughout  the  country  and  on  all  the 
fighting  fronts. 

Medical  officers  of  the  armed  forces  who  have  seen 
actual  duties  in  the  various  combat  zones  will  report  first 
hand  on  the  United  States  medical  services  under  combat 
in  climatic  conditions  new  to  American  arms.  Medicine’s 
methods  of  meeting  the  new  and  complicating  factors 
brought  on  by  mechanized  modern  warfare  will  also  high- 
light the  sessions.  There  will  be  reports  and  discussions 
on  such  new  matters  as  air  evacuation,  parachute  injuries, 
the  physiological  aspects  of  high  altitude  flying  and  dive 
bombing,  tropical  medicine,  blast  injuries,  amphibious  oper- 
ations, submarine  warfare,  immersion  and  temperature  ex- 
tremes, neurosurgical  problems  and  the  whole  field  of 
rehabilitation. 

The  military  surgeons  meeting  will  be  opened  with  ad- 
dresses of  welcome  by  Governor  Edward  Martin,  of  Penn- 
sylvania, and  Mayor  Bernard  Samuel  of  Philadelphia.  At  the 
initial  evening  session,  to  be  known  as  “Armv  Night,”  the 
President  will  deliver  his  greetings  to  the  convention  via 
radio.  There  will  be  addresses  by  the  Chinese  Ambassador, 
Wei  Tao-Ming,  and  by  Surgeon  General  Normal  T.  Kirk, 
of  the  United  States  Navy. 

At  the  following  night’s  session,  which  will  be  known  as 
“Navy  Night,”  the  principal  speaker  will  be  the  Hon.  Frank 
Knox,  Secretary  of  the  Navy.  The  presiding  officer  will  be 
Rear  Admiral  Ross  T.  McIntyre,  surgeon  general  of  the 
United  States  Navy  and  personal  physician  to  the  President. 

Nationwide  hook-ups  will  carry  reports  of  the  meeting  to 
the  public  at  large  and  by  short-wave  broadcast  to  the 
people  in  Allied  countries,  who  will  be  appraised  of  the 
progress  of  the  convention  and  its  meaning  to  the  men  in 
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arms  and  national  health  in  general. 

The  convention,  with  its  score  of  exhibits  and  meetings, 
will  occupy  all  available  floor  space  in  the  Bellevue-Stratford 
during  its  stay  here.  The  program  will  list,  besides  general 
sessions,  a series  of  forum  lectures  and  teaching  panels,  as 
well  as  a great  number  of  film  showings. 


SECOND  POSTGRADUATE  INDUSTRIAL 
MEDICINE  COURSE 

To  meet  the  continued  wartime  need  for  a general  train- 
ing course  for  physicians  engaged  in  or  desiring  to  enter 
industrial  practice,  the  Long  Island  College  of  Medicine  has 
announced  its  second  intensive  postgraduate  course  in  indus- 
trial medicine  to  be  given  in  Brooklyn  during  the  first  two 
weeks  of  November. 

The  course  is  modeled  on  the  first  series  of  lectures  and 
seminars  in  this  field  presented  by  the  College  in  Novem- 
ber 1942  in  which  fifty-nine  matriculants  from  six  states 
enrolled.  Enrollment  this  year  will  be  limited  to  fifty  matric- 
ulants for  the  full  course.  The  course  is  designed  for  phy- 
sicians but  a limited  number  of  others  will  be  permitted 
to  attend  the  sessions  as  auditors. 

The  course  will  run  from  November  1 to  November  12. 
It  will  consist  of  afternoon  and  evening  lectures  at  the 
College  and  morning  clinics  in  the  medical  departments 
of  nearby  industrial  plants.  The  lectures  will  be  given  by 
leading  industrial  physicians  and  members  of  the  College 
faculty.  The  course  is  under  the  auspices  of  the  Department 
of  Preventive  Medicine  and  Community  Health  and  is 
directed  by  Dr.  Thomas  D.  Dublin,  associate  professor. 

Following  the  completion  of  the  course,  additional  super- 
vised training  in  the  medical  department  of  selected  indus- 
trial concerns  will  be  provided  for  those  of  the  matriculants 
who  desire  further  practical  work. 

Five  of  the  matriculants  enrolled  in  1942  elected  to  take 
a month  of  supervised  training,  and  four  matriculants  were 
aided  by  the  College  in  finding  industrial  positions.  Thirty- 
five  of  last  year’s  matriculants  were  physicians  of  whom 
seventeen  were  in  full-time  industrial  practice. 

Assisting  Dr.  Dublin  in  the  formulation  and  development 
of  the  course  are  Dr.  Cassius  H.  Watson,  Medical  Director 
of  American  Telephone  & Telegraph  Co.,  alumnus  and 
trustee  of  the  College,  Dr.  John  J.  Witmer,  Medical  and 
Personnel  Director  of  Consolidated  Edison  Co.,  an  alumnus, 
and  Alfred  R.  Crawford  of  the  College’s  Department  of 
Administration. 

Thirty-seven  lecturers  will  take  part  in  the  sessions.  A 
series  of  clinical  and  laboratory  demonstrations  at  the  Col- 
lege is  planned. 


General  topics  of  the  lecture  sessions,  various  phases  of 
which  will  be  discussed,  include: 

The  Physician  in  Industry  and  His  Field. 

Planning  an  Industrial  Medical  Department. 

Evaluating  the  Health  Status  of  the  Worker. 

Occupational  and  Non-Occupational  Incapacitation. 

Community  Factors  in  the  Health  of  the  Worker. 

Industrial  Accidents. 

Protecting  the  Place  of  Work. 

Surgical  Management  of  Industrial  Injuries. 

Industrial  Toxicology. 

Special  Wartime  Problems  in  Industrial  Medicine. 

As  was  done  last  year,  texts  or  outlines  of  each  lecture 
will  be  distributed  to  matriculants  following  the  session 
and  the  complete  transcript  will  be  bound  and  made  avail- 
able at  the  conclusion  of  the  course  for  purchase  by  physi- 
cians or  others  interested. 

The  printed  announcement  with  all  details  and  the  regis- 
tration forms  are  now  available.  Physicians  desiring  further 
information  or  wishing  to  apply  should  address  the  Office 
of  Administration,  350  Henry  Street,  Brooklyn  2,  New  York. 


SIXTEENTH  GRADUATE  FORTNIGHT 
of  the 

NEW  YORK  ACADEMY  OF  MEDICINE 
October  11  to  22,  1943 

Subject: 

“DISORDERS  OF  THE  DIGESTIVE  TRACT” 
Program  Arranged  by  Committee  on  Medical  Education 

EVENING  SESSION— 8:30  o’clock 
Monday,  October  ii 

I.  Address  of  Welcome. 

Arthur  F.  Chace,  President,  The  New  York  Academy 
of  Medicine. 

II.  Scientfic  Program. 

1.  The  Ludwig  Kast  Lecture:  The  physiology  of  the 
gastrointestinal  tract,  A.  C.  Ivy,  Chicago. 

2.  Emotions  and  gastric  function,  Harold  G.  Wolff. 

Tuesday,  October  12 

1.  A critical  review  of  gastroscopy,  Edward  B.  Benedict, 
Boston. 

2.  Diagnosis  and  treatment  of  benign  and  malignant  lesions 
of  the  stomach,  Arthur  W.  Allen,  Boston. 


BOOKS  — BOOKS  — BOOKS  The  next  time  you  have  a few 

minutes  to  spare,  why  not  stop  in  and  look  over  our  miniature  library.  Cur- 
rent editions  of  medical,  x-ray,  and  physical  therapy  publications  on  hand  for 
your  inspection.  Professional  Equpment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 


(See  PAGE  2) 
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Wednesday,  October  13 

1 . The  pathologic  physiology  of  gastric  and  duodenal  ulcer, 
Harry  Shay,  Philadelphia. 

2.  Recent  advances  in  the  therapy  of  peptic  ulcer,  Asher 
Winkelstein. 

Thursday,  October  14 

1 . Disorders  of  the  gastrointestinal  tract  in  children,  Rustin 
McIntosh. 

2.  Surgical  aspects  of  congenital  anomalies  of  the  gastroin- 
testinal tract  in  children,  William  E.  Ladd,  Boston. 

Friday,  October  15 

1.  Postcholecystectomy  syndrome  and  its  treatment,  Ralph 
Colp. 

2.  Recent  advances  in  the  surgery  of  the  pancreas,  Allen  O. 
Whipple. 

Monday,  October  18 

1.  Present  status  of  regional  enteritis  and  ulcerative  colitis, 
J.  A.  Bargen,  Rochester,  Minnesota. 

2.  The  sulfonamides  in  gastrointestinal  diseases,  Warfield 
M.  Firor,  Baltimore. 

Tuesday,  October  19 

1.  Amebiasis  and  the  flagellate  diarrheas,  Thomas  T. 
Mackie,  Lt.  Col.,  M.C.,  A.U.S. 

2.  Problems  of  immunity  to  bacillary  dystentery,  Rene  J. 
Dubos,  Boston. 

Wednesday,  October  20 

1.  The  management  of  acute  intestinal  obstruction,  W. 
Osier  Abbott,  Philadelphia. 

2.  Treatment  of  diseases  of  the  esophagus,  William  L. 
Watson. 

Thursday,  October  21 

1 . The  surgical  management  of  certain  diseases  of  the  colon, 
Henry  W.  Cave. 

2.  Diseases  of  the  anus  and  rectum,  Harvey  B.  Stone,  Bal- 
timore. 

Friday,  October  22 

1.  Nutrition  in  medicine,  Frederick  J.  Stare,  Boston. 

2.  The  Wesley  M.  Carpenter  Lecture:  Parenteral  fluids  and 
food  in  gastrointestinal  diseases,  Robert  Elman,  St.  Louis. 

3.  Concluding  remarks,  F.  Warner  Bishop,  Chairman,  Com- 
mittee on  Graduate  k ortnight. 

MORNING  PANEL  DISCUSSION* 

11:00  - 12:30  o’clock 
Charles  F.  Tenney,  Director 

Tuesday,  October  12 
Subject:  Emotions  and  gastric  function. 

Chairman:  Harold  G.  Wolff. 


*The  complete  panel  membership  will  be  given  in  subse- 
quent announcement. 


Friday,  October  15 

Subject:  Diagnosis  of  gastrointestinal  lesions  by  means  of 
x-ray  and  gastroscopy. 

Chairman:  Ross  Golden. 

Tuesday,  October  19 

Subject:  Use  of  sulfonamides  in  gastrointestinal  diseases. 
Chairman:  Walter  A.  Bastedo. 

Friday,  October  22 

Subject:  The  commoner  diseases  of  the  anus  and  rectum  of 
interest  in  general  practice. 

Chairman:  Harvey  B.  Stone,  Baltimore. 

Fellows  of  the  Academy  and  registrants  are  invited  to 
attend  and  participate  in  these  panel  discussions.  It  is  re- 
quested that  questions  for  discussion  be  submitted  in  advance 
of  the  conference  to  Dr.  Mahlon  Ashford,  at  the  Academy, 
or  if  this  is  not  feasible,  they  may  be  sent  in  writing  to  the 
Chairman  during  the  discussion. 

AFTERNOON  HOSPITAL  CLINICS* 

2:00  - 5:00  o’clock 

Mahlon  Ashford,  Chairman  Committee  on  Clinics 
First  Week 

Monday,  October  11 — Bellevue. 

Tuesday,  October  12 — Beth  Israel,  St.  Vincent’s. 
Wednesday,  October  13 — Montefiore,  Babies. 

Thursday,  October  14 — Kings  County,  Brooklyn,  Mor- 
risania. 

Friday,  October  15 — Mount  Sinai,  Post-Graduate. 

Second  Week 

Monday,  October  18 — Long  Island  College  Hospital, 
Lenox  Hill. 

Tuesday,  October  19 — Flower-Fifth  Avenue,  Harlem. 
Wednesday,  October  20 — Presbyterian,  Jewish  Hospital 
of  Brooklyn. 

Thursday,  October  21— New  York,  Memorial. 

Friday,  October  22 — Polyclinic,  Roosevelt. 

EXHIBITS 

Robert  E.  Pound,  Director 

Exhibits  will  demonstrate  recent  advances  in  the  etiology, 
pathology,  diagnosis,  prophylaxis  and  treatment  of  disorders 
of  the  digestive  tract,  and  will  consist  of  charts,  graphs, 
photographs,  motion  pictures,  roentgenograms  and  speci- 
mens. A complete  catalogue  will  be  published  before  the 
opening  of  the  Fortnight.  Application  blanks  are  available 
on  request,  for  those  who  wish  to  present  exhibits. 

FRESH  PATHOLOGY 
Harrison  S.  Martland,  Director 
Special  demonstrations  of  fresh  pathology  will  be  pre- 
sented, as  well  as  a special  exhibit  of  pooled  pathological 
specimens.  A daily  schedule  of  demonstrations  will  be  posted. 


*A  detailed,  daily  schedule  will  be  mailed  at  a later  date 
to  Fellows  and  registrants. 
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BOOKS 

A special  exhibition  of  books  illustrating  the  general  sub- 
ject will  be  held  in  the  Library,  on  the  third  floor,  and  will 
be  arranged  by  Dr.  Burrill  B.  Crohn,  with  the  assistance  of 
the  staff  of  the  Library.  A practitioner’s  bookshelf  will  also 
be  displayed. 


CORRESPONDENCE 

The  Antimalarials 

July  23,  1943 

To  the  Editor: 

I notice  in  an  editorial  entitled  “Substitutions 
Necessitated  by  Drug  Shortages”  in  the  July  issue  of 
the  Connecticut  State  Medical  Journal , the  statement 
is  made  that  quinine  is  being  replaced  by  atabrine 
and  berberine  sulphate.  I am  wondering  just  what 
use  of  berberine  sulphate  the  author  had  in  mind. 
The  implication  in  linking  it  with  atabrine  is  that  it 
has  been  used  as  an  antimalarial,  but  I can  find  no 
reference  to  such  a use.  In  view  of  the  wide  research 
now  being  carried  out  for  new  materials  with  anti- 
malarial  activity  I wonder  if  you  could  find  out 
whether  the  reference  was  to  its  alleged  uterine 
activity  or  to  some  other  less  known  pharmacology 
property. 

Sincerely  yours, 

Phil  Owen, 

Division  of  Medical  Sciences, 
National  Research  Council 

P.  S.  I might  point  out  in  passing  that  totaquine 
is  being  encouraged  as  an  effective  antimalarial  as  a 
substitute  for  the  single  alkaloid  quinine  in  this 
country. 

P.  O. 

[Berberine  is  an  alkaloid  of  the  iso  quinoline  group 
and  it  contains  2 quinoidine  nuclei  which  is  also 
characteristic  of  quinine.  It  is  widely  distributed 


and  found  in  many  of  the  Ranunculaceae,  Berberi- 
daceae,  Menispermacaea,  Papaveraceae,  and  Ruta- 
ceae.  Therapeutic  uses  as  antimalarial,  “antiperiod- 
ic,”  or  antipyretic:  (1)  Gosh;  Brit.  Pharm.  Codex; 
(2)  Dupuy;  Merk  Index;  (3)  Hallberg  and  Salis- 
bury. Ed.] 

August  1 3,  1943 

To  the  Editor: 

Information  is  at  hand  that  totaquine  is  a very 
effective  antimalarial.  This  knowledge,  of  course, 
will  be  of  far  greater  interest  to  physicians  in  the 
South  than  in  Connecticut.  Investigations  are  now 
under  way  concerning  the  relative  effectiveness  of 
the  other  alklaloids,  especially  cinchonine  and 
cinchonidine,  in  totaquine.  A precise  evaluation  of 
the  relative  effectiveness  of  these  alkaloids  may  be 
expected  in  the  near  future. 

In  the  mean  time,  sufficient  information  is  at  hand 
to  warrant  a recommendation  of  totaquine  as  an 
efficient  antimalarial.  Totaquine  is  now  included  in 
the  U.  S.  Pharmacopeia. 

Very  sincerely  yours, 
Philip  S.  Owen 


Prescription  Formulae  of  Current  Interest 

(from  Professional  News  and  Views  published  by  The 
Connecticut  Association  for  the  Advancement  of  Profes- 
sional Pharmacy) 

A.B.C.  MIXTURE  WITH  HYOSCYAMUS 


FORMULA : 

Potassium  Acetate 
Potassium  Bicarbonate 

Potassium  Citrate,  aa  8.0 

Tincture  Hyoscyamus  16.0 


Distilled  Water,  q.s.  ad  100.0 

Sig-  One  teaspoonful  in  water  as  directed  by  the  physician. 
Approximate  price  to  patient:  85  cents  for  100.0  cc. 
Reference:  Formulary  of  the  Hospital  of  Saint  Raphael, 
Diuretic  Section,  page  13. 


MAKING  A MOUNTAIN  OUT  OF  A MOLE  — 

is  easy  for  a dermatologist  using  a Magni-Focuser.  This  new  eye  loop  enables 
all  medical  specialists  to  magnify  objects  with  the  binocular  clarity  of  normal 
vision.  The  Magni-Focuser  is  light,  easy  to  wear,  fits  comfortably  over  eye 
glasses,  leaves  both  hands  free,  relieves  eye  strain,  and  provides  maximum 
efficiency  in  minimum  time.  Many  uses  in  all  branches  of  medicine  will  read- 
ily occur  to  you.  One  hint:  try  reading  an  x-ray  film  with  a Magni-Focuser! 
Ask  Professional  Equipment  Company,  36  Howe  Street,  New  Haven,  Con- 
necticut. 


(See  PAGE  2) 
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NEWS 

from  County  Associations 

Semi-Annual  Meetings  of  the  County 

FAIRFIELD 

Wednesday,  October  6,  4:00  p.  m. 

Woodway  Country  Club,  Springdale  (Stamford) 
Speaker:  Janies  R.  Miller— “Prepaid  Medical  Care” 

HARTFORD 

Tuesday,  October  26,  4:30  p.  m. 

Hunt  Memorial  Building,  Hartford 
Speaker  and  subject  to  be  announced 

LITCHFIELD 

Tuesday,  October  5,  5:00  p.  m. 

Swan’s  Head  Inn  (Litchfield  School),  Litchfield 
Speakers:  Creighton  Barker— “Prepaid  Medical 
Service  Plan;”  Robert  M.  Lewis— “Caudal  Anes- 
thesia” 

MIDDLESEX 

Thursday,  October  14,  4:30  p.  m. 

Edgewood  Country  Club,  Cromwell 
Speaker:  Thomas  P.  Murdock— “Prepaid  Medical 
Service;”  Movie  shorts  of  general  interest  fol- 
lowing the  dinner 

NEW  HAVEN 

Thursday,  October  28,  4:30  p.  m. 

Waterbury  Country  Club,  Waterbury 
Speakers:  Creighton  Barker,  James  R.  Miller, 
Thomas  P.  Murdock,  and  J.  Harold  Root- 
Round  Table  Symposium  on  Prepaid  Medical 
Service 

NEW  LONDON 

Thursday,  October  7,  5:00  p.  m. 
Uncas-on-Thames,  Norwich 
Speaker  and  subject  to  be  announced 

TOLLAND 

Tuesday,  October  19  (time  to  be  announced) 
Speaker  and  subject  to  be  announced 

WINDHAM 

Thursday,  October  21  (time  to  be  announced) 
Speaker  and  subject  to  be  announced 


OUR  NEIGHBORS 

Maine 

The  Council  of  the  Maine  Medical  Association, 
held  on  August  1,  voted  to  resume  the  two-day 
scientific  session  of  the  Association  in  1944.  This 
was  omitted  in  1943  and  a meeting  of  the  House  of 
Delegates  only  convened.  The  vote  of  the  Council 
was  taken  after  a return  from  questionnaires  sent  to 
all  members  of  the  Association  showed  58  per  cent 
in  favor  of  a return  to  the  former  custom.  This 
decision  of  the  Council  of  our  neighbor  is  of  inter- 
est at  this  time  when  some  societies  are  omitting 
their  sessions,  while  others  seem  able  to  proceed 
under  full  steam  in  spite  of  war.  There  is  no  ques- 
tion of  the  need  of  postgraduate  education  and 
social  fellowship  in  these  busy  days;  the  question  is 
more  how  to  find  the  time  to  leave  home  and  prac- 
tice with  the  burden  of  work  upon  those  not  in  the 
armed  forces  ever  on  the  increase. 

New  Hampshire 

At  the  recent  session  of  the  Legislature  of  New 
Hampshire  an  enabling  act  was  passed  by  both 
houses,  thus  permitting  the  establishment  under 
regulation  of  the  State  Commission  of  Insurance  of 
a medical-service  corporation  for  furnishing  medical 
care  on  a prepayment  insurance  basis.  The  com- 
mittee of  the  State  Medical  Society  at  the  annual 
meeting  recommended  that  a definite  plan  be  drawn 
up  for  the  establishment  of  such  a medical-service 
corporation  in  New  Hampshire.  This  plan  is  to  be 
submitted  to  the  House  of  Delegates  for  approval  or 
disapproval. 

New  Jersey 

In  a recent  editorial  The  Journal  of  The  Medical 
Society  of  New  Jersey  informs  its  readers  that  “the 
present  average  stay  of  patients  is  considerably 
longer  than  that  experienced  a year  ago.”  The  New 
Jersey  editor  sees  a serious  problem  in  this  lengthen- 
ing of  the  number  of  hospital  days  per  patient. 

New  Jersey  now  has  2,700  physicians  partici- 
pating in  the  Medical-Surgical  Plan  which  operates 
under  policies  approved  by  the  State  Medical 
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"Busy  as  a Country  Doctor" 

Probably  never  before  in  the  history  of  American  medicine  have  the  demands 
on  the  profession  been  so  great  as  they  are  today.  Medical  men  are  finding 
that  they  are  forced  to  give  less  and  less  time  to  their  own  financial  affairs. 
This  enforced  neglect  can  have  serious  and  adverse  effects  on  one’s  personal 
finances  and  the  security  of  one’s  estate. 

AN  INVESTMENT  AGENCY  ACCOUNT  with  a trust  company 
which  for  years  has  been  handling  the  financial  affairs  of  professional  men 
may  solve  this  problem  for  you.  It  will  give  you  more  time  for  the  tremendous 
task  ahead  and  relieve  your  mind  of  personal  worries.  The  cost  is  nominal. 

Under  an  arrangement  of  this  sort,  you  may  deposit  securities  or  funds 
for  investment.  There  is  no  change  of  ownership.  You  may  retain  full  control 
over  any  investment  changes  that  we  recommend,  or  direct  investments  of 
your  own  choice.  We  will  collect  the  income  and  make  payments  periodi- 
cally, furnishing  statements  showing  all  transactions  of  income  and  principal. 

Our  booklet — "Agency  Service  for  Your  Investments" — will  be  sent 
to  you  upon  request.  Spend  a little  time  on  yourself  by  reading  this  boo  klet, 
and  then  consult  one  of  our  Trust  Officers  on  this  subject. 


The  Travelers  Bank  & Trust  Co. 

TRAVELERS  BUILDING  » HARTFORD,  CONN. 
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FACTS  DOCTORS  SHOULD  HAVE  ON 

THE  ACTIONS  OF 


An  entire  generation  of  physicians  lost  touch 
with  the  medical  lore  of  wine  in  the 
United  States  following  the  first  World  War. 
Actually, however, few  other  substances  have 
been  as  widely  recommended.  This  mono- 
graph, which  summarizes  the  pertinent  sci- 
entific literature  in  the  interest  that  fact  be 
separated  from  folklore  by  the  application 
of  impartial  analysis,  will  prove  of  interest 
and  value  to  specialists  in  many  fields,  and 
to  the  general  practitioner  as  well. 

A section  on  wine  as  a food  is  included. 
The  actions  of  wine  on  the  gastro-intestinal 
system,  the  cardio-vascular  system,  the  gen- 
ito-urinary  system,  the  nervous  system  and 
the  muscles,  and  the  respiratory  system  are 
discussed.  The  uses  of  wine  in  diabetes  mel- 
litus,  in  acute  infectious  diseases  and  in  treat- 
ment of  the  aged  and  convalescent  are  dealt 
with.  There  is  a section  on  the  value  of  wine 
as  a vehicle  for  medication.  Also  an  impor- 
tant section  on  the  contraindications  to  the 
use  of  wine.  Those  who  wish  to  pursue  the 
subject  further  will  find  an  extensive  bibli- 
ography. 

This  review  results  from  a study  support- 
ed by  the  Wine  Advisory  Board,  an  agricul- 
tural industry  administrative  agency  estab- 
lished under  the  California  Marketing  Act, 
and  has  been  sponsored  by  the  Society  of 
Medical  Friends  of  Wine. 

Members  of  the  medical  profession  are 
invited  to  write  for  this  mono- 
graph. Requests  should  be  made 
to  the  Wine  Advisory  Board,  85 
Second  Street,  San  Francisco. 


News  from  Yale  University 
School  of  Medicine 

Vesalius  Celebration 

During  October  the  Yale  Medical  Library  plans 
to  have  an  exhibit  commemorating  the  400th  anni- 
versary of  the  publication  of  the  Fabricct  of  Vesalius. 
The  exhibit  will  be  drawn  from  the  great  Vesalian 
collection  bequeathed  to  Yale  by  the  late  Dr.  Har- 
vey Cushing.  At  the  time  of  his  death  he  was 
engaged  upon  the  compilation  of  a definitive  bio- 
bibliography of  Vesalius  which  is  now  in  press  and 
is  being  published  under  the  auspices  of  the  His- 
torical Library  by  Mr.  Henry  Schuman  of  New 
York.  It  is  expected  that  the  bibliography  will  be 
published  some  time  in  November. 

On  Saturday,  October  30,  at  3:00  p.  m.,  a 400th 
anniversary  celebration  of  Vesalius  has  been  planned 
with  a program  as  follows: 

The  philosophical  character  of  the  science  of  the 
Renaissance.  Prof.  Ernst  A.  Cassirer. 

Vesalius  at  the  University  of  Paris.  Edward  C. 
Streeter. 

Oporinus  and  the  Fabrica.  Carl  P.  Rollins. 

The  attack  of  Puteus  on  Vesalius  and  the  defence 
by  Cuneus.  Arturo  Castiglioni. 

The  physicians  of  the  State  are  cordially  invited 
to  attend. 


NEW  BOOKS  IN  REVIEW 

CLINICAL  DIAGNOSIS  BY  LABORATORY  METH- 
ODS. (Tenth  Edition,  Thoroughly  Revised.)  By  James 
Cavipbell  Todd,  ph.b.,  m.d.,  Late  Professor  of  Clinical 
Pathology,  University  of  Colorado,  School  of  Medicine; 
and  Arthur  Hawley  Sanford , a.m.,  m.d.,  Professor  of 
Clinical  Pathology,  University  of  Adinnesota  (The  Adayo 
Foundation),  Head  of  Division  on  Clinical  Laboratories, 
Mayo  Clinic.  Philadelphia  and  London:  W.  B.  Saunders 
Company.  1943.  91 1 pp.  380  illustrations,  32  in  colors. 

$6.00. 

Reviewed  by  L.  P.  Hastings 

This  classic  of  clinical  pathology  was  first  published  35 
years  ago,  has  now  reached  ten  editions  and  throughout 
all  these  years  has  been  a standard  of  procedures  and  inter- 
pretation. 

During  this  time  clinical  pathology  has  become  a recog- 
nized specialty  with  constantly  increasing  scope  and  respon- 


NEW  BOOKS  IN  REVIEW 

sibilities.  For  a book  to  hold  its  place  under  these  conditions 
is  something  of  a record  in  medical  texts. 

The  present  edition  appears  to  have  been  brought  up  to 
date.  A few  obsolete  methods  are  dropped  and  much  new 
material  added,  especially  in  those  sections  dealing  with 
chemistry  and  bacteriology.  The  colored  plates  remain  of 
high  quality  and  other  illustrations  are  abundant.  As  a com- 
bined text  and  reference  this  new  edition  will  continue  to 
occupy,  deservedly,  its  position  in  the  field  of  clinical 
pathology. 

ESSENTIALS  OF  SYPHILOLOGY.  By  Rudolph  H. 
Kampmeier,  a.m.,  m.d.,  Associate  Professor  of  Medicine, 
Vanderbilt  University  School  of  Medicine;  in  charge  of 
the  Syphilis  Clinic  and  Visiting  Physician  to  Vanderbilt 
Hospital.  With  Chapters  by  Alvin  E.  Keller,  m.d.,  J. 
Cyril  Peterson,  m.d.  Philadelphia:  J.  B.  Lippincott  Com- 
pany. 1943.  516  pp.  87  illustrations.  $5.00. 

Reviewed  by  Harold  S.  Backus 

This  book  was  prepared  to  supply  a practical  exposition 
of  syphilis  for  the  general  practitioner  and  to  emphasize  the 
truth  that  syphilis  is  a systemic  disease— as  such  it  invades 
the  realms  of  specialists  and  produces  symptoms  of  peculiar 
interest  to  all  practitioners.  Dr.  Kampmeier  has  done  this 
exceedingly  well. 

The  chapters  on  clinical  diagnosis  and  the  evaluation  of 
sero-diagnosis  are  well  worth  close  study. 

The  different  blood  tests;  the  technical  errors,  with  their 
misleading  results;  the  false  positive  tests  caused  by  certain 
diseases,  also  false  positives  in  normal  individuals;  the  false 
negative  tests  in  known  cases  of  syphilis,  are  all  well  eluci- 
dated. Blood  tests  are  nonspecific,  yet  are  remarkable  for 
the  assistance  they  give  in  diagnosis.  However,  they  should 
not  be  accepted  as  the  only  cause  for  luetic  treatment. 
Positive  blood  is  only  one  sign  that  syphilis  may  be 
present.  Therefore  it  is  necessary  to  follow  this  clue  with 
a careful  physical  examination.  By  so  doing,  one  often  fines 
pathological  changes  in  various  tissues  which  help  determine 
the  course  of  treatment  to  be  adopted. 

The  chapters  on  congenital  and  so-called  latent  syphilis 
are  very  helpful,  as  is  also  the  one  on  marriage. 

Dr.  Kampmeier  recommends  for  the  treatment  of  primary 
and  secondary  lues  a modification  of  the  standard  set-up 
by  the  “Cooperative  Clinical  Group.”  He  stresses  intensive 
treatment  in  these  two  stages  of  the  disease  and  warns  against 
insufficient  doses  of  the  drugs  or  too  short  periods  of  medi- 
cation. 

The  87  illustrations,  covering  all  the  manifestations  of 
lues,  are  extremely  good.  It  is  a fine  book  and  should  be  in 
every  physicians  library. 

BIOCHEMISTRY  AND  MORPHOGENESIS.  By  Joseph 
Needham,  f.r.s.  Cambridge:  University  Press.  New  1 ork: 
The  Macmillan  Company . 1942-  xvi— 785  pp.  $12.50. 

Reviewed  by  E.  J.  Boell 

Only  in  part  can  this  book  be  said  to  be  a continuation  of 
the  author’s  monumental,  three  volume  treatise  Chemical 
Embryology . In  1931,  when  the  latter  work  appeared,  inter- 
est in  the  biochemical  approach  to  a study  of  morphogenesis 
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was  just  coming  into  being,  and  the  present  volume  em- 
phasizes the  change  in  viewpoint  of  those  concerned  with 
the  study  of  the  chemical  dynamics  of  embryonic  develop- 
ment from  a consideration,  ten  or  fifteen  years  ago,  of  the 
chemical  composition  of  the  embryo  and  the  raw  materials 
from  which  it  is  formed  to  the  analysis  of  the  funda- 
mental morphogenetic  stimuli  which  operate  in  embryonic 
life. 

The  book  is  divided  into  three  main  sections.  Part  I, 
dealing  with  The  Morphogenetic  Substratum,  may  be  re- 
garded as  bringing  up  to  date  some  of  the  subject  matter 
treated  in  Chemical  Embryology . There  is  a good  account 
of  the  chemical  constitution  of  the  eggs  of  various  phyla 
and  of  the  nutrition  of  the  embryo.  Much  new  information 
on  the  relation  of  the  embryo  to  its  intra-  and  extra-oval 
environment  is  included  in  the  discussion  of  the  evolution 
of  the  cleidoic  egg,  and  attention  is  directed  to  the  peculiar 
metabolic  aspects  of  embryonic  life  in  a ‘closed  box’  egg: 
viz.,  predominant  use  of  fat  as  an  energy  source  and  uri- 
cotelic metabolism  in  the  embryo. 

The  major  portion  of  the  book  (Part  II)  deals  with  the 
general  question  of  The  Morphogenetic  Stimuli  and  repre- 
sents an  attempt,  outstandingly  successful,  to  bring  into 
focus  the  relationship  between  chemistry  and  morphology 
in  an  analysis  of  the  causal  aspects  of  embryogenesis. 

Since  early  in  the  century,  it  has  become  increasingly 
apparent  that  the  development  fate  of  one  part  of  the 
embryo  is  intimately  dependent  upon  its  relationship  to 
other  parts:  i.  e.,  there  are  certain  regions  of  the  embryo 
“which,  for  the  realization  of  their  normal  fates  require  the 
interposition  of  factors  external  to  themselves.”  Of  these  so- 
called  organizing  or  inducing  factors,  by  far  the  most 
extensively  studied  both  embryologically  and  biochemically 
has  been  the  primary  organizer  of  the  amphibian  gastrula 
which  induces  the  general  axial  organization  of  the  embryo 
and  at  the  same  time  stimulates  the  dorsal  ectoderm  of  the 
gastrula  to  form  nervous  tissue. 

Organizer  action,  by  no  means  confined  to  the  amphibia, 
occupies  a prominent  position  in  development  and  regen- 
erative phenomena  in  a wide  variety  of  animals  and  plants. 
In  a thoughtful  discussion  of  the  question  of  Competence, 
attention  is  directed  by  the  author  to  the  fact  that  an  or- 
ganizer system  embraces  two  components— inductor  and 
reacting  tissue,  and  under  the  title  The  Hierarchy  of  Or- 
ganizers in  Animal  Development,  an  analysis  is  made  of  the 
action  of  so-called  secondary  and  tertiary  organizers:  i.  e., 
morphogenetic  influences  which,  in  normal  development, 
operate  sequentially  after  the  primary  induction  process  has 
occurred. 

It  has  been  conclusively  shown  in  many  cases  that  or- 
ganizer action  is  brought  about  by  chemical  substances 
and  that  these  may  appear  in  the  cell,  in  union  with  protein 
and  other  substances,  as  inactive  complexes.  Organizer  ac- 
tion, then,  involves  the  liberation  of  an  active  agent  from 
an  inactive  complex,  a phenomenon  which  is  paralleled  in 
the  release  of  a number  of  other  biologically  active  chemical 
compounds.  The  author’s  survey  includes  a careful  account 
of  the  work  done  on  the  metabolism  of  the  various  regions 
of  the  gastrula  and  the  implications  in  the  results  of  such 
studies  relative  to  the  formation  and  release  of  organizer 
substances. 
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GUARANTEE  OE 

PURITY,  QUALITY,  WHOLESOMENESS 

The  Sealtest  System  of  Laboratory  Protection  was  organ- 
ized to  protect  the  public.  Ice  cream,  milk  and  dairy 
companies  which  display  the  red-and-white  Sealtest  Seal 
are  pledged  to  maintain  high  standards  of  purity,  quality 
and  wholesomeness. 

That  these  standards  are  becoming  more  and  more  rigid 
is  assured  through  constant  examination  and  testing  by 
hundreds  of  chemists  in  more  than  100  chemical  and 
bacteriological  laboratories. 


The  SEALTEST  Ice  Creams  of  Connecticnt 

Fro-joy  Ice  Cream  ★ Sagal  Lou  Ice  Cream 

Manchester  Dairy  Ice  Cream 


THIS  COMPANY  AND  SEALTEST,  INC.,  ARE  UNDER  THE  SAME  OWNERSHIP 
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WHEN  INVASION  COMES 


IN  a dim  chilly  dawn,  while  thin  mists  ghost  over 
the  sea. . .grim  in  invasion  barges  will  be  soldiers 
of  freedom . . . straining  for  action  . . . steeled  for  what 
is  to  come. 

In  one  of  those  barges  an  American  man  of  medi- 
cine will  crouch,  kit  open  before  him  checking  the 
vital  medicaments  that  may  mean  life  for  those  who 
fall  wounded . . . ready  to  bring  surcease  from  pain  to 
tomorrow’s  heroes. 

When  invasion  comes,  Ciba  Pharmaceutical  Prod- 
ucts, Inc.,  and  its  associated  companies  will  know 
that  in  their  way  they  have  contributed  to  the  turning 
of  the  tide . . . from  barbarism  back  to  honor  and  com- 
passion for  their  fellow  men.  The  months  of  inten- 
sive planning,  retooling,  rescheduling  and  the  long 
days  and  nights  the  employees  have  cheerfully  given 


to  meet  military  requirements,  can  then  be  saluted  as 
a "job  well  done.” 

From  this  invasion  dawn  to  a better,  saner  world 
free  from  ravages  of  war,  Ciba,  "merchants  of 
life”  march  on.  Their  post-war  planning  is  based  on 
intensive  research  to  supply  the  medical  profession 
with  modern  medical  products  for  the  prevention  and 
control  of  disease. 


SP/vatymaceutica/  SPtc(/uc/.^  &ttc. 


SUMMIT  • NEW  JERSEY 


Copp.  1943— Ciba  Pharmaceutical  Products,  Inc.,  Summit.  N.  J. 
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CERTIFIED 
QUALITY 

for  COCKTAIL 

CONNOISSEURS  in 

The  CLUB  COCKTAILS 

We  are  using  world-famous  imported 
Vermouths  and  Cognac  from  our  huge 
reserves  acquired  before  shipments 
ended  from  abroad. 

7 POPULAR  VARIETIES 
IJry  martini  71  Proof  Martini  60  Proof 
Old  Fashioned  80  Proof  Bronx  60  Proof 
Manhattan  65  Proof  Side  Car  60  Proof 
Daiquiri  70  Proof 


MILSHIRE 

DISTILLED 

LONDON  DRY  GIN 

The  Pot  Still  Gin 

Milshire  is  better  because  it  is  distilled 
by  the  celebrated  Old  English  Pot 
Still  Process. 

00  Proof.  Distilled  from  100%  Grain 
Neutral  Spirits. 

HEUBLEIN’S 
PRIVATE  STOCK 

WHISKEY 

A Blend  of  Straight  Whiskies 

Truly  a Great  Whiskey.  A favorite 
of  particular  drinkers  for  generations. 

30  Proof.  The  straight  whiskies  in 
this  product  are  four  years  or  more 
old. 

BELL’S 

Blended  Scotch  Whisky 

A masterpiece  of  blending  from  the 
land  of  plaids  and  pipers.  A delicate 
aroma  that  whispers  of  slow  peat 
fires— a mellow  flavor  that  comes  only 
from  a proud  heritage  of  Scotland’s 
rarest  whiskies.  (ioo%  Blended  Scotch 
Whiskies,  86  Proof.  G.  F.  Heublein 
& Bro.  U.  S.  Distributors. 

G.  F.  HEUBLEIN  & BRO. 

HARTFORD,  CONN. 


BELL'S 

^oSSSJc»\ 
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The  progress  made  in  the  tentative  identification  as  steroid 
substances  of  the  active  inducing  agents  and  their  general 
relationship  to  such  physiologically  important  compounds 
as  the  sex  hormones  and  carcinogenic  hydrocarbons  is 
comprehensively  and  critically  summarized.  Of  interest  in 
this  connection  is  the  discussion  of  the  possible  relationship 
between  teratomatous  and  cancerous  growth  and  anomalous 
organizer  function. 

One  of  the  most  stimulating  chapters  in  Part  II  deals  with 
genes  and  organizers.  Although,  as  the  author  points  out, 
certain  organizer  phenomena  seem  to  operate  across  genetic 
boundaries,  the  more  specific  aspects  of  induction,  as  mani- 
fest in  the  appearance  of  the  individual  morphological  and 
physiological  characteristics  of  the  organism,  may  be  re- 
garded as  brought  about  by  organizers  which  serve  as  the 
intermediary  mechanism  between  the  gene  equipment  and 
the  final  form  and  properties  of  the  developed  animal. 

The  last  section  of  the  book  deals  with  The  Morpho- 
genetic Mechanisms.  In  it  are  discussed  the  integration  of 
the  fundamental  processes  in  ontogenesis  and  their  disen- 
gagement under  experimental  or  abnormal  developmental 
conditions.  A full  account  of  embryonic  growth  and  meta- 
bolism is  also  included. 

The  final  pages  of  the  book  discuss  the  development  and 
control  of  polarity  in  the  egg  and  embryo  and  the  important 
role  played  by  substances  in  the  paracrystalline  in  the 
determination  of  cellular  and  tissue  architecture. 

The  book  is  well  illustrated  and  abundantly  documented; 
the  bibliography  of  some  seventy  pages  serves  as  an  invalu- 
able source  of  reference  to  the  original  literature,  and  the 
inclusion  of  a glossary  represents  a desirable  and  unusual 
feature  in  a book  of  this  kind.  The  chief  criticism  which 
can  be  raised  against  the  book  is  that  the  frequent  use  of 
lootnotes  sometimes  distracts  the  reader’s  attention  from  the 
main  topic  under  discussion,  but  since,  in  the  preparation  of 
the  book,  the  text  was  in  constant  revision  up  to  the  final 
page  proofs  the  inclusion  of  the  footnotes  seems  unavoid- 
able. 

In  general,  the  book  is  more  than  encyclopedic;  it  is 
critical  as  well  as  comprehensive,  and  it  has  the  unique 
quality  of  integrating  knowledge  from  many  diverse  fields. 
Throughout  the  work  the  author  raises  questions  for  which 
at  present  there  is  only  scanty  or  incomplete  information, 
and,  no  doubt,  much  future  investigation  will  thus  be  stimu- 
lated. Dr.  Needham  is  to  be  congratulated  for  having  pro- 
duced a book  of  such  scope  and  scholarly  character  under 
the  trying  conditions  in  which  it  was  written. 

MEDICAL  PARASITOLOGY.  By  James  T.  Culbertson, 

Assistant  Professor  of  Bacteriology,  College  of  Physicians 

and  Surgeons,  Columbia  University.  New  York:  Colum- 
bia University  Press.  1942.  285  pp.  16  figures.  19  plates. 

$4-U- 

Reviewed  bv  A.  J.  Geiger 

The  practice  of  medicine  is  seeing  a rapidly  growing 
interest  in  diseases  of  parasitic  origin.  Not  only  must  the 
recent  graduate  in  medicine  be  more  than  superficially 
familiar  with  medical  parasitology  as  part  of  his  qualifica- 
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tions  for  military  service  in  a global  war,  but  the  practitioner 
who  remains  at  home  will  also  find  himself  confronted  in- 
creasingly with  these  problems  when  our  troops  return 
with  diseases  of  distant  climes. 

In  the  author’s  words,  “the  present  volume  offers  a simple 
and  brief  description  of  the  animal  parasites  and  the  diseases 
they  cause.”  The  material  is  readably  presented.  The  treat- 
ment of  parasitology  and  its  laboratory  aspects  is  clear,  sim- 
ple, and  brief;  this  would  seem  to  be  the  best  part  of  the 
book.  The  clinical  discussions  are  perhaps  too  sketchy,  and 
the  general  remarks  on  therapy  are  not  usually  sufficiently 
detailed  to  be  of  practical  value  in  the  management  of  cases. 

The  book  is  divided  into  two  major  parts,  of  which  the 
first  is  an  excellent  63  page  discussion  of  general  considera- 
tions in  medical  parasitology,  while  the  second  part  deals 
with  each  of  the  commoner  parasitological  diseases  in  suc- 
cessive chapters.  There  is,  in  addition,  an  appendix  outlining 
technical  methods  that  should  prove  very  useful  in  the 
laboratory. 

The  book  is  decidedly  worth  while  and  timely. 

ALLERGY  ANAPHYLAXIS  AND  IMMUNOTHER- 
APY. By  Bret  Rawer,  m.d.,  Clinical  Professor  Pediatrics, 
New  York  University  College  of  Medicine;  Visiting 
Pediatrician  and  Director  of  Pediatrics,  Sea  View  Hos- 
pital; Associate  Attending,  Children’s  Medical  Service, 
Bellevue  Hospital;  Consultant  Pediatrician,  French  Hos- 
pital. Baltimore:  The  Williams  & Wilkins  Company. 
1943-  834  PP-  $8-5°- 

Reviewed  by  A.  R.  Felty 

This  book  is  not  one  more  monograph  dealing  with  the 
accepted  principles  and  techniques  of  the  everyday  practice 
of  allergy.  It  refers  only  incidentally  to  hay  fever,  asthma, 
eczema,  and  the  other  common  allergic  disorders— and 
devotes  no  space  to  their  treatment.  Rather  it  is  a scholarly 
presentation  of  the  fundamental  concepts  of  the  hypersen- 
sitive state,  using  as  a paradigm  the  clinical  disorder,  serum 
sickness.  Because  this  disease  presents  human  allergy  in  its 
most  concise  form,  and  is  most  susceptible  to  controlled 
experimental  study,  the  author  devotes  some  175  pages  to 
its  detailed  consideration.  The  basic  mechanisms  of  the 
allergic  state,  the  controvertible  hypotheses  to  explain  these 
mechanisms,  the  nature  of  antibodies,  the  chemical  and 
cytological  changes  in  the  blood  in  allergy,  all  these  and 
other  aspects  of  this  intricate  problem  are  dealt  with.  Be- 
cause of  the  relationship  of  chemotherapy  and  transfusion 
to  immunology  and  anaphylaxis,  timely  reviews  of  the  sul- 
fonamide drugs,  drug  sensitiveness,  and  the  allergic  phenom- 
ena of  transfusion  (including  the  Rh  iso-agglutinins)  are 
presented. 
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Almost  one  third  of  the  book  is  devoted  to  an  explicit 
account  of  specific  immunotherapy,  both  prophylactic  and 
curative,  of  the  common  infectious  diseases.  This  section 
contains  much  information  of  practical  value,  and  to  the 
practitioner  seeking  clinical  guidance  in  treatment,  it  is  the 
most  helpful  part  of  the  book.  The  author  considers  in 
detail  the  none  too  well  appreciated  developments  in  tetanus 
toxoid  immunization,  Huddleson’s  brucellin  therapy  of 
brucellosis,  the  pros  and  cons  of  pertussis  prophylaxis, 
vaccination  against  typhus  and  yellow  fever,  to  mention  but 
a few  of  many  well  covered  diseases. 

The  author  quotes  extensively  from  the  literature,  as 
evidenced  by  the  bibliography  of  55  pages.  In  quoting  vari- 
ous investigators,  contradictions  inevitably  appear.  Thus  on 
page  122,  it  states:  “While  sulfadiazene  is  readily  absorbed 
from  the  gastro-intestinal  tract  it  is  not  excreted  as  rapidly 
as  sulfathiazole,  disappearing  slowly  from  the  blood.  Small 
quantities  of  this  drug  will  maintain  a high  level;”  while 
on  page  141:  “Sulfathiazole  and  sulfadiazene  are  so  rapidly 
excreted  by  the  kidneys  that  it  is  sometimes  difficult  to 
maintain  adequate  concentration  of  the  drug  in  the  blood 
and  tissues.”  Dogmatic  conciseness  is  sometimes  sacrificed 
for  the  generous  purpose  of  presenting  conflicting  view- 
points of  different  obesrvers. 

In  general,  this  volume  is  not  to  be  recommended  as  a 
quick  reference  book  for  the  busy,  over-worked  and  under- 
rested practitioner.  It  contains,  however,  a great  store  of 
knowledge,  factual  and  theoretical,  for  the  earnest  student 
of  this  vast  and  still  inadequately  charted  corner  of  phvsi- 
ology. 
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THE  MEDICAL  AND  SURGICAL  ASPECTS  OF  HYPERTROPHY  AND  CANCER 

OF  THE  PROSTATE 

Hugh  H.  Young,  m.d.,  Baltimore 


The  Author.  Visiting  Urologist,  Brady  Urological 
Institute,  The  Johns  Hopkins  Hospital 


T n its  early  stages  prostatic  hypertrophy  may  be 
largely  a medical  problem.  It  frequently  comes 
on  before  50  years  of  age,  and  after  60,  probably  1 
man  in  4 has  some  form  of  prostatic  hypertrophy. 

Changes  in  micturition  usually  are  the  first  symp- 
toms noticed.  Hesitation  at  the  beginning  of  urina- 
tion, reduction  in  the  size  of  the  stream,  and  slight 
discomfort  are  usually  the  first  complaints.  Along 
with  these,  there  may  be  a feeling  of  fullness,  a 
diminution  in  potentia  and  sometimes  precocity  of 
ejaculation.  In  those  cases  that  are  associated  with 
prostatitis,  the  patients  may  have  had  symptoms  for 
a long  time  and  present  a varied  complex  of  com- 
plaints, with  local  and  referred  pain,  especially  in 
the  back  and  thighs.  In  some  of  these  cases  calculi 
may  have  developed  in  the  prostate  and  led  to  an 
exacerbation  of  the  irritation  and  sometimes  to 
hematuria,  especially  when  the  calculi  erode  into 
the  urethra  and  are  passed  during  micturition.  For 
a protracted  period  there  may  be  very  little  residual 
urine,  only  slight  back  pressure  effects  upon  the 
urinary  tract  and  no  reduction  in  the  renal  function, 
as  shown  by  the  divided  phthalein  test  and  blood 
chemistry.  During  this  period  gentle  massage  of  the 
prostate,  perhaps  supplemented  by  diathermy  or  sitz 
baths,  may  prove  effective  therapy.  With  the 
gradual  increase  in  the  obstruction,  trabeculation  of 
:he  bladder,  with  eventual  formation  of  cellules  and 
diverticula,  generally  occurs.  The  obstruction  to 
free  outflow  of  urine  from  the  ureters  increases  with 
resultant  stasis  in  the  column  of  urine  above,  back 
pressure  effects  upon  the  kidneys,  prolongation  of 
:he  appearance  time  and  reduction  in  the  output  of 
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phthalein  at  half  hourly  intervals.  The  blood  urea 
percentage  may  also  begin  to  rise.  Not  infrequently 
a strain  may  be  put  on  the  cardio-vascular  mechan- 
ism, and  gradual  increase  in  the  blood  pressure 
supervenes. 

But  before  these  important  medical  complications 
arise,  urination  usually  has  become  more  and  more 
difficult  and  frequent,  and  the  residual  urine  in- 
creased considerably,  so  that  the  problem  becomes 
a surgical  one. 

If  the  urine  has  not  become  infected,  it  is  im- 
portant to  consider  well  the  next  steps  and  to  avoid, 
if  possible,  any  contamination  of  the  urinary  tract 
with  bacteria.  Catheterization  is  often  a serious  pro- 
cedure. Not  infrequently  the  narrowing  and  irregu- 
larities of  the  deep  urethra,  resulting  from  the 
growth  of  the  prostatic  lobes,  make  it  difficult  to 
introduce  an  ordinary  rubber  catheter.  The  obstruc- 
tion in  the  middle  lobe  may  often  be  surmounted  by 
the  use  of  a rubber  catheter  which  has  a coude 
curve.  This  modern  instrument  has  done  a great 
deal  to  eliminate  the  difficulty  in  introduction  and 
the  traumatism  incident  to  catheterization;  as  a 
result,  there  is  less  likelihood  of  infection.  In  order 
to  insure  against  that,  the  patient  should  immediately 
be  put  on  one  of  the  sulphonic  drugs.  One  should 
not  only  use  the  strictest  asepsis,  but  also  wash  out 
the  bladder  with  a boric  acid  solution. 

Before  catheterization  is  done,  it  is  important  to 
palpate  and  percuss  the  suprapubic  region  to  deter- 
mine whether  the  bladder  is  distended,  and  if  a con- 
siderable amount  of  fluid  is  present,  it  is  wise  not  to 
completely  empty  the  bladder  with  the  catheter.  It 
has  been  shown  in  many  cases  (some  very  unfortu- 
nate ones),  that  hemorrhage  from  the  bladder  and 
even  from  the  upper  urinary  tract  may  come  on  as 
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a result  of  quick  emptying  of  the  bladder  and  the 
consequent  sudden  release  of  the  pressure  against 
which  the  blood  vessels  of  the  pelvis,  ureter  and 
bladder  have  been  working.  In  rare  instances  sup- 
pression of  urine  and  anuria  has  resulted.  By  gradu- 
ally emptying  the  bladder  over  the  course  of  a day 
or  two,  so  called  vesical  decompensation,  the  com- 
plications of  hemorrhage  and  anuria  may  be  com- 
pletely avoided.  In  such  cases  an  inlying  catheter 
usually  is  employed  instead  of  interval  catheteriza- 
tion, but  the  difficulty  of  preventing  infection  from 
the  urethra  into  the  bladder  is  increased,  and  even 
though  the  urine  is  made  strongly  antiseptic,  cystitis 
usually  occurs  eventually. 

With  the  presence  of  considerable  residual  urine, 
the  decision  as  to  what  operation  should  be  done 
requires  careful  collaboration  between  the  internist 
and  urologist.  The  exact  diagnosis  of  the  local  con- 
dition is  of  great  importance.  As  remarked  above, 
prostatitis  and  calculous  disease  of  the  prostate  not 
infrequently  have  preceded  the  development  of 
hypertrophied  lobes.  The  induration  that  accom- 
panies these  complications  often  makes  the  recogni- 
tion of  carcinoma  difficult.  An  early  nodule  of 
carcinoma,  which  is  characterized  by  third  degree 
induration,  almost  of  stony  hardness  in  the  posterior 
part  of  the  prostate  just  beneath  the  capsule,  re- 
sembles closely  the  condition  produced  by  one  or 
more  calculi.  Fortunately,  a plain  x-ray  will  furnish 
the  immediate  diagnosis. 

Tuberculosis  of  the  prostate  sometimes  is  very 
similar  in  its  distribution  and  induration  to  car- 
cinoma. It  usually  is  associated  with  tuberculosis  of 
the  vesicles  and  not  infrequently  with  involvement 
of  the  epididymes,  vasa  and  sometimes  other  por- 
tions of  the  genito-urinary  tract,  so  that  the  recog- 
nition of  the  tuberculous  nature  of  the  prostatic 
induration  is  not  difficult.  In  3 cases,  however,  I 
have  encountered  localized  markedly  indurated 
nodules  in  the  prostate  which  were  due  to  tuber- 
culosis and  not  associated  with  the  involvement  in 
any  other  part  of  the  genito-urinary  tract.  In  one 
of  these  cases,  when  the  prostate  was  exposed  at 
operation,  a caseous  nodule  was  disclosed  and 
evacuated  without  opening  the  urinary  tract  and 
with  excellent  result.  In  another  case  radical  prosta- 
tectomy was  done  when  a tuberculous  lesion  was 
mistaken  for  cancer.  In  such  nodules  of  tuberculosis 
in  the  substance  of  the  prostate,  only  very  careful 
diagnostic  studies,  including  exposure  of  the  prostate 
through  the  perineum,  biopsy  and,  if  necessary, 


microscopic  study  of  stained  frozen  sections  will  be 
necessary.  The  practitioner  who  discovers  old 
tuberculous  lesions  in  the  lungs,  either  by  physical 
examination  or  x-ray,  will  be  on  his  guard  when 
indurated  areas  arise  in  the  prostate. 

Many  years  ago  I announced  that  in  21  per  cent 
of  my  cases  with  prostatic  obstruction,  carcinoma 
was  found  present,  and  that  it  involved  the  posterior 
lobe  where  it  was  easily  palpable  with  a finger  in 
the  rectum.  I also  noted  the  fact  that  third  degree 
induration,  even  when  the  nodule  was  small,  was 
almost  diagnostic  of  cancer.  In  the  series  of  cases 
that  I reported,  it  was  shown  that  carcinoma  of  the 
prostate  was  accompanied  by  benign  hypertrophy 
of  the  lateral  lobes  in  over  50  per  cent  of  the  cases, 
and  that  the  two  lesions  often  existed  and  grew  side 
by  side  independently.  If  such  lobes  were  removed 
by  suprapubic  enucleation,  often  no  evidence  of 
carcinoma  would  be  found,  even  on  microscopic 
study.  The  same  was  true  with  specimens  removed 
by  transurethral  resection,  the  posterior  carcino- 
matous portion  sometimes  remaining  untouched  by 
both  of  these  operative  procedures.  Later  on,  when 
the  disease  penetrated  the  hypertrophied  lobes,  car-  : 
cinoma  would  be  evident  and  not  infrequently  had 
completely  replaced  the  benign  adenoma. 

In  this  same  publication  I described  a very  radical 
operation  which  had  been  successful  in  curing  cases 
of  carcinoma  of  the  prostate.  This  technique  in- 
cluded not  only  removal  of  the  prostate  with  its 
capsule  and  a portion  of  the  membranous  urethra, 
but  also  a cuff  of  the  bladder,  both  seminal  vesicles 
and  fascia  which  covered  them,  along  with  the 
ampullae.  The  extensive  defect  remaining  was  easily 
closed  by  drawing  down  the  anterior  wall  of  the 
bladder  and  anastomosing  it  to  the  stump  of  the 
membranous  urethra,  and  then  approximating  the 
rest  of  the  vesical  opening  by  sutures  farther  back.  1 
Thus  complete  closure  with  the  perineal  wound  and  ! 
restoration  of  satisfactory  micturition  often  oc-  ( 
curred  promptly. 

In  1935  we  were  all  startled  by  the 
papers  by  Rich  and  by  Moore,  whic 
carcinoma  of  the  prostate  indeed  occurred  far  more  { I1 
frequently  than  we  had  suspected.  In  292  consecu-  1 
tive  autopsies.  Rich  found  carcinoma,  often  in  occult  ;! 
or  early  form,  in  over  14  per  cent  of  the  cases,  and  il 
Moore,  in  a report  of  242  cases,  published  simul-  Ji 
taneously,  found  an  even  higher  percentage  of  car-  0 
cinoma.  J01 
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carcinoma  of  the  prostate  has  been  confirmed  by 
other  and  more  extensive  series  of  cases,  among 
j which  are  clinical  reports  where  prostatic  obstruc- 
tion treated  by  transurethral  resection  or  suprapubic 
or  perineal  prostatectomy  have  been  shown  later  to 
be  carcinoma.  It  is  therefore  incumbent  upon  the 
medical  profession  to  seek  out  and  recognize  car- 
cinoma of  the  prostate  at  an  early  stage.  We  have 
shown  that  tiny  indurated  areas,  even  smaller  than 
a pea,  just  beneath  the  prostatic  capsule  in  the 
posterior  lobe  may  be  carcinoma.  The  fact  that 
the  posterior  lobe  is  the  region  in  which  car- 
cinoma starts  in  a large  majority  of  the  cases  renders 
their  recognition  easy  because  of  its  proximity  to 
the  examining  finger  in  the  rectum.  The  fact  that  in 
a good  number  of  cases  no  symptoms  have  been 
present  shows  the  great  importance  of  routine  rectal 
examinations  in  men  past  45  years  of  age.  Sir 
William  Osier  used  to  insist  on  the  importance  of  a 
rectal  examination  as  a part  of  every  physical,  and 
stated  that  the  difference  between  a good  doctor  and 
a poor  one  was  that  the  former  knew  how  to  do  a 
rectal  examination.  I might  add:  and  also  was  sus- 
picious of  an  indurated  nodule  in  the  posterior  lobe 
of  the  prostate,  even  if  it  is  small.  For  years  I have 
laid  great  stress  on  these  facts,  and  along  with  other 
urologists  have  finally  awakened  the  medical  profes- 
sion as  to  the  frequency  of  carcinoma  of  the  prostate 
and  the  possibility  of  recognizing  it  by  appropriate 
rectal  examinations.  But  still  one  cannot  too  forcibly 
reiterate  the  fact  that  it  is  incumbent  upon  medical 
and  surgical  men  alike  to  have  constantly  before 
them  the  frequency  of  carcinoma  of  the  prostate  in 
elderly  men  and  take  advantage  of  every  opportu- 
nity to  make  a rectal  examination,  and  be  suspicious 
of  a markedly  indurated  area,  even  if  tiny. 

Having  recognized  such  an  area  it  is  manifestly 
the  duty  of  a physician,  and  especially  the  urolo- 
gist, to  subject  the  patient  to  an  early  perineal 
operation  through  which  the  posterior  surface  of 
the  prostate  can  be  reached  without  injuring  the 
external  sphincter  or  the  rectum,  the  suspicious  area 
seen,  palpated,  and,  if  necessary,  excised  and  sub- 
jected to  frozen  section.  By  such  means  we  have 
frequently  recognized  very  early  carcinomatous 
areas  and  cured  them  by  radical  surgery.  If  the 
lesion  is  found  to  be  due  to  tuberculosis  or  stones, 
appropriate  conservative  procedures  may  be  carried 
out.  If,  instead  of  cancer,  hypertrophied  lobes,  bars 
or  contractures  at  the  vesical  neck  are  discovered,  by 
enlarging  the  capsular  incisions,  enucleation  or 
excision  of  the  obstructive  portions  may  be  carried 


741 

out  without  difficulty.  By  modern  techniques  the 
entire  defect  can  be  closed  in  by  drawing  down  the 
vesical  neck  and  suturing  it  to  the  remaining  lateral 
capsular  portions  of  the  prostate. 

I have  dwelt  thus  lengthily  upon  the  frequency 
of  carcinoma  and  its  ease  of  recognition  because  of 
the  fact  that  it  has  been  possible  by  the  means  de- 
scribed above  to  cure  at  least  50  per  cent  of  the 
cases  of  carcinoma  of  the  prostate  that  have  been 
found  appropriate  for  the  radical  operation.  These 
patients  have  been  followed  from  5 to  25  years  after 
leaving  the  hospital.  In  those  patients  who  have 
come  back  with  recurrences,  examination  of  the 
specimen  removed  at  operation  usually  showed  that 
the  carcinoma  had  extended  well  into  the  seminal 
vesicles  or  into  lymphatics  leading  beyond  the  area 
of  the  very  radical  operation  which  I have  devised. 

Perhaps  it  will  be  urged  that  such  a high  percent- 
age of  cures  is  indeed  impossible,  but  one  must 
remember  that  the  prostate  with  its  capsule  propria, 
and  the  two  fascias  of  Denonvilliers  which  surround 
it  and  the  seminal  vesicles,  effectively  prevent  ex- 
tension of  the  cancer  downward  or  posteriorly  for 
a considerable  period,  and  that  the  radical  operation 
with  its  high  removal  of  the  seminal  vesicles  and 
base  of  bladder  in  a large  percentage  of  the  cases 
subjected  to  operation  is  completely  radical.  It  is 
therefore  easy  to  see  how  it  should  be  much  easier 
to  obtain  radical  cures  in  cancer  of  the  prostate  than, 
say,  carcinoma  of  the  breast  which  is  not  encap- 
sulated and  metastasizes  early,  not  being  hindered  by 
capsule  or  fascia. 

Benign  hypertrophy  presents  many  problems  of 
interest  to  the  internist,  whose  help  is  often  of  vital 
importance  in  the  study  and  successful  treatment  of 
these  aged  patients.  The  development  of  cardio- 
vascular and  pulmonary  diseases  is  of  frequent 
occurrence  in  these  often  very  old  men.  By  rest  in 
bed  and  appropriate  therapy,  very  severe  cardiac 
and  vascular  lesions  may  be  so  greatly  improved  as 
not  to  interfere  with  the  successful  carrying  out  of 
major  surgical  procedures  upon  the  prostate.  The 
same  is  true  in  cases  of  long-standing  hyptertension, 
and  even  those  with  a history  of  cerebral  accidents. 
Not  infrequently  such  patients  have  gone  smoothly 
through  prostatectomy,  even  the  radical  operation. 

The  most  amazing  improvement,  however,  is  that 
accomplished  by  appropriate  treatment  of  the  kid- 
neys, whose  function  has  been  greatly  impaired  by 
backpressure  effects.  Continued  drainage  through  a 
catheter  is  desirable  in  almost  all  cases  where  the 
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residual  urine  is  large,  especially  where  the  phthalein 
test  (done  with  a catheter  in  place)  shows  impair- 
ment in  function.  The  blood  urea  determination  and 
other  similar  tests  are  valuable  principally  because 
of  their  confirmation  of  the  renal  impairment  shown 
earlier  by  the  phthalein  test.  Even  where  both  show 
great  reduction  in  renal  function,  one  must 
not  despair  because  by  continued  catheter  drainage 
and  the  use  of  large  amounts  of  fluids  by  mouth, 
subcutaneously  or  intravenously,  serious  uremias 
may  be  combated.  One  of  the  most  remarkable 
things  in  renal  disease  is  the  ability  of  kidneys  im- 
paired almost  to  the  point  of  death  to  improve  and 
eventually  even  return  to  normal  in  some  of  these 
cases. 

By  1909  I had  shown  that  by  means  of  prosta- 
tectomy through  the  perineum  it  was  possible  to 
cure  patients  with  prostatic  obstruction  with  a very 
low  mortality  and  with  excellent  functional  results. 
I also  had  shown  that  early  carcinoma  of  the  pros- 
tate could  be  recognized  and  cured  by  the  radical 
operation.  There  remained  a third  type  of  case:  con- 
tractures at  the  vesical  neck,  bars  and  small  lobes, 
in  which  it  seemed  to  me  that  a simpler  procedure 
might  be  devised.  It  was  then  that  I brought  out 
my  urethroscopic  prostatic  excisor  or  “punch”  in- 
strument and  showed  that  with  this  simple  instru- 
ment it  was  possible  to  remove  prostatic  obstructions 
quickly  and  safely.  In  a short  time  I was  able  to 
report  over  200  cases  without  a single  death. 
Eventually  I brought  out  a cautery  punch  instru- 
ment to  lessen  the  hemorrhage.  Caulk  designed  a 
more  simple  cautery  punch  and  found  that  it  was 
able  to  remove  even  prostatic  lobes  of  considerable 
size.  He  soon  became  the  ardent  advocate  of  the 
punch  operation  for  the  removal  of  all  types  of 
prostatic  hypertrophy  and  urinary  obstruction.  We 
were  followed  by  others  with  various  modifications, 
some  retaining  the  cold-cutting  feature  of  my  punch 
instrument,  and  others  replacing  it  by  an  electric 
loop. 

This  procedure,  which  could  be  carried  out  with- 
out an  external  operation,  appealed  to  many  as  the 
ideal  method  to  attack  the  obstructing  prostate, 
especially  to  those  who  were  not  urological  sur- 
geons. As  a result,  thousands  of  cases  have  been 
reported.  While  the  mortality  in  the  hands  of  the 
great  majority  of  these  urologists  is  no  lower  than 
that  obtained  by  perineal  prostatectomy,  certain 
very  large  series  of  cases  have  been  reported  with  a 
mortality  of  about  1 per  cent.  (This  has  not  infre- 


quently been  approximated  by  the  open  operation  ( 
for  prostatic  enucleation.)  But  the  apparent  sim-  1 
plicity  of  the  transurethral  procedure,  and  the  1 
ability  to  discharge  the  patient  from  the  hospital  in  i 
about  a week  had  such  an  irresistable  appeal  that  ( 
patients  and  family  physicians  were  soon  demanding  1 
this  type  of  operation,  not  realizing  that  there  were 
often  complications  which  either  interefered  with 
the  rapid  course  of  the  patient  toward  restoration  to 
normal  function,  but  often  were  followed  by  pain- 
ful conditions  or  even  recurrences  and  a return  of 
obstruction. 

In  an  effort  to  arrive  at  an  accurate  estimate  of  the 
respective  success  and  value  of  prostatectomy  and 
transurethral  resection,  I recently  have  reported  in 
Surgery,  Gynecology  and  Obstetrics  an  extensive 
analysis  of  200  cases  in  which  transurethral  resection 
had  been  done  elsewhere,  and  the  patient  came  to 
the  Brady  Urological  Institute  complaining  of  a 
persistence  of  symptoms.  I cited  brief  case  histories, 
illustrated  by  photographs  of  some  of  the  specimens 
which  I had  enucleated  through  the  perineum.  Most 
of  the  prostates  enucleated  weighed  from  50  to  100 
gm.,  but  some  of  them  were  much  larger;  one 
weighed  23  5 gm.  and  was  larger  than  a fist,  although 
the  patient  had  been  subjected  to  a transurethral 
resection  elsewhere.  There  was  also  a group  of  4 
cases  in  which  calculi  formed  in  the  bladder  after 
transurethral  resection.  There  were  cases  in  which 
another  operation  for  obstruction  was  not  indi- 
cated, but  the  patients  complained  of  frequency  of 
urination,  pain,  severe  burning  and  difficulty. 
Chronic  urinary  infection  of  the  bladder  persisted 
and  gave  serious  symptoms  in  a large  number  of 
the  cases.  In  26  cases  cancer  of  the  prostate  was 
present.  In  most  of  these  cancer  had  not  been  recog- 
nized, and  the  transurethral  operation  had  been 
carried  out  with  ultimately  very  poor  results. 
Fortunately,  there  were  4 patients  with  cancer 
which  was  still  in  an  early  stage  so  that  it  was  pos- 
sible to  carry  out  my  radical  operation  with  prospect 
of  cure. 

This  series  of  200  cases,  which  I discussed  in  con- 
siderable detail,  showed  that  there  are  many  cases 
of  prostatic  obstruction  for  which  transurethral 
resection  is  not  a satisfactory  operation.  Some  of 
these  are  prostates  of  considerable  size  in  which  the 
tissue  removed  by  transurethral  resection  is  inade- 
quate, and  that  which  remains  goes  on  to  produce 
more  and  more  obstruction.  But  in  other  cases, 
where  the  prostate  is  not  much  enlarged,  the  results 
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often  are  unsatisfactory  also,  owing  to  the  develop- 
ment of  prostatitis  and  infection  of  the  bladder 
which  cannot  be  eradicated  and  eventually  results 
in  frequency,  dysuria  and  other  painful  symptoms 
which  make  life  miserable.  Complete  enucleation  of 
the  hypertrophied  lobes  through  the  perineum  and 
closure  of  the  defect  by  sutures  gives  generally  far 
more  satisfactory  ultimate  results.  Another  great 
advantage  of  the  open  operation  through  the 
perineum  is  that  an  opportunity  is  afforded  to  recog- 


nize cancer  and  cure  it  by  radical  operation  and  the 
patient  stays  in  the  hospital  only  a few  days  longer 
and  is  permanently  relieved. 

Prostatism  is  so  complex  in  its  symptoms  and  so 
varied  in  its  pathology  that  it  can  be  handled  satis- 
factorily only  by  careful  selection  of  the  operative 
procedures  best  suited  to  obtain  a radical  cure.  The 
exclusive  use  of  transurethral  resection  for  all  types 
of  prostatic  obstruction,  even  the  very  large  and 
the  malignant,  is  indefensible  and  unpardonable! 


SOME  COMMENTS  ON  THE  CONTRIBUTIONS  OF  HUGH  H.  YOUNG  TO 

UROLOGY 


Clyde  L.  Deming, 


The  Author.  Attending  Surgeon , New  Haven  Hos- 
pital; Clinical  Professor  of  Urology,  Yale  University 
School  of  Medicine 


Dr.  hugh  h.  young  is  the  world’s  master  surgeon 
on  the  prostatic  gland;  and,  although  heredity 
and  environment  were  good  to  him,  his  success  has 
come  not  by  chance  or  luck  but  by  a personal  accel- 
erated initiative.  He  inoculated  himself  early  with 
Osier  and  Halsted  and  began  as  one  of  the  pioneers 
in  the  field  of  urology  in  this  country.  His  ability 
to  transmit  his  thought  to  his  students  is  disclosed 
in  the  preface  to  his  two-volume  text  on  urology, 
and  they  have  become  the  administrators  of  more 
university  urological  clinics  than  the  students  of 
any  other  one  teacher.  All  of  them  have  made 
scientific  contributions  to  the  profession. 

The  medical  profession  can  well  follow  Dr. 
Young’s  philosophy  in  diagnosis,  for  he  never  ceases 
to  apply  exactness  and  to  exhaust  all  manner  of 
means  to  make  the  diagnosis  a complete  one.  Espe- 
cially is  this  true  in  his  writings  in  the  differentiation 
of  cancer,  tuberculous  lesions  and  calculous  disease 
of  the  prostate.  Thoroughness,  exactness  and  com- 
pleteness in  his  clinic  parallel  the  three  R’s  in  our 
early  education.  Astute  in  the  fields  of  medicine, 
surgery,  chemistry  and  bacteriology,  Dr.  Young  is 
also  endowed  with  an  extraordinary  inventive 
faculty  and  has  devised  many  instruments  to  improve 
cystoscopic  diagnosis  and  to  aid  operative  dexterity. 
The  necessity  for  these  was  illustrated  by  his  state- 
ment before  the  Sixth  Annual  Meeting  of  the  Ameri- 


m.d.,  New  Haven 

can  Urological  Association,  June  30,  1907,  “I  have 
made  it  a point  to  buy  almost  every  cystoscope  in- 
vented, and  I have  a fine  collection  of  useless  instru- 
ments that  I would  like  to  sell.” 

Dr.  Young’s  recently  published  “Autobiography” 
is  a fine  picture  of  its  writer,  but  it  is  more  than  that, 
for  one  of  its  main  purposes  is  to  acquaint  the  world 
with  the  important  fact  that  the  human  male  whose 
life  span  is  projected  into  longevity  is  subject  to 
prostatic  disease.  Having  been  so  fortunate  as  to 
have  lived  comfortably  three  score  years  or  more, 
the  male  is  faced  with  several  unfortunate  circum- 
stances relative  to  his  prostatic  gland:  (1)  the  odds 
are  in  his  favor  that  he  will  develop  complete  reten- 
tion of  urine  from  a benign  prostatic  enlargement, 
the  discomfort  of  which  can  never  be  wholly  antici- 
pated; (2)  he  may  be  compelled  to  face  major  sur- 
gery as  the  only  hope  of  complete  recovery,  when 
only  a few  years  of  life  remain;  (3)  he  is  subject  to 
the  insidious  development  of  cancer  of  the  prostate, 
which  is  the  most  common  cancer  of  all  the  internal 
organs  in  the  male  in  the  7th  and  8th  decades.  At 
this  time  of  life  also  the  cardiac,  renal  and  pul- 
monary diseases  are  prone  to  appear.  Dr.  Young  has 
emphasized  the  fact  that  these  pathological  mani- 
festations may  be  exaggerated  by  or  even  produced 
by  prostatic  disease.  They  frequently  overshadow 
urinary  retention  and  uremia.  Close  cooperation  be- 
tween the  internist  and  the  urological  surgeon  in 
the  diagnosis  and  treatment  of  these  associated  con- 
ditions has  always  been  advocated  by  him.  The 
crux  of  the  problem  is  found  many  times  in  a 
diseased  prostate  which  is  producing  obstruction  to 
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urination,  with  or  without  urinary  symptoms,  and  is 
causing  back  pressure  to  the  kidneys,  which,  in  turn, 
is  accompanied  by  an  embarrassment  to  circulation 
and  the  development  of  pulmonary  congestion.  By 
a simple  release  of  the  bladder  retention  many  of 
these  medical  problems  may  be  solved:  the  heart 
action  is  greatly  improved,  the  renal  function  is 
restored,  the  pneumonitis  is  relieved,  high  blood 
pressure  is  reduced  to  acceptable  levels,  and  uremia 
is  thwarted  or  even  completely  controlled. 

Dr.  Young’s  proper  evaluation  of  infection  of  the 
urinary  tracts  and  especially  infection  in  relation  to 
patients  with  prostatic  enlargements  is  of  particular 
significance.  That  he  thoroughly  appreciates  these 
problems  is  readily  seen  in  his  contributions  urging 
repeatedly  precision  in  the  techniques  of  catheteriza- 
tion and  the  care  of  the  urinary  bladder.  In  his 
paper  entitled,  “The  role  of  the  prostate  and  seminal 
vesicles  in  general  toxemias,”  published  in  1913,  he 
made  clear  the  relationship  between  infections  of 
the  genitourinary  tracts  and  infections  found  else- 
where in  the  body.  He  also  demonstrated  that  many 
cases  with  obscure  infections  can  be  relieved  by 
surgical  drainage  of  the  prostate  and  seminal  vesicles. 

In  “The  History  of  Urology”  the  late  Dr.  John 
R.  Caulk  has  emphasized  “the  profound  influence 
which  Hugh  H.  Young’s  original  work,  particularly 
relating  to  the  surgery  of  the  genital  tract,  has  had 
in  establishing  the  American  school.”  It  is  of  particu- 
lar interest  for  us  to  note  that  Dr.  Young’s  influence 
in  perineal  prostatic  surgery  in  Connecticut  in  the 
early  part  of  this  century  is  revealed  in  a paper  read 
by  Dr.  O.  C.  Smith  of  Hartford  before  the  112th 
annual  meeting  of  the  Connecticut  State  Medical 
Society  in  New  Haven  on  Aday  26,  1904,  in  which 
he  stated,  “A  most  valuable  contribution  to  the 
technique  of  perineal  prostatectomy  appeared  Octo- 
ber 24,  1903,  in  the  Journal  of  the  American  Adedical 
Association  by  Dr.  Hugh  Young  of  Baltimore.  His 
present  method  of  performing  perineal  prosta- 
tectomy is  to  my  mind  the  most  scientific  yet 
devised.”  As  a result  of  Dr.  Young’s  very  early 
writings  on  prostatic  surgery,  Dr.  Smith  reported 
that  he  himself  had  successfully  performed  seven 
perineal  prostatectomies  during  the  summer  of  1902. 
He  described  these  cases  in  detail  in  the  Yale  Adedi- 
cal  Journal  for  January,  1903,  and  five  years  later 
reported  to  the  American  Urological  Association 
that  perineal  prostateetomv  had  been  performed  in 
100  cases  in  Hartford  since  1902  by  the  method  of 
Dr.  Young.  The  results  must  have  been  most  encour- 


aging, for  he  added,  “The  operation  has  become  an 
established  one  with  us. 

We  must  credit  Dr.  Young  not  only  with  being 
the  first  surgeon  to  make  a voluntary  effort  to  cure 
cancer  of  the  prostate  but  with  being  the  first  sur- 
geon to  achieve  a cure  of  cancer  of  the  prostate  by 
surgical  means.  In  1905,  he  wrote  in  the  Johns 
Hopkins  Hospital  Bulletin,  “The  need  of  early 
diagnosis  and  radical  methods  of  removal  has  been 
brought  forcibly  to  the  writer’s  attention  in  the 
past  two  years  by  the  sad  results  arising  from  his 
failure  to  recognize  and  to  operate  radically  in  six 
cases  of  early  carcinoma  of  the  prostate— several  of 
which  ought  certainly  to  have  been  cured  by  the 
operation  . . .”  In  April,  1904,  Dr.  Young  had 

planned  a radical  operative  procedure  based  upon 
the  anatomy  and  physiology  of  urination  and  upon 
the  perineal  prostatic  operation  which  he  had 
already  developed.  He  presented  his  procedure  to 
Dr.  Halsted,  who  not  only  approved  such  a radical 
operative  procedure  but  assisted  Dr.  Young  at  the 
first  operation.  The  details  of  the  case,  together  with 
descriptive  drawings  of  the  operation,  are  given  in 
the  Bulletin  of  the  Johns  Hopkins  Hospital  for 
October,  1905.  The  operation  included  the  removal 
of  the  prostate,  bladder  neck  and  seminal  vesicles 
and  the  anastomosis  of  the  bladder  to  the  membran- 
ous urethra,  preserving  the  external  sphincter  of 
the  bladder  for  control  of  urination.  The  patient, 
aged  70  years,  was  undoubtedly  cured  of  his  prostat- 
ic cancer,  for  he  lived  many  years  and  had  normal 
urinations.  Twelve  years  later,  after  having  had 
much  experience  with  this  new  operative  procedure 
of  radical  perineal  prostatectomy,  Dr.  Young  was 
convinced  that  attempts  at  lesser  surgical  procedures 
than  radical  excision  fail  to  remove  all  the  cancer- 
ous tissue. 

Dr.  Young  now  reports  that  with  improved 
technique  more  than  50  per  cent  of  the  operable 
cases  treated  with  radical  surgery  are  cured  and  that 
there  is  no  doubt  that  this  figure  can  be  raised.  It  is 
a sad  fact  that  33  per  cent  of  patients  with  cancer  of 
the  prostate  when  first  seen  hy  the  urologist  already 
have  bony  metastatic  lesions,  whether  or  not  urinary 
symptoms  exist.  Any  treatment  with  a desire  to  cure 
in  this  group  is  futile.  Dr.  Young  has  emphasized  in 
many  papers  that  periodic  rectal  examination  is  the 
only  method  of  preventing  the  development  of  these 
hopeless  conditions.  It  is  unfortunate  that  many 
physicians  as  well  as  the  laity  fail  to  recognize  the 
value  of  the  yearly  rectal  examination  after  50  years 
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of  age.  The  advocacy  of  routine  rectal  examination 
by  the  family  physician  to  disclose  any  nodules  in 
the  prostate  was  long  ago  an  indication  of  prophy- 
lactic medicine  which  should  not  only  be  proposed 
but  demanded  by  public  health  programs  of  today. 
Such  nodules  as  appear  cancerous  can  be  readily 
biopsied  by  actually  exposing  the  prostatic  gland 
through  a perineal  incision.  Nearly  forty  years  ago 
in  the  Johns  Hopkins  Bulletin  for  October,  1905, 
Dr.  Young  wrote,  “The  posterior  surface  of  the 
prostate  should  be  exposed  as  for  an  ordinary 
prostatectomy,  and  if  the  operator  is  unable  to  make 
a positive  diagnosis  of  malignancy,  longitudinal 
incisions  should  be  made  on  each  side  of  the  urethra 
(as  in  prostatectomy)  and  a piece  of  tissue  excised 
for  frozen  sections,  which  can  be  prepared  in  about 
six  minutes  and  examined  by  the  operator  at  once. 
If  the  disease  is  malignant  the  incisions  may  be 
cauterized  and  closed  and  the  radical  operation 
performed.” 

Dr.  Young  and  other  students  of  the  prostate  agree 
that  carcinoma  of  the  prostate  begins  in  the  posterior 
lobe  in  75  per  cent  of  the  cases.  It  is  self-evident  that 
such  cases  can  not  be  cured  surgically  by  the  supra- 
pubic approach,  nor  can  the  lesion  be  excised  by  the 
transurethral  method.  Future  progress  in  the  diag- 
nosis, control  and  cure  of  cancer  of  the  prostate  can 
be  made  only  by  the  perineal  route.  It  is  appropriate 
to  emphasize  again  Dr.  Young’s  original  plan  of 
surgical  approach  to  the  treatment  of  prostatic 
tumors  and  to  encourage  more  surgeons  to  do 
perineal  surgery.  Nowhere  does  this  fact  become 
plainer  than  in  Dr.  Young’s  article  in  the  July,  1943, 
number  of  Surgery,  Gynecology  and  Obstetrics,  in 
which  he  reports  200  cases  of  prostatic  enlargement 
which  had  previously  been  operated  upon  by  the 
transurethral  route.  Thirty  of  them  proved  to  be 
cancerous,  26  of  which  were  too  far  advanced  for 
radical  surgery. 

The  development  of  instruments  for  transurethral 
prostatic  surgery,  such  as  the  “punch”  instrument, 
which  was  originally  devised  by  Dr.  Young  and 


which  has  been  greatly  enlarged  upon  by  Caulk, 
McCarthy,  Braasch  and  others,  has  given  impetus  to 
many  procedures  attempting  to  supplant  surgery. 
Dr.  Young  has  recently  warned  that  such  instru- 
ments were  devised  for  a specific  purpose  and  that 
they  were  not  intended  to  replace  and  can  not 
adequately  replace  a well  regulated  surgical  proce- 
dure for  large  benign  enlargements  of  the  prostatic 
gland  and  for  cancerous  lesions.  “As  the  years  have 
passed,”  he  says,  “my  feeling  of  paternal  pride  in  the 
widespread  use  of  transurethral  resection  has  given 
way  to  a realization  that  the  enthusiasm  displayed 
for  this  type  of  surgery  upon  the  obstructive  pros- 
tate has  gone  too  far;  that  the  transurethral  opera- 
tion is  not  entirely  free  from  danger;  that  the  post- 
operative period  is  not  so  brief  as  is  often  asserted 
. . .”  He  writes  further,  referring  to  incomplete 

prostatic  surgery,  “Such  types  of  surgery  are  inde- 
fensible.” This  word  of  warning  coming  from  the 
originator  of  these  instruments  should  now  be 
heeded. 

The  reduction  of  shock  and,  eventually,  of  the 
operative  mortality  of  prostatic  surgery  has  been 
one  of  Dr.  Young’s  outstanding  contributions. 
Whereas  the  mortality  of  prostatic  surgery  was  40 
per  cent  three  or  four  decades  ago,  it  is  now  around 
1 to  2 per  cent.  This  has  been  accomplished  by  the 
careful  preparation  of  prostatic  cases  for  operation. 
Where  risks  have  been  great,  he  has  reduced  the 
risks  by  proper  preoperative  treatment  of  drainage 
of  the  bladder  and  improvement  of  the  renal  and 
cardiac  function;  so  that  the  chances  of  recovery 
from  prostatic  surgery  should  be  as  great  as  from 
any  major  surgical  procedure. 

Dr.  Young’s  contribution  to  our  Journal  is  an 
exemplification  of  the  efforts  of  a thoughtful  scien- 
tist who  by  his  sympathy  for  humanity  through  a 
through  understanding  of  his  fellowmen  has  given 
freely  of  his  best  that  man  may  be  spared  some  of 
the  discomforts  of  old  age  and  face  the  higher 
brackets  of  his  decades  with  fortitude  and  much 
pleasure. 
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Qince  1937  the  sulfonamide  drugs  have  been  em- 
^ ployed  with  success  in  the  treatment  of  an 
increasing  number  of  ocular  infections  and  an  ex- 
tensive literature  has  already  accumulated  in  the  few 
years  since  their  introduction.  In  the  present  review 
the  writer  has  attempted  to  summarize  the  signifi- 
cant literature  and  to  evaluate  in  the  light  of  avail- 
able laboratory  studies  and  personal  experience  the 
sometimes  conflicting  clinical  results  reported. 

SULFONAMIDE  COMPOUNDS  AVAILABLE  FOR  CLINICAL 
USE 

Since  the  introduction  of  the  original  prontosil 
by  Domagk  in  1935,  a large  number  of  related  com- 
pounds have  been  tested  experimentally  but  only  a 
few  have  been  found  suitable  for  clinical  use.  In  the 
United  States  only  azosulfamide  (neoprontosil), 
sulfanilamide,  sulfapyridine,  sulfathiazole,  and  sulfa- 
diazine have  come  into  general  use  in  the  treatment 
of  eye  infections.  Of  these  azosulfamide  and  sulfa- 
pyridine have  now  been  virtually  discarded,  the 
former  because  it  is  believed  to  have  no  action  other 
than  that  conveyed  by  its  sulfanilamide  content,  and 
the  latter  because  of  its  relatively  high  toxicity.  Of 
the  remaining  three  drugs,  sulfanilamide,  sulfathia- 
zole, and  sulfadiazine,  the  first  has  the  advantage  of 
greater  solubility  which  contributes  to  its  better 
distribution  throughout  the  ocular  tissues;  it  has  the 
disadvantage,  however,  of  a comparatively  high 
toxicity  and  of  being  relatively  inactive  against  such 
organisms  as  the  pneumococcus  and  the  staphylo- 
coccus. Of  the  latter  two,  sulfadiazine  appears  to 
have  a slight  advantage  over  sulfathiazole  for  oral 
use  by  virtue  of  its  lower  toxicity  and  is  now  con- 


sidered the  drug  of  choice  in  most  general  infec- 
tions.2 For  local  use  sulfathiazole  would  seem  to  be 
the  preferred  drug  on  the  basis  of  its  higher  in  vitro 
activity. 


It  seems  very  probable  that  topical  application  of 
the  sulfonamides  will  supplant  in  large  part  their 
oral  use  in  ophthalmology.  This  will  permit  the 
employment  of  locally  active  drags  whose  toxicity 
precludes  their  oral  use.  It  is  also  very  probable  that 
less  toxic  and  more  effective  compounds  will  be 
introduced  from  time  to  time.  Full  chemical  and 
pharmacologic  data  on  the  sulfonamide  compounds 
are  available  in  general  reviews  such  as  that  of 
Schnitker.3 


THE  DISTRIBUTION  OF  THE  SULFONAMIDE  DRUGS  IN  THE 
OCULAR  TISSUES 


It  is  naturally  of  fundamental  importance  to  know 
the  concentration  in  the  tissues  of  the  eye  of  the 
various  sulfonamide  drugs  obtainable  by  oral  and 
topical  medication.  Very  little  is  known  concerning 
the  concentration  in  the  human  eye  but  the  animal 
experiments  of  Bellows  and  Chinn,4  Scheie  and 
Sonders,5  Liebman  and  Newman,6  Mengel,7  Pink- 
hof,8  P’an,9  and  Gallardo  and  Thompson10  are  in 
general  agreement  that  sulfathiazole  and  to  a lesser 
degree  sulfadiazine,  penetrate  the  intraocular  tissues 
in  lower  concentrations  than  sulfanilamide  or  sulfa- 
pyridine, but  that  inflammation  and  paracentesis 
facilitate  this  penetration. 

The  data  of  Scheie  and  Sonders5  is  of  particular 
interest  in  that  the  blood  and  aqueous  levels  of 
sulfanilamide,  sulfapyridine,  sulfathiazole,  and  sulfa- 
diazine in  the  cat  are  compared.  Thus,  twenty-four 
hours  after  ingestion  of  single  doses  of  the  drugs,: 
the  primary  aqueous  showed  78.7%  of  the  blood 
level  for  sulfanilamide,  81.4%  for  sulfapyridine, 
18.4%  for  sulfathiazole,  and  75.0%  for  sulfadiazine. 


Presented  at  19th  Clinical  Congress  September  28,  29,  1943 
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Sulfathiazole  was  even  held  back  in  the  secondary 
aqueous,  reaching  only  59.2%  of  the  blood  level, 
whereas  the  concentration  of  sulfadiazine  in  the 
secondary  aqueous  reached  80.3%.  Although  one 
must  be  cautious  in  applying  data  derived  from 
animals  to  human  cases  it  would  seem  justifiable  on 
the  basis  of  this  evidence  to  use  sulfadiazine  in 
preference  to  sulfathiazole  in  intraocular  infections. 

METHODS  OF  ADMINISTRACTION 

Eye  infections  rarely  if  ever  require  intravenous 
or  subcutaneous  administraction  of  the  sulfonamide 
drugs.  Oral  therapy  remains  the  standard  method 
of  administration,  the  usual  dosage  being  such  as  to 
maintain  a blood  concentration  of  5-10  mg.  %.  For 
staphylococcic  infections  it  is  desirable  to  maintain 
a concentration  of  at  least  10  mg.  % because  of  the 
relatively  high  resistance  of  this  organism.  The 
dosage  required  to  maintain  the  5-10  mg.  % level 
averages  about  0.1  gm.  per  Kg.  body  weight  given 
in  divided  doses  every  4 to  6 hours.  A simple 
method,  advocated  by  Long,11  is  to  give  an  initial 
adult  dosage  of  4.0  gm.,  then  maintenance  doses  of 
1 .0  gm.  every  4 hours  for  the  first  24  hours,  and  then 
doses  of  1 .0  gm.  every  6 hours,  modifying  this 
dosage  according  to  blood  level  determination. 

The  sulfonamides  can  be  used  locally  in  solution, 
powder,  ointment,  or  emulsion  form.  Sulfanilamide 
is  used  in  an  0.8%  concentration  in  normal  salt 
solution  while  sulfathiazole  and  sulfadiazine,  because 
of  their  low  solubility,  are  employed  in  5%  con- 
centrations (isotonic)  of  their  sodium  salts.  The 
alkalinity  of  the  sodium  salts  may  produce  slight 
conjunctival  irrigation.  Sulfanilamide  and  sulfadia- 
zine powder  are  well  tolerated  in  the  conjunctival 
sac.  Sulfathiazole  crystals,  unless  broken  up  and 
sifted  through  fine  mesh,  are  somewhat  irritating 
but  the  new  microcrystal  preparation12  should  be 
much  less  so.  The  ointments  are  well  tolerated  on 
the  lids  and  in  the  conjunctival  sac  and  are  generally 
employed  in  5%  strength  although  lower  concen- 
trations have  often  proved  effective  and  higher  con- 
centrations can  be  used  without  irrigation  in  many 
patients.  Emulsions  and  jellies  have  the  advantage 
of  releasing  the  drug  more  rapidly  than  ointments. 

The  nature  of  the  ointment  or  emulsion  base  is  of 
considerable  importance,  particularly  for  lid  margin 
infections.  In  a recent  report  Pillsbury,  Wammock, 
j Livingood,  and  Nicholas13  describe  an  effective 
vehicle  for  use  on  the  skin  as  one  which  should  ( 1 ) 
retain  the  sulfonamide  in  a finely  divided  state  at 
. 


the  site  of  application  for  a reasonable  period,  (2) 
permit  close  contact  of  the  compound  with  the  site 
of  infection,  (3)  be  miscible  with  serous  and  puru- 
lent drainage,  (4)  not  form  an  impermeable  and 
inert  covering  under  which  bacteria  might  grow 
readily,  and  (5)  permit  easy  removal  of  bacteria 
contained  in  crusts  and  surface  debris.  They  state 
that  all-grease  basis,  such  as  petrolatum,  lanolin,  or 
simple  ointment  U.S.P.  are  effective  in  retaining  a 
medicament  at  the  site  of  application  but  may  not 
allow  intimate  contact  of  the  antiseptic  agent  with 
the  site  of  infection,  do  not  mix  readily  with 
exudate,  are  sometimes  removed  with  difficulty,  and 
probably  increase  the  growth  of  bacteria  under  the 
grease  film.  They  prefer  an  oil-in-water  emulsion 
type  of  base  in  which  the  sulfonamide  is  first  sus- 
pended or  dissolved  in  the  external  aqueous  phase, 
believing  that  it  offers  certain  advantages  including 
evenly  distributed  contact  with  the  site  of  the  infec- 
tion, a low  surface  tension,  ready  mixing  with 
exudate,  and  easy  removal  by  washing.  They  re- 
ported favorable  results  also  with  a stearate  vanish- 
ing type  of  base,  which  while  they  believed  it  to  be 
more  satisfactory  than  the  grease  type,  was  still 
inferior  to  the  emulsion  type.  Favorable  results  were 
obtained  with  both  these  types  in  the  treatment  of 
primary  superficial  skin  infections  of  pyogenic 
origin. 

Thygeson  and  Braley,14  in  a recent  report  on  the 
treatment  of  catarrhal  conjunctivitis,  found  that  a 
lanolin-petrolatum  base  allowed  longer  persistence 
of  sulfathiazole  in  the  conjunctival  sac  than  other 
bases.  For  use  on  the  conjunctive  where  rapid 
dilution  of  the  drug  with  tears  is  a factor  the  grease 
base  would  seem  to  have  this  important  advantage 
over  the  emulsion  or  jelly  type  of  base  but  for  the 
skin  of  the  lids  or  lid  margins  the  emulsion  type 
would  appear  to  be  more  valuable. 

Powder  can  be  used  best  in  hospitalized  corneal 
ulcer  cases  and  sulfadiazine  powder  would  seem  to 
be  preferred  at  present.  The  powder  is  dusted  or 
blown  by  a powder  blower  into  the  conjunctival 
sac  as  often  as  necessary,  usually  about  every  3 to  4 
hours.  Powder  is  the  most  effective  local  medication 
for  conjunctival  and  corneal  infections  but  un- 
fortunately is  not  practical  for  use  in  ambulant 
patients. 

Solutions  of  sulfanilamide,  sodium  sulfathiazole, 
and  sodium  sulfadiazine  have  been  employed  locally 
in  the  conjunctival  sac  but  the  rapid  dilution  and 
elimination  of  the  drug  by  the  tears  renders  ex- 
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tremely  frequent  instillations  necessary  for  any 
significant  therapeutic  results.  Since  the  sulfonamide 
drugs  have  a bacteriostatic  rather  than  bactericidal 
action,  a continuous  therapeutic  concentration  at 
the  site  of  the  lesion  is  a necessity. 

Local  sulfonamide  therapy  can  be  combined  with 
oral  therapy  in  severe  infections.  Recently  Boyd15 
and  Von  Sallman15  have  advocated  the  use  of  ionto- 
phoresis in  order  to  obtain  higher  concentrations 
of  the  sulfonamides  in  the  cornea,  aqueous,  and 
anterior  uvea  than  can  be  obtained  by  other  means. 
This  method,  in  which  a 5%  sodium  sulfathiazole 
or  preferably  a sodium  sulfadiazine  solution  is 
usually  employed,  has  been  used  with  success  in  the 
treatment  of  experimental  pyocyaneus  ulcer  of  the 
rabbit  and  in  a number  of  human  infections  in- 
cluding ulcers  and  endophthalmitis.  To  obtain 
maximum  effect  iontophoresis  is  best  employed  in 
conjunction  with  oral  and  local  powder  applications. 

TOXIC  MANIFESTATIONS  OF  THE  SULFONAMIDES 

According  to  Long11  the  only  contraindication  to 
the  use  of  the  sulfonamide  drugs  is  a previous  toxic 
reaction  to  one  of  them.  Before  the  oral  use  of  one 
of  the  drugs  is  instituted  the  patient  must  always  be 
asked  about  previous  experience  and  if  a history  of 
toxic  reaction  is  obtained  a small  test  of  the  drug 
(0.15—0.3  gm.)  can  be  given  and  the  patient  ob- 
served for  12  hours.  If  there  is  any  sign  of  toxicity 
it  is  best  to  employ  a different  sulfonamide  in  treat- 
ing the  case  as  cross  sensitivity  between  the  various 
compounds  is  unusual. 

When  sulfathiazole,  sulfapyridine,  or  sulfadiazine 
are  employed  the  urinary  output  should  be  kept  at 
a minimum  of  1000  c.c.  per  day  to  minimize  precipi- 
tation of  the  acetylated  drug  which  is  more  likely  to 
occur  in  concentrated  urines.  Renal  calculi  are  per- 
haps the  most  alarming  complication  which  can 
occur  with  these  preparations. 

Mild  toxic  reactions  from  the  sulfonamides,  as 
indicated  in  Table  1,  occur  frequently,  dangerous 
reactions  infrequently.  The  drugs  are  undoubtedly 
being  used  more  commonly  than  warranted  but 
when  definitely  indicated  they  should  be  employed 
without  hesitation.  As  advocated  by  Long,11 
patients  receiving  the  sulfonamides  should  be  seen 
every  day  and  symptoms  of  toxicity  noted.  The 
physician  should  examine  the  sclerae  carefully  for 
jaundice  and  the  conjunctivae  for  paleness  as  a sign 
of  anemia.  If  the  conjunctivae  are  pale  and  the 
sclerae  jaundiced,  a hemolytic  anemia  is  probably 


developing,  while  if  the  conjunctivae  are  not  pale 
the  jaundice  probably  results  from  liver  damage. 
Inquiry  as  to  the  development  of  a sore  throat 
should  be  made  since  the  occurrence  of  a sore  throat 
during  the  course  of  sulfonamide  therapy  may  indi- 
cate the  beginning  of  an  agranulocytosis.  The  skin 
should  be  examined  for  the  occurrence  of  a rash 
and  patients  should  be  warned  to  keep  out  of  the 
sun  during  the  period  of  therapy  to  avoid  a skin 
reaction  on  the  bases  of  photosensitization.  The 
temperature  should  be  taken  frequently  in  order  to 
detect  the  occurrence  of  drug  fever.  Laboratory 
checks  should  consist  of  blood  counts,  blood  level 
determinations,  and  urine  examinations.  If  severe 
toxic  reactions  occur  the  drug  should  be  discon- 
tinued and  fluids  forced. 


Table  i 

Toxic  Reactions  to  Sulfonamide  Drugs 
(Presbyterian  Hospital  Incidence)* 


a 

2 « 
N W 
< 


Nausea  

36 

60 

34 

2 

Vomiting  

1 1 

52 

22 

M 

Crystals  

0 

4-5 

17 

10 

Hematuria  

0 

5 

i-5 

1 

Dermatitis 

2 

2 

8.5 

3 

Fever  

H 

3 

8.5 

l-5 

Anemia  

7-5 

3-5 

2-5 

0 

Leukopenia  

°-5 

0.5 

0.5 

0 

Psychosis  

4 

4-5 

0 

0.5 

Cyanosis  

48 

8.0 

0 

0 

No  general  toxic  reactions  are  to  be  expected 
from  the  local  use  of  the  sulfonamides  but  local 
allergic  reactions  occur  not  infrequently.  Sensitiv- 
ity to  sulfathiazole  ointment  has  been  observed  in 
about  0.5%  of  our  cases  in  which  the  ointment  has 
been  used  continuously  over  a long  period. 

Except  for  local  allergic  reactions,  ocular  toxic 
manifestations  are  rare  and  not  serious.  Transitory 
myopia,17  retinal  hemorrhages,18  and  a single  case 
of  optic  neuritis,19  temporary  in  character,  have 
been  reported.  Haviland  and  Long20  described  6 
patients  with  an  episcleral  and  conjunctival  injec- 
tion restricted  in  the  main  to  the  exposed  portions 
of  the  bulbar  conjunctiva  in  a group  of  78  patients 
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treated  with  sulfathiazole.  In  4 of  the  6 patients  the 
lesion  occurred  in  the  conjunctiva  with  severe 
dermatitis.  The  reaction  disappeared  within  48 
hours  after  withdrawal  of  the  drug. 

O 

SUPPLEMENTARY  THERAPY 

The  action  of  the  sulfonamide  drugs  can  be  en- 
hanced by  specific  serotherapy,  a procedure  which 
has  been  followed  with  success  in  the  treatment  of 
the  pneumococcus  pneumonias  for  which  type  sera 
are  available.  Other  sera  which  might  be  used  in 
conjunction  with  the  sulfonamides  include  staphy- 
lococcus antitoxin,21  meningococcus  antiserum  or 
antitoxin,  gas  gangrene  antitoxin,  and  streptococcus 
antitoxin.  No  reports  are  as  yet  available  as  to  results 
obtained  with  this  type  of  combined  therapy  in 
ocular  infections  but  there  is  reason  to  believe  it 
would  be  useful  in  the  prophylaxis  and  treatment  of 
staphylococcic  or  pneumococcic  intraocular  in- 
fections. 

It  has  been  shown  experimentally,  both  in  vitro 
and  in  vivo,  that  the  bacteriostatic  action  of  the 
sulfonamides  is  enhanced  by  temperature  increase. 
Thus  sulfonamide  resistant  cases  of  urethral  gonor- 
rhea have  yielded  to  sulfonamides  plus  fever 
therapy.  There  would,  therefore,  seem  to  be  a 
definite  place  in  ophthalmology  for  combined  sul- 
fonamide and  fever  or  foreign  protein  therapy  in 
the  control  of  fulminating  infections  of  the  cornea 
or  inner  eye. 

The  in  vitro  action  of  the  sulfonamides  has  been 
markedly  increased  by  azochloramid22  and  by 
oxidizing  agents  such  as  urea  peroxide.22  It  is  pos- 
sible that  such  potentiation  of  local  sulfonamide 
action  may  prove  of  great  value  in  the  treatment  of 
external  ocular  infections  but  no  clinical  studies  are 
as  yet  available. 

CHEMOTHERAPY  OF  VIRUS  INFECTIONS  OF  THE  EYE 

As  is  now  well  known,  none  of  the  typical  viruses 
are  affected  by  any  of  the  sulfonamide  drugs.  1 here 
are,  however,  four  viruses  of  the  psittacosis-lympho- 
granuloma venereum  group,  a group  of  atypical 
viruses  forming  a connecting  link  between  the 
typical  large  viruses  and  the  Rickettsiae,  which  are 
sulfonamide-sensitive.  1 hree  of  these,  the  viruses  of 
trachoma,  inclusion  conjunctivitis,  and  lympho- 
granuloma venereum,  are  known  to  cause  signifi- 
cant ocular  lesions. 

Sulfonamide  Therapy  of  Trachoma.  Following 
the  initial  reports  of  Loe,24  Lian,2-1  Dik,2b  and  Kirk, 
McKelvie,  and  Hussein,27  a large  number  of  reports 


on  the  sulfonamide  therapy  of  trachoma  have  ap- 
peared. These  may  be  divided  into  three  main 
groups:  (1)  Those28  that  claim  a fair  percentage  of 
complete  and  permanent  cures  of  the  disease;  (2) 
those29  that  claim  marked  improvement  in  the 
disease  but  few  if  any  permanent  cures  without 
supplementary  therapy;  and  (3)  those30  that  claim 
little  if  any  effect  on  the  disease.  The  first  two 
groups  are  well  in  the  majority  and  there  can  be  no 
doubt  now  that  sulfanilamide  has  proved  to  be  a 
therapeutic  agent  of  great  value. 

T here  is  still  disagreement  as  to  the  action  of  the 
sulfanilamide  whether  on  the  virus  itself  or  on  a 
secondary  bacterial  infection.  The  writer  feels  cer- 
tain from  his  own  experience  with  bacteriologically 
controlled  uncomplicated  trachoma  that  the  action 
of  the  sulfonamide  is  directly  on  the  virus,  probably 
in  preventing  multiplication  rather  than  in  viricidal 
effect.  The  report  of  Julianelle  and  Smith31  indicates 
that  exposure  of  trachoma  varies  in  infected  tissues 
to  sulfanilamide  for  periods  up  to  5 hours  does  not 
remove  its  infective  capacity  for  monkeys.  This  is 
what  one  would  expect  from  a drug  which  is  known 
to  have  a bacteriostatic  rather  than  a bactericidal 
action.  The  findings  of  the  writer32  in  inclusion 
conjunctivitis,  which  is  an  entirely  analogus  virus 
disease,  are  of  intertest  in  that  the  virus  could  still 
be  demonstrated  by  baboon  inoculations  and  by  the 
finding  of  inclusion  bodies  during  the  first  2 to  3 
days  of  sulfonamide  therapy.  A treatment  time  of 
5 days  or  longer  was  required  to  effect  a cure. 

It  is  difficult  to  account  for  some  of  the  failures 
reported  but  in  any  attempt  to  do  so  the  reports 
should  be  analyzed  according  to  reliability  of  diag- 
nosis, type  of  sulfonamide  used,  adequacy  of  dosage, 
duration  of  treatment,  and  occurrence  of  secondary 
factors  in  the  production  of  inflammation,  espe- 
cially deficiency  of  tears,  secondary  infection, 
trichiasis,  and  xerosis. 

It  is  obvious  that  mistakes  in  the  diagnosis  of 
trachoma  are  still  being  made  in  spite  of  the  fact 
that  the  slit-lamp  and  corneal  microscope  have 
greatly  improved  the  reliability  of  diagnosis  through 
the  determination  of  incipient  pannus.  The  disease 
is  still  being  confused  with  certain  types  of  severe 
kerato-conjunctivitis  of  bacterial  origin,  with 
chronic  follicular  conjunctivitis,  with  ocular 
pemphigus,  with  old  vernal  catarrh  showing  radium 
cicatrization,  and  occasionally  with  the  kerato-con- 
junctivitis of  molluscum  contagiosum.  Furthermore 
the  great  majority  of  reports  do  not  discriminate 
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between  the  trachoma  itself  and  the  inflammation 
caused  by  the  secondary  factors  enumerated  above. 
It  is  not  yet  known  which  of  the  sulfonamide  drugs 
is  most  active  against  the  disease,  but  a guess  may  be 
hazarded  that  the  discrepancies  in  the  results  re- 
ported were  not  so  much  due  to  this  factor  as  to 
the  question  of  dosage  and  duration  of  treatment. 
Indeed  in  the  writer’s  opinion  inadequate  therapy 
can  be  held  responsible  for  most  of  the  failures  or 
recurrences  reported. 

The  seventy  cases  of  trachoma  which  have  been 
treated  at  the  Vanderbilt  Clinic  and  Institute  of 
Ophthalmology  form  a small  but  unique  series  in 
that  they  have  been  analyzed  completely  with  re- 
spect to  the  factors  outlined  above.  To  this  end  the 
trachoma  suspects  were  divided  into  four  groups: 
( i ) Those  that  had  all  the  clinical  signs  plus 
Halberstaedter-Prowazek  inclusions:  (2)  Those 

that  had  the  clinical  signs  but  in  which  no  inclusions 
were  found:  (3)  Those  that  were  probably 

trachoma  but  in  which  an  unequivocal  diagnosis 
could. not  be  made:  (4)  Those  that  had  either  con- 
junctival scarring  or  pannus  which  was  probably 
not  trachomatous  and  could  be  explained  on  the 
basis  of  pemphigus,  surgery,  radium  application, 
etc.  Sulfanilamide  therapy  has  been  extraordinarily 
successful  in  this  series  and  long  term  results  have 
more  than  borne  out  the  claims  made  in  the  pre- 
liminary report33  for  groups  (1),  (2),  and  (3)  on 
the  other  hand,  as  was  anticipated,  there  has  been 
no  improvement  in  any  of  the  cases  in  the  fourth 
group.  It  can  be  said  with  reasonable  certainty  that 
sulfonamide  therapy  rendered  inactive  all  cases  of 
active  trachoma  in  this  series  with  the  exception  of 
three  which  received  inadequate  treatment  because 
of  toxic  reactions.  Four  cases  have  shown  persistent 
conjunctival  inflammation  which  can  be  accounted 
for  on  the  bases  of  bacterial  infection,  tear  defi- 
ciency, or  trichiasis.  Repeated  epithelial  scrapings 
from  these  cases  have  failed  to  show  Halberstaedter- 
Prowazek  inclusion  bodies,  an  evidence  of  tracho- 
matous activity,  although  two  of  these  cases  showed 
them  prior  to  the  institution  of  sulfonamide  therapy. 
To  my  knowledge  there  have  at  the  time  of  writing 
been  no  recurrences  among  the  healed  cases,  most 
of  whom  have  been  followed  at  monthly  intervals 
for  a year  after  healing  and  at  3 or  6 month  intervals 
since  then. 

The  success  obtained  in  this  series  is  believed  to 
have  been  due  to  adequate  dosage  and  treatment 
time.  In  the  writer’s  opinion  no  set  dosage  or  treat- 


ment time  can  be  specified  for  trachoma  and  the 
treatment  schedules  outlined  by  Loe24  and  by  most 
other  reporters  are  inadequate.  In  the  Vanderbilt 
Clinic  series  the  cases  were  treated  until  the 
trachoma  was  belieevd  to  be  inactive  as  indicated  by 
the  condition  of  the  cornea.  Experience  has  shown 
that  the  disappearance  of  corneal  infiltrates  and, 
most  important  of  all,  the  disappearance  of  punctate 
fluorescein-staining  lesions  so  characteristic  of  active 
trachoma,  is  an  indication  that  treatment  can  safely 
be  discontinued,  irrespective  of  the  persistence  of 
conjunctival  or  limbal  follicles  which  sometimes 
require  many  weeks  to  absorb. 

The  importance  of  dosage  and  treatment  time  is 
well  illustrated  by  the  results  obtained  in  the  treat- 
ment of  18  additional  trachoma  cases  in  children  at 
Letchworth  Village,  a state  mental  institution  near 
New  York  City.  It  was  not  possible  to  treat  these 
cases  personally  or  to  obtain  blood  levels  and  low 
doses  of  sulfanilamide  (30-45  grains  daily)  were 
prescribed  for  a 14  day  period.  Marked  improve- 
ment was  obtained  in  every  case  but  permanent 
cures  required  one  or  more  additional  courses  of 
treatment  in  all  but  4 cases.  That  low  dosages  over 
a long  period  of  time  can  be  curative  was  illustrated 
bv  a case  of  Stage  III  trachoma  with  extensive  and 
progressive  pannus  which  healed  completely  and 
permanently  on  a daily  dosage  of  20  grains  of  sulfa- 
nilamide for  7 weeks.  In  general,  however,  it  appears 
to  be  advisable  to  maintain  a blood  level  of  at  least 
3 mg.  % 

In  view  of  his  experience  with  sulfanilamide  in  the 
treatment  of  trachoma  since  1938,  the  writer  feels 
that  the  drug  is  definitely  curative  in  uncomplicated 
trachoma  when  properly  administered  and  that  only 
in  trachoma  complicated  by  severe  secondary  infec- 
tion, particularly  of  the  lid  margin,  or  by  tear 
deficiency,  trichiasis,  etc.,  is  supplementary  treat- 
ment required.  Neoprontosil,  sulfapyridine,  sulfa- 
thiazole,  and  sulfadiazine  are  also  curative  but  there 
is  as  yet  incomplete  data  on  their  relative  values. 
Dr.  Polk  Richards,  Medical  Director  in  charge  of 
trachoma  activities  for  the  Indian  Service,  where 
experience  covers  more  than  4,000  sulfanilamide 
treated  cases,  is  of  the  opinion  that  sulfadiazine  is  at 
least  as  efficacious. 

Sulfonamide  therapy  of  inclusion  conjunctivitis. 
The  literature  on  the  sulfonamide  therapy  of  this 
virus  disease  is  more  uniform  as  to  results  obtained 
than  in  the  case  of  trachoma.  Favorable  results  have 
been  recorded  by  McKelvie,35  Thvgeson,36  Allen,37 
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gical  means  of  necessary,  would  appear  to  be  indi- 
cated in  such  cases. 

There  is  very  little  data  available  on  the  chemo- 
therapy of  ocular  infections  caused  by  streptococci 
of  the  anaerobic,  viridans,  or  non  hemolytic  va- 
rieties. According  to  Long,11  streptococcus  viridans 
infections  should  be  susceptible,  the  other  two  resist- 
ant. Catarrhal  conjunctivitis  probably  caused  by 
streptococcus  viridans  has  responded  to  5%  sulfa- 
thiazole  ointment,  according  to  Thygeson  and 
Braley.14 

Staphylococcic  infections  of  the  eye.  Staphylo- 
coccic infections  of  the  eye  are  probably  the  most 
frequent  as  well  as  the  most  important  of  all  ocular 
infections.  All  parts  of  the  eye  and  adnexa  are 
attacked,  but  blepharitis,  conjunctivitis,  and  mar- 
ginal corneal  ulcers  are  the  most  frequent  infections. 
It  is  unforunate  that  the  organism,  as  compared  with 
the  gonococcus  and  hemolytic  streptococcus,  is 
relatively  resistant  to  the  sulfonamide  drugs.  Sulfa- 
thiazole  is  the  preferred  drug  and  high  blood  con- 
centrations are  required  for  effective  therapy. 
Topical  application  has  proved  of  value  for  the 
external  infections,  notably  blepharitis  and  con- 
junctivitis. 

Guyton  and  Woods49  have  reported  seven  in- 
stances of  staphylococcic  panophthalmitis.  Of 
these,  all  responded  well  to  sulfonamide  therapy 
except  two  of  the  three  treated  with  sulfanilamide. 
At  the  Institute  of  Ophthalmology  there  have  been 
seven  cases  of  staphylococcic  intraocular  infection; 
four  responded  satisfactorily  to  sulfonamide  ther- 
apy, two  slowly,  and  one  not  at  all.  I hese  results 
are  encouraging  but  not  completely  satisfactory. 
The  use  of  sulfathiazole  or  sulfadiazine  iontophoresis 
as  suggested  by  Boyd15  and  von  Sallman,16  com- 
bined with  adequate  oral  therapy  plus  powder 
locally  should  give  maximum  chemotherapeutic 
effect.  Additional  supplementary  therapy  could  in- 
clude staphylococcus  anti-toxin  and  foreign  protein 
or  fever  therapy. 

The  writer55  has  reported  favorable  results  in  the 
treatment  of  staphylococcic  blepharitis  with  5% 
sulfathiazole  ointment.  Cases  of  recent  onset  or 
without  deep  involvement  of  the  Meibomian  glands 
responded  more  readily  than  those  of  long  duration. 
For  best  results  the  medication  had  to  be  used  4 to 
6 times  daily  and  had  to  be  combined  with  other 
measures,  including  epilation  of  infected  cilia,  ex- 
pression of  the  Meibomian  glands,  and  staphylo- 
coccus toxoid.  Staphylococcic  impetigo  and  infec- 


tious eczema  of  the  lids  responded  rapidly  and  com- 
pletely to  5%  sulfathiazole  ointment. 

With  Braley  the  writer14  reported  favorable  re- 
sults in  the  treatment  of  acute  staphylococcic  con- 
junctivitis with  5%  sulfathiazole  ointment.  Chronic 
staphylococcic  conjunctivitis  responded  more 
slowly  and  necessitated  thorough  treatment  of  the 
lid  margins  even  in  the  absence  of  obvious  blepha- 
ritis. As  has  been  pointed  out  by  a number  of  ob- 
servers, lid  margin  infection  is  responsible  for  the 
chronicity  of  staphylococcic  conjunctivitis  and 
conjunctival  treatment  alone  will  not  effect  a cure. 

Guyton  and  Woods49  reported  two  staphylo- 
coccic infections  of  the  lids  treated  by  oral  sulfa- 
pyridine  which  healed  slowly.  The  writer  has 
found  oral  sulfathiazole  of  little  value  in  lid  margin 
infections  but  sulfathiazole  ointment  has  proved  of 
value  in  the  management  of  recurrent  hordeola. 

Staphylococcic  corneal  ulcers  are  for  the  most 
part  a complication  of  blepharo-conjunctivitis  or 
conjunctivitis  and  have  responded  reasonably  well 
to  local  sulfonamide  therapy.  In  the  writer’s  expe- 
rience with  42  cases,  sulfadiazine  powder  used  every 
3 to  4 hours  in  the  conjunctival  sac  has  proved  to  be 
superior  to  either  sulfathiazole  or  sulfadiazine  in 
ointment  form.  To  prevent  recurrences  the  pre- 
existing conjunctivitis  or  blepharitis  must  be  elim- 
inated. 

The  report  of  Moore,  Gardner,  Bell  and  Tannen- 
baum  ’6  describes  a case  of  cavernous  sinus  thrombo- 
phlebitis of  staphlococcic  origin  cured  by  sulfathia- 
zole. Concentrations  ranging  from  25  to  33  mg.  % 
were  maintained  during  the  six  day  critical  period 
of  the  disease.  The  authors  considered  the  high  con- 
centration  of  the  drug  responsible  for  the  favorable 
outcome. 

Pnenmococcic  infections.  In  their  review  Guyton 
and  Woods49  record  only  three  pneumococcic  in- 
fections, one  a purulent  conjunctivitis  which  healed 
rapidly  with  sulfapyridine,  and  two  corneal  ulcers 
which  gave  a doubtful  response  to  sulfapyridine  and 
required  supplemenatry  local  treatment.  Johnstone57 
on  the  other  hand  reported  favorable  results  in  41 
cases  in  which  sulfapyridine  powder  was  used 
locally;  in  most  instances,  however,  he  also  em- 
ployed cauterization.  Others  who  report  favorable 
results  include  Szenegh58  who  used  sulfapyridine  by 
mouth,  Rosengren59  who  successfully  treated  6 
cases  with  sulfapyridine,  and  Roggenkampfer60  who 
employed  sulfanilamide  only  as  an  auxiliary  measure. 
Chamberlain01  reported  five  cases  in  which  sulfa- 
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pyridine  by  mouth  failed  to  give  unquestionable 
results.  Of  three  pneumococcic  ulcers  treated  with 
sulfapyridine  at  the  Institute  of  Ophthalmology,  two 
healed  readily  and  one  improved  greatly  but  re- 
quired supplementary  therapy.  One  treated  with 
sulfanilamide  did  not  improve. 

The  failure  of  oral  sulfapyridine  to  influence 
pneumococcic  ulcers  satisfactorily  was  also  shown 
in  the  experimental  ulcers  produced  by  Chamber- 
lain61  who  demonstrated  that  good  concentrations 
of  the  drug  were  present  in  the  cornea.  It  is  prob- 
able that  in  the  avascular  cornea  in  which  the 
prompt  leucocytic  reactions  of  vascular  tissues  are 
lacking,  high  concentrations  of  the  drug  are  re- 
quired. Oral  therapy  plus  local  therapy  in  the  form 
of  powder  would  seem  to  be  indicated.  For  ful- 
minating ulcers  supplementary  sulfathiazole  or 
sulfadiazine  iontophoresis  might  prove  of  great 
value. 

There  is  very  little  information  available  on  the 
chemotherapy  of  pneumococcic  panophthalmitis. 
The  one  Institute  of  Ophthalmology  case  was 
treated  with  sulfanilamide  prior  to  the  introduction 
of  sulfapyridine  and  failed  to  respond. 

Pneumococcic  conjunctivitis  is  benign  and  re- 
sponds to  simple  therapy  but  sulfathiazole  ointment 
is  believed  to  shorten  its  course  (Thygeson  and 
Braley).14  Healing  generally  requires  only  a few 
days  when  the  5%  ointment  is  used  4 to  6 times 
daily.  Guyton  and  Woods’  one  case  responded 
rapidly  to  oral  therapy  with  sulfapyridine  as  also  a 
case  with  type  XIX  pneumococcus  reported  by 
Millett.62 

Pyocyaneus  ulcer  and  panophthalmitis.  Pyocyan- 
eus  bacilli  (Pseudomonas  aeruginosa)  are  a cause 
of  fulminating  corneal  ulcers  and  may  rarely  cause 
panophthalmitis  and  Meibomitis.  Therapy  has  been 
extremely  unsatisfactory,  most  affected  eyes  being 
lost.  The  value  of  sulfapyridine  in  experimental 
pyocyaneus  ulcer  of  the  rabbit  was  shown  by  Jay.63 
More  recently  Robson  and  Scott64  reported  the 
effectiveness  of  sodium  sulfacetamide  used  locally 
in  the  experimental  ulcer  while  von  Sallman16  de- 
scribed even  more  favorable  results  when  sulfadia- 
zine iontophoresis  was  used  to  obtain  very  high 
corneal  concentrations  of  the  drug. 

Favorable  results  with  sulfapyridine  in  human 
pyocyaneus  ulcers  have  been  reported  by  Lepard,65 
and  Thygeson  and  Stone66  describing  the  successful 
use  of  sulfadiazine  orally  combined  with  sulfadia- 
zine powder.  In  view  of  the  favorable  results  re- 


corded in  the  experimental  infections,  early  diagnosis 
and  treatment  with  the  sulfonamides  would  seem  to 
be  clearly  indicated. 

Guyton  and  Woods49  reported  failure  in  the 
treatment  of  a case  of  pyocyaneus  panophthalmitis 
with  sulfanilamide  and  equally  unsatisfactory  re- 
sults were  obtained  with  oral  sulfathiazole  at  the 
Institute  of  Ophthalmology.  It  seems  obvious  that 
with  a fulminating  infection  of  this  type  good  re- 
sults can  be  expected  only  when  treatment  is  insti- 
tuted early  and  when  the  best  drug  is  chosen.  Sulfa- 
thiazole and  sulfadiazine  are  the  most  bacteriostatic  i 
members  of  the  group  but  penetrate  the  eye  only 
poorly.  For  both  ulcers  and  intraocular  infections 
with  this  organism  it  would  seem  desirable  to  obtain 
high  blood  concentrations  and  to  supplement  the 
oral  therapy  with  powder  in  the  conjunctival  sac, 
combined  with  iontophoresis  when  possible. 

H.  influenzae  injections.  Influenza  bacilli  are  a, 
cause  of  conjunctivitis,  dacryocystitis,  and  rarely 
orbital  cellulitis.  The  organism  is  known  to  be 
sensitive  to  the  sulfonamides  but  the  sensitivity  is 
low,  comparable  to  that  of  the  staphylococcus. 
Guyton  and  Woods49  reported  an  acute  dacryo- 
cystitis, a corneal  ulcer,  and  an  acute  purulent  con- 
junctivitis all  of  which  healed  rapidly  on  oral  sul- 
fonamide therapy.  In  the  experience  of  Thygeson 
and  Braley,11  H.  influenzae  conjunctivitis  has  re- 
sponded well  to  treatment  with  5%  sulfathiazole 
ointment. 


Diplobacillary  conjunctivitis  and  corneal  ulcera- 
tion. Thygeson  and  Braley,14  in  their  study  of! 
catarrhal  conjunctivitis,  found  that  both  the  Morax- 
Axenfeld  and  non  liquefying  types  of  diplobacilli 
responded  to  therapy  with  5%  sulfathiazole  oint- 
ment. 


Miscellaneous  bacterial  injections.  The  meningo- 
coccus is  a rare  cause  of  conjunctivitis  and  endo- 
phthalmitis and  is  highly  susceptible  to  sulfonamide 
therapy.  Guyton  and  Woods49  report  a case  of 
meningococcic  panophthalmitis  which  responded 
dramatically  to  sulfanilamide.  According  to  Long11 
the  preferred  drug  in  meningococcic  infection  is 
sulfanilamide.  Even  if  sulfathiazole  or  sulfadiazine 
should  prove  to  have  equal  or  slightly  greater  bac- 
teriostatic properties,  the  higher  intraocular  con- 
centrations obtainable  with  sulfanilamide  would  still 
make  this  drug  preferable  for  intraocular  infections 
with  this  organism. 

Colon  bacilli  and  related  organisms  which  may 
occasionally  cause  conjunctivitis  are  susceptible  to 
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Giddons  and  Howard,38  Lugossy,39  Braley,40  and 
Thygeson  and  Stone.41  Only  Lugossy  reported 
equivocal  results.  In  the  writer’s  experience  the 
disease  has  responded  rapidly  and  completely  to  oral 
sulfanilamide,  sulfathiazole,  or  sulfadiazine  and  per- 
manent cures  could  be  obtained  with  treatment  times 
as  short  as  a week. 

Thygeson  and  Stone41  reported  satisfactory  re- 
sults in  the  treatment  of  1 1 cases  of  inclusion 
blenorrhea  of  the  new-born  with  5%  sulfathiazole 
ointments  used  6 times  a day.  The  cases  healed 
almost  as  rapidly  as  those  receiving  oral  therapy. 
Local  treatment  was  not  as  successful  in  adult  cases, 
supplementary  oral  therapy  being  required  in  some 
instances.  This  difference  in  response  to  local 
therapy  may  be  related  to  differences  in  tear  func- 
tion: In  the  new-born  there  are  few  if  any  tears  to 
dilute  the  medication.  More  frequent  local  applica- 
tions of  the  sulfonamide  in  the  adult  cases  would 
seem  to  be  indicated. 

While  oral  therapy  in  inclusion  conjunctivitis  is 
eminently  successful  it  seems  unwise  in  a benign, 
self-limited  disease  to  subject  the  patient  to  even  the 
slight  risks  of  severe  toxic  reactions.  Local  therapy, 
combined  only  if  necessary  with  oral  therapy,  would 
therefore  seem  to  be  the  treatment  of  choice. 

Sulfonamide  therapy  of  lymphogranuloma  vene- 
reum. Infection  of  the  eye  with  lymphogranuloma 
venereum  virus  has  now  been  reported  by  a number 
of  investigators  and  may  appear  either  as  a primary 
lesion  or  as  a secondary  manifestation  of  previous 
genito-urinary  disease.  In  the  literature  there  are 
now  six  cases  of  severe  conjunctivitis  of  which  this 
virus  has  been  proved  to  be  the  cause.  Two  cases  are 
of  special  interest.  The  first,  a primary  ocular  infec- 
tion reported  by  Curtly  Curtly  and  Sanders,42  was  a 
kerato-conjunctivitis  of  six  years’  duration  simu- 
lating Parinaud’s  conjunctivitis.  Although  useful 
vision  was  lost  due  to  corneal  cicatrization,  sulfa- 
nilamide by  mouth  taken  irregularly  over  a period 
of  four  months  resulted  in  the  disappearance  of 
conjunctival  discharge  and  inflammatory  signs.  T he 
second  case,  an  accidental  infection  in  a laboratory 
worker,  reported  by  Oliphant,  Powell,  and  Perrin,43 
had  an  acute  conjunctivitis  which  failed  to  respond 
:o  the  usual  forms  of  therapy  but  healed  completely 
on  10  days’  treatment  with  sulfadiazine  in  a dosage 
of  3 gms.  daily.  A corneal  ulcer  believed  to  be  due 
to  the  virus  but  not  so  proved  was  reported  by 
Meyer  and  Reber44  to  have  healed  rapidly  on  sulfa- 
nilamide. 


There  are  now  a large  number  of  reports  on  the 
sulfonamide  treatment  of  the  venereal  manifesta- 
tions of  lymphogranuloma  venereum  and  the  major- 
ity claim  favorable  results.  Sulfanilamide  has  proved 
satisfactory  in  many  cases  but  sulfathiazole  and 
sulfadiazine  seem  to  be  the  preferred  compounds. 

CHEMOTHERAPY  OF  BACTERIAL  INFECTIONS  OF  THE  EYE 

The  sulfonamide  drugs  have  a wide  range  of 
activity  against  many  of  the  bacteria  causing  ocular 
infections.  This  action  varies  with  the  various  bac- 
teria, from  high  activity  against  the  beta  hemolytic 
streptococcus  to  low  activity  against  the  staphylo- 
coccus. For  chronic  infections  it  may  be  desirable 
to  test  the  infecting  organism  against  the  various 
sulfonamides  by  in  vitro  methods  in  order  to  choose 
the  most  active  drug.  For  acute  infections  it  is  wisest 
to  use  either  sulfathiazole  or  sulfadiazine  in  prefer- 
ence to  sulfanilamide  because  of  their  wider  range 
of  activity  and  lower  toxicity. 

Gonorrheal  ophthalmia.  Sulfonamide  therapy  has 
been  extraordinarily  successful  in  the  treatment  of 
gonococcic  infections.  The  now  extensive  literature 
indicates  that  clinical  and  bacteriological  cure  with- 
out complications  within  a week  is  to  be  expected 
from  adequately  treated  cases  which  are  seen  before 
ulceration  occurs.  Of  particular  interest  is  the  re- 
port of  Lewis45  who  treated  120  cases  with  three  of 
the  sulfonamides  and  compared  the  results  obtained 
with  those  of  50  cases  treated  prior  to  the  introduc- 
tion of  specific  chemotherapy.  Table  2 taken  from 
his  article  illustrates  clearly  the  superiority  of  sulfa- 
pyridine  and  sulfathiazole  over  sulfanilamide,  and  of 
chemotherapy  over  presulfonamide  therapy.  A simi- 
lar conclusion  as  to  the  superiority  of  sulfathiazole 
over  sulfanilamide  was  reached  by  Loong46  in  a 
study  of  40  cases.  The  five  cases  which  have  been 
treated  at  the  Institute  of  Ophthalomology,  four 
with  sulfanilamide  and  one  with  sulfathiazole,  all 
recovered  rapidly  and  without  complications. 

Local  treatment  has  been  tried  with  apparent  suc- 
cess by  Rein  and  Tibbetts47  and  by  Penneton.48 
The  former  investigators  used  sulfanilamide  solution 
for  irrigation  in  15  cases  which  healed  without  com- 
plication; the  latter  used  sulfanilamide  powder  with 
equally  good  results.  The  success  obtained  in  the 
treatment  of  catarrhal  conjunctivitis  by  topical 
application  of  the  sulfonamides  certainly  warrants 
further  exploration  of  this  method  in  all  types  of 
conjunctivitis  but  the  seriousness  of  gonococcal  in- 
fection more  than  justifies  the  slight  risks  entailed  in 
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oral  administration.  There  is  no  reason  why  oral 
therapy  cannot  be  combined  with  local  therapy  to 
advantage,  however,  and  for  this  purpose  sulfadia- 
zine is  probably  preferable  to  sulfathiazole  because 
it  is  better  tolerated,  both  locally  and  systemically. 
The  powder  can  be  used  in  the  conjunctival  sac 
without  significant  irritation.  The  0.8 % solution  of 
sulfanilamide  in  normal  saline  could  be  used  as  an 
irrigation  fluid  to  remove  exudate  during  the  first 
day  or  so  of  therapy  but  little  therapeutic  effect 
could  be  expected  from  it  unless  used  frequently 
because  of  its  rapid  dilution  by  tears.  It  would  seem 
wise  to  avoid  solutions  of  the  sodium  salts  of  sulfa- 
thiazole or  sulfadiazine  because  of  their  high  alka- 
linity and  possible  deleterious  effect  on  the  already 
potentially  damaged  corneal  epithelium  in  gonor- 
rheal ophthalmia,  although  this  danger,  in  the  writer’s 
opinion,  has  been  exaggerated. 


Table  2 


Gonococcic  Conjunctivitis  (P.  M.  Lewis45) 


Comparison  of  Results  With  and  Without 
Sulfonamides 
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The  results  obtained  in  ocular  gonorrhea  have 
seemed  substantially  superior  to  those  reported  for 
the  urethal  disease.  This  may  be  related  to  anatomi- 
cal considerations  which  make  chronic  ocular 
gonorrhea  a great  rarity.  No  cases  of  sulfonamide 
resistant  ocular  gonorrhea  have  as  yet  been  reported 
although  Guyton  and  Woods49  mention  two  cases 
that  were  resistant  to  sulfanilamide  but  cleared 
promptly  on  sulfapyridine.  It  has  thus  not  been 
necessary  to  employ  supplementary  foreign  protein 
or  fever  therapy  for  resistant  ocular  cases  as  has  been 
done  in  the  genito-urinary  disease,  but  it  is  well  to 
know  that  a potentially  effective  combination 
therapy  is  available. 


*Visual  damage  from  corneal  ulceration,  relapses  and  very 
slow  clinical  and  bacteriologic  cures  are  placed  under  this 
heading. 


At  present  sulfathiazole  appears  to  be  the  drug  of 
choice  in  the  treatment  of  the  urethral  disease  but  it 
is  possible  that  sulfadiazine  may  displace  it  since 
very  satisfactory  reports,  such  as  that  of  Parsons50 
giving  100%  cures  in  30  consecutive  cases,  are  ap- 
pearing. 

Streptococcic  injections  of  the  eye.  Beta  hemo- 
lytic streptococcic  infections  of  the  eye  include 
erysipelas  and  streptococcic  impetigo  of  the  lids, 
acute  and  chronic  dacryocystitis,  conjunctivitis, 
corneal  ulcers,  and  panophthalmitis  and  are  for  the 
most  part  severe  and  dangerous  in  character.  As  was 
to  have  been  expected  from  results  obtained  in 
streptococcic  infections  elsewhere  in  the  body,  most  ! 
ocular  infections  have  responded  readily  to  sulfona-  1 
mide  therapy.  In  their  review  on  the  sulfonamide  : 
compounds  in  ophthalmology,  Guyton  nad  Woods49  * 
describe  nine  cases  of  beta  hemolytic  streptococcus 
infection,  including  two  of  panophthalmitis,  five  of 
lids  or  orbit,  and  two  of  corneal  ulcers,  all  of  which 
responded  promptly.  Guyton51  previously  reported  t 
from  the  Wilmer  Institute  a case  of  purulent  endo-  1 
phthalmitis  (beta  hem.  strep.),  two  lid  infections, 
and  one  socket  infection  which  healed  rapidly  with 
sulfanilamide.  A purulent  panophthalmitis  following  1 
injury  necessitated  evisceration  in  spite  of  therapy. 
Jones52  reported  favorable  results  in  the  treatment  1 
of  streptococcic  orbital  cullulitis.  Swan  and  Allen53  1 
reported  three  cases  of  severe  pseudomembranous 
conjunctivitis  caused  by  hemolytic  streptococci 
which  responded  readily  to  sulfanilamide.  An  orbital 
cellulitis  of  mixed  streptococcic  and  pneumococcic  1 
etiology,  reported  by  Swigers,54  was  healed  by  11 
sulfanilamide.  t 

At  the  Institute  of  Ophthalmology,  beta  hemo- 
lytic streptococcus  infections  have  included  an:, 
erysipelas  of  the  lids,  an  acute  dacryocystitis,  two  [( 
cases  of  membranous  conjunctivitis,  six  of  catarrhal  , 
conjunctivitis,  and  one  central  corneal  ulcer.  All  , 
healed  rapidly  on  sulfonamide  therapy  except  one|fl 
severe  membranous  conjunctivitis  which  when  first 
seen  had  necrosed  corneae  and  extensive  conjuncti-  , 
val  destruction.  Sulfanilamide,  and  later  sulfadiazine,  Cf 
used  both  orally  and  locally,  failed  to  affect  the  „ 
course  of  the  disease  and  streptococci  persisted  in  , 
the  lesion  for  over  three  weeks.  The  organism  was 
a group  A type  25  streptococcus  which  was  sus-  ^ 
ceptible  to  the  sulfonamides  in  vitro.  The  failure  of 

I jj1! 

chemotherapy  is  believed  to  have  been  due  to  a 
possible  anti-sulfonamide  action  of  broken  down 
tissue  products.  Removal  of  necrotic  tissue,  by  sur- 
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sulfonamide  therapy,  powder  or  ointment  forms  of 
sulfathiazole  and  sulfadiazine  constituting  the  treat- 
ments of  choice. 

Bacteria  of  the  Proteus  group  are  a rare  cause  of 
conjunctivitis  and  are  also  sulfonamide-susceptible 
but  no  clinical  data  are  available  on  the  response  of 
ocular  infections.  One  case  at  the  Institute  of 
Ophthalmology  because  clinically  well  on  oral  sulfa- 
thiazole but  recurred.  Sulfathiazole  ointment  was 
then  applied  and  improved  but  did  not  cure  the 
condition. 

Friedlander  bacilli  (K.  pneumoniae)  may  be 
found  in  chronic  dacryocystitis  and  in  acute  ulcers. 
One  case  of  Meibomitis  in  which  the  organism  was 
found  in  the  glands  has  been  seen  at  the  Institute  of 
Ophthalmology.  The  organism  is  susceptible  to  the 
sulfonamides  and  sulfadiazine  appears  to  be  the  drug 
of  choice.  The  one  ulcer  observed  by  the  writer 
responded  well  to  oral  sulfadiazine  combined  with 
powder  locally.  In  fulminating  ulcers  sulfadiazine 
iontophoresis  would  be  of  value. 

CHEMOTHERAPY  OF  UVEITIS 

1 Sulfonamide  therapy  appears  to  be  of  little  or  no 
value  in  uveitis.  Guyton  and  Woods49  reported  fail- 
ure in  27  cases,  14  of  which  were  probably  gono- 
coccal. The  Institute  of  Ophthalmology  figures  list 
1 1 cases,  only  two  of  which  showed  significant 
improvement.  Two  cases  of  sympathetic  ophthalmia 
failed  to  improve  with  sulfadiazine  and  sulfathiazole 
in  spite  of  the  fact  that  favorable  results  had  been 
reported  by  Gamble.67 

RARE  INFECTIONS  SUSCEPTIBLE  TO  CHEMOTHERAPY 

C.  Welchii  panophthalmitis  following  perforating 
wounds  of  the  globe  is  a distinct  entity  and  has  been 
reported  from  many  parts  of  the  world.  1 he  organ- 
ism is  sulfonamide  sensitive,  though  to  a low  degree, 
but  since  all  eyes  affected  by  it  have  progressed  to 
enucleation  or  evisceration,  the  sulfonamides  should 
certainly  be  given  a trial.  According  to  Long,1 1 
sulfanilamide  is  the  drug  of  choice.  Oral  therapy 
combined  with  powder  locally  would  seem  to  be 
indicated.  C.  Welchii  antitoxin  could  well  be  used 
in  conjunction  with  these  procedures. 

Chancroid68  has  proved  unusually  responsive  to 
chemotherapy,  both  oral  and  local.  Eye  infections 
are  admittedly  rare  but  should  respond  equally  well 
to  the  sulfonamides. 

Actinomycosis69  involving  the  eyelids  or  orbit 
may  prove  to  be  amenable  to  sulfonamide  theiapy, 


according  to  a number  of  favorable  reports  which 
have  appeared  recently.  It  is  noteworthy  that  the 
conjunctivitis  secondary  to  streptothrix  concretions 
of  the  canaliculi  cleared  strikingly  in  two  cases  ob- 
served by  the  writer  on  the  administration  of  sulfa- 
nilamide and  sulfadiazine  although  permanent  cures 
were  not  obtained. 

INFECTIONS  PROBABLY  NOT  SUSCEPTIBLE  CO 
CHEMOTHERAPY 

Although  brucellosis,  tularemia,  and  pemphigus 
have  been  reported  as  being  susceptible  to  chemo- 
therapy, later  work  indicates  that  they  probably  are 
not.  A recent  report70  has  suggested  that  syphilitic 
interstitial  keratitis  is  responsive  to  sulfanilamide  but 
this  is  as  yet  unconfirmed  and  there  is  nothing  in 
previous  clinical  or  experimental  work  to  suggest 
that  the  Treponema  pallidum  is  susceptible  to  the 
sulfonamides.  Mooren’s  ulcer  probably  is  insuscep- 
tible; three  cases  at  the  Institute  of  Ophthalmology 
failed  to  respond  to  intensive  treatment,  Blaess71 
and  Szinegh,72  however,  reported  favorable  though 
not  curative  effects. 

DISCUSSION 

It  is  apparent  that  since  1938  the  sulfonamide 
drugs  have  revolutionized  the  therapy  of  a number 
of  ocular  infections  including  trachoma,  inclusion 
conjunctivitis,  lymphogranuloma  venereum,  gonor- 
rheal ophthalmia,  strepococcic  pseudo-membran- 
ous conjunctivitis,  pneumococcic,  pyocyaneus,  and 
streptococcic  ulcers,  erysipelas  and  impetigo  of  the 
lids,  and  staphylococcic  blepharo-conjunctivitis.  It 
is  to  be  expected  that  the  future  will  see  a great 
extension  of  sulfonamide  therapy  in  ophthalmology. 
The  promising  fields  appear  to  be  (1)  an  extension 
of  topical  application  of  the  drugs  in  order  to  avoid 
the  potential  toxic  reactions  incident  to  oral  therapy, 
( 2 ) the  use  of  inotophoresis  combined  with  oral  and 
topical  application  to  obtain  maximum  intraocular 
concentration  of  the  drug  in  corneal  ulcers,  endo- 
phthalmitis, and  panophthalmitis,  (3)  the  extension 
of  supplementary  aids  such  as  fever  or  shock  ther- 
apy, immunotherapy,  etc.,  and  (4)  potentiation  of 
local  sulfonamide  action  by  oxidizing  and  wetting 
agents. 

The  sodium  salts  of  sulfathiazole  and  sulfadiazine 
in  powder  form  have  been  employed  topically  in 
experimental  and  clinical  wound  infections  with 
success.  It  seems  very  probable  that  sodium  sulfa- 
thiazole or  sulfadiazine  powder,  in  spite  of  their 
alkalinity,  can  be  employed  in  corneal  ulcers  and  in 
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endophthalmitis.  These  salts  have  a distinct  advan- 
tage over  the  acids  in  their  markedly  greater  solu- 
bility which  allows  rapid  release  of  the  drugs. 
Although  frequent  applications  of  the  powders 
would  be  necessary,  it  is  very  probable  that  high 
corneal  and  intraocular  concentrations  would  be 
obtainable.  Although  there  is  no  evidence  to  indi- 
cate that  concentrations  of  the  sulfonamide  drugs 
beyond  a minimum  effective  level  further  retard 
bacterial  growth,  sulfonamide  inhibitors  such  as  one 
might  expect  to  find  in  corneal  ulcers  involving 
much  cell  destruction  can  be  neutralized  by  high 
drug  concentrations. 

As  judged  by  the  acculmulated  literature,  the 
most  common  errors  in  sulfonamide  therapy  of 
ocular  infections  are  the  use  of  oral  therapy  in  con- 
ditions which  are  of  such  minor  character  as  not  to 
warrant  the  risk  of  toxic  reactions  and  which  are 
better  controlled  by  local  therapy,  and  the  employ- 
ment of  inadequate  dosage  and  the  failure  to  treat 
for  a sufficient  period  of  time.  This  is  particularly 
applicable  to  trachoma  in  which  failure  to  obtain 
permanent  healing  is  in  the  writer’s  opinion  a matter 
of  inadequate  therapy.  Adequate  therapy  is  predi- 
cated on  the  use  of  the  most  effective  drug  in  thera- 
peutic concentration  maintained  at  the  site  of  the 
infection  for  a time  period  sufficient  to  achieve  com- 
plete eradication  of  the  infecting  agent. 

SUMMARY  AND  CONCLUSIONS 

Pertinent  literature  on  the  use  of  the  sulfonamide 
drugs  in  ophthalmology  is  analyzed  in  the  light  of 
the  writer’s  personal  experience  with  chemotherapy. 
It  is  concluded  that  sulfonamide  therapy  properly 
employed  should  lead  to  rapid  and  complete  healing- 
in  the  majority  of  ocular  infections  caused  by  the 
viruses  of  trachoma,  inclusion  conjunctivitis,  and 
lymphogranuloma,  and  by  the  gonococcus,  menin- 
gococcus, alpha  and  beta  hemolytic  streptococcus, 
staphylococcus  aureus,  pneumococcus,  influenza 
bacillus,  diplobacilus,  coliform  rods,  Friedlander’s 
bacillus,  and  pyocyaneus  bacillus.  Little  or  ques- 
tionable effect  is  to  be  expected  in  brucellosis  or 
tularemia  and  in  infections  due  to  non  hemolytic  or 
anaerobic  streptococci.  No  results  are  to  be  looked 
for  in  ocular  infections  such  as  ocular  pemphigus, 
sympathetic  ophthalmia,  tuberculosis,  symphilis, 
leprosy,  or  uveitis.  Because  of  the  occasional  occur- 
rence of  mild  or  severe  toxic  reactions,  oral  sulfona- 
mide therapy  should  not  be  used  for  minor  infec- 
tions and  should  be  replaced  by  local  therapy  when- 
ever possible. 
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The  word  psychosomatic  medicine,  I think,  is  best 
defined  as  a term  used  by  a group  of  workers 
interested  in  conditions  where  structural,  anatomi- 
cal, physiological  components  are  intimately  fused 
with  personality  determined  emotional  factors.  The 
first  diagram  is  an  attempt  to  view  the  field  of  medi- 


cine two  dimensionally,  arranged  in  a series  with 
structural  and  anatomical  conditions  at  one  extreme 
and  personality  determined  ones  at  the  other.  For 
example,  a broken  bone  or  skin  abrasion  is  at  one 
end  and  character  disorders  are  at  the  other.  Where 
conditions  one  speaks  of  as  structural  and  personal- 
ity determined  meet  is  indicated  in  the  center.  This 
we  may  speak  of  as  the  province  of  psychosomatic 
medicine.  Only  a few  of  the  conditions  that  the 
group  interested  in  this  field  are  working  on  are 
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listed  here.  For  example,  there  are  many  other 
“psychosomatic”  gastro-intestinal  conditions  than 
those  listed. 

Some  of  these  conditions  or  illnesses  are  better 
understood  than  others  because  they  are  chronic 
and  more  severe  forms  of  common,  almost  every 
day  behavior.  For  example,  chronic  states  of  gastro- 
intestinal or  cardiovascular  over-activity,  secondary 
to  anxiety,  are  understandable  in  their  physiological 
mechanisms.  We  often  do  not  know  why  the  patient 
is  so  anxious  or  why  the  anxiety  persists  or  why  in 
this  individual  the  manifestations  are  predominantly 
gastro-intestinal  but  we  know  what  happens  in  the 
organism  when  there  is  sympathetic  over-activity. 
And  anxiety  is  almost  a common  denominator  for 
many  of  the  conditions  in  the  province  of  psycho- 
somatic medicine.  All  these  conditions  require  a 
most  thorough  medical  workup  and  understanding. 
They  demand  a great  deal  of  time  and  much  interest 
on  the  part  of  the  physician  in  the  person  who  is  ill. 
Rather  than  speak  of  it  as  just  medicine  or  psycho- 
somatic medicine,  we  might  say  good  medicine. 

Good  medicine  was  practiced  by  Hippocrates 
and  probably  before  his  time.  Good  medicine  re- 
quires not  only  understanding  of  the  cross-sectional 
picture  we  see  when  a patient  is  in  our  office  but  of 
all  the  factors  that  have  had  an  influence  on  that 
person. 

In  the  second  diagram  we  have  tried  to  suggest 
some  of  these  factors.  First  there  are  hereditary 
factors  that  go  to  make  up  the  person  basically— that 
furnish  the  “stuff  he  is  made  of.”  After  conception, 

I environment  begins  to  affect  the  organism,  to  form 
him  physically  and  emotionally.  After  birth,  culture 
’and  society,  represented  by  the  nurses  and  parents, 
at  once  set  about  to  mould  the  child,  to  train  and 
educate  him.  The  endogenous  physical  growth  of 
the  individual  is  not  even.  In  our  diagram  it  has 
periods  of  speeding  up  and  slowing  down.  Puberty 
is  one  such  period  of  speeding  up.  Even  this  physical 
’growth  is  influenced  by  food  and  other  environ- 
mental factors,  and  it  is  given  meaning  by  society, 
for  example  the  growth  of  facial  hair  in  a boy.  How 
we  behave  when  we  are  ill— what  we  do— is  the  result 
of  all  this  moulding  or  “education.” 

Flexner,  in  his  biography  of  William  H.  Welch, 

' pointed  out  some  advantages  a family  doctor  in 
Welch’s  father’s  time  had  over  the  physician  prac- 
ticing in  the  urban  community  today.  He  describes 
how  the  senior  Welch  would  arrive  on  a call  and 
after  opening  the  front  door  announce  that  he  was 
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there.  He  would  then  go  into  the  living  room  and 
see  if  there  was  anything  new  or  interesting  to  read. 
Eventually  he  would  go  into  the  kitchen  and  get 
something  to  eat.  About  this  time  the  patient  was 
shouting  for  him  to  come  up  and  he  would  say  that 
he  would  be  along  in  a little  while.  It  might  be  two 
hours  before  he  went  upstairs  to  see  the  patient  and 
he  would  stay  upstairs  about  an  hour.  Wittingly  or 
unwittingly,  Dr.  Welch  in  this  way  could  not  help 
but  become  well  acquainted  with  the  total  situation 
the  patient  was  in  and  what  sort  of  a person  the 
patient  was.  Without  seeking  to,  he  would  know 
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what  sort  of  a home  the  patient  lived  in,  the  number 
of  persons  in  the  household  and  what  sort  of  people 
they  were,  how  the  children  behaved,  what  the  hus- 
band or  wife  and  in-laws  were  like.  He  would  get 
some  idea  of  their  position  in  the  community.  I 
imagine  that  he  knew  all  this  about  most  of  his 
patients.  Physicians  today  do  not  have  so  much  time 
and  many  do  not  have  this  interest.  Obtaining  these 
facts  is  often  omitted.  If  every  physician  would 
allow  15  to  20  minutes  just  to  take  the  complaint  in 
full,  general  medical  practice  would  be  immeasur- 
ably improved. 

I remember  doing  just  the  opposite  when  I was  a 
medical  student.  I recall  one  woman  in  particular. 
She  began  in  response  to  the  questions  “How  long 
have  you  been  ill?  How  long  have  your  symptoms 
been  present?”— “Well,  now,  I don’t  know  when  it 
started  but  it  was  the  day  that  Aunt  Carrie  came  to 
see  us.  As  she  was  getting  off  the  street  car  she 
stumbled  and  fell.”  Then  I interrupted  her  and  said, 
“Can’t  you  remember  the  date?”  All  I found  out 
was  the  date.  I never  found  out  what  effect,  if  any, 
it  had  upon  the  beginning  of  this  patient’s  illness 
that  Aunt  Carrie  was  to  arrive  and  that  when  she 
did  arrive  she  stumbled  and  fell  off  the  street  car— 
and  I never  found  out  what  happened  to  Aunt 
Carrie. 

Often  the  complaint  is  recorded  thus: 

1.  Loss  of  weight,  duration  three  months. 

2.  Evening  fever,  duration  one  month. 

3.  Nonproductive  cough,  duration  two  weeks. 

Or, 

1.  Palpitation  and  shortness  of  breath,  duration  six 
months. 

In  contrast  to  this  last  statement,  compare  it  with 
the  patient’s  own  words,  “My  chest  aches  all  the 
time.  Ady  heart  goes  as  if  I’m  going  to  die.  I can’t  lie 
down.  When  I’m  up  and  around  it’s  better.  The 
children  annoy  me.  I holler  at  them.  Ady  husband 
tries  to  keep  them  quiet  but  he’s  losing  his  patience. 
It’s  been  like  this  since  Janey  was  born.  I had  a hard 
time  and  the  doctor  said  not  to  have  any  more.  I’m 
sure  I must  have  heart  disease.”  The  complaint  in 
the  patient’s  own  words  tells  a great  deal  more  about 
the  patient  and  her  illness  than  the  abstracted,  non- 
personal summary. 

If  one  looks  at  the  conditions  we  have  listed  in 
the  province  of  psychosomatic  medicine  and  thinks 
about  the  other  conditions  that  belong  and  had  to  be 
omitted  because  of  lack  of  space,  we  find  that  most 


of  them  have  a common  denominator.  This,  as  we 
have  said,  is  the  presence  of  anxiety  and  emotional 
turmoil.  A simple  example  would  be  diarrhea  which 
is  so  often  present  when  one  is  emotionally  upset, 
pleasantly  or  unpleasantly. 

The  diarrhea  accompanying  such  an  upset  is 
usually  not  misunderstood,  i.e.  attributed  to  some 
food  or  gastro-intestinal  pathology.  But  when  it 
persists  we  commonly  think  there  must  be  some- 
thing wrong  with  the  gut  rather  than  that  there  is 
a persistence  of  the  emotional  stimulus.  Of  course 
the  picture  may  not  remain  this  simple.  With  diarrhea 
there  is  loss  of  fluids  and  changes  in  body  chem- 
istry, there  may  be  secondary  changes  in  the  in- 
testinal wall  and  invasion  by  microorganisms.  We 
believe  that  chronic  emotional  upsets  in  some  people 
contribute  or  precipitate  the  conditions  that  one 
sees  later  labeled  mucous  and  ulcerative  colitis. 
Physicians  argue  about  this.  Some  believe  that  from 
emotional  disturbances  causing  hypomotility  and 
diarrhea,  one  may  get  mucous  colitis  and  later 
ulcerative  colitis.  Other  physicians  feel  that  addi- 
tional factors,  cf.  infectious  agents,  must  come  into 
play  before  the  conditions  called  mucous  colitis  or 
ulcerative  colitis  appear.  It  is  rather  complicated  and 
there  may  be  a number  of  other  factors  in  addition 
to  the  emotional  ones. 

The  response  of  the  cardiovascular  system  to 
emotion  is  more  exactly  understood  and  is  generally 
simpler  because  it  is  a closed  system. 

The  third  figure  is  an  attempt  to  portray  some  of 
the  things  that  happen  when  a person  is  frightened. 
It  should,  of  course,  be  a movie.  This  is  a partly 
dismembered  individual.  The  eye  represents  all  or- 
gans of  perception.  Assume  it  sees  a large  yellow 
cat-like  animal  with  a thick  mane.  A part  of  the 
brain  records  this  and  almost  instantaneously  this 
animal  is  “perceived”  as  dangerous.  Again,  almost 
instantaneously  impulses  are  sent  to  brain  areas 
initiating  skeletal  motor  activity  and  influencing 
important  visceral  organs  such  as  the  heart  and 
adrenals,  all  for  the  purpose  of  fighting  or  escaping 
most  effectively.  What  happens  when  one  sees  a 
lion  is  that  the  motor  areas  tell  the  legs  to  go  as  fast 
as  they  can  and  remove  the  individual  from  the 
situation  and  the  sympathetics  step  on  the  accelera- 
tor and  give  the  heart  as  much  energy  as  is  needed 
to  help  the  legs  go  as  fast  as  possible.  Sometimes  one 
faints.  This  is  sometimes  as  efficient  a way  of  escap- 
ing as  running  and  certainly  more  efficient  for  most 
of  us  than  running  away  from  a lion. 
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In  the  world  in  which  we  live  there  aren’t  many 
lions  but  we  have  all  had  many  frightening  expe- 
riences. The  physiological  changes  we  experienced 
in  those  situations  we  come  to  connect  with  fear. 
They  make  a profound  effect  upon  us  when  we  are 
growing.  Often  we  were  unable  to  escape,  as  when 
we  were  taken  to  the  dentist  or  to  the  school  prin- 
cipal’s office.  We  understand  the  symptoms  when 
we  see  their  connection  with  something  frightening 
but  we  often  forget,  later,  the  connection  between 
palpitations  or  diarrhea  and  something  frightening. 
Preston1  illustrates  this  genesis  of  symptoms  rather 
nicely: 

You  can  put  a stone  on  the  edge  of  this  table  and  hit  it 
with  a hammer.  It  will  go  a certain  distance  in  a certain 
direction  and  stop.  If  you  bring  the  stone  back,  put  it  in  the 
same  place  and  hit  it  with  the  hammer  in  exactly  the  same 
w'ay,  it  will  again  go  to  the  same  place  and  stop.  If,  on  the 
other  hand,  you  put  a small  boy  on  the  table  and  hit  him 
with  a hammer,  he  will  go  somewhere  but  you  can  never  do 
the  same  tiling  to  that  small  boy  again.  Hitting  him  with  a 
hammer  changed  him  into  another  small  boy.  First  he  is 
“small  boy”  and  then  he  is  “small  boy  hit  with  a hammer. 
“Small  boy  hit  with  a hammer”  is  a good  person  to  know 
psychiatrically.  He  can  help  you  find  your  way  around,  and 
if  you  don’t  know  him  you  may  get  lost.  One  of  the  import- 
ant things  about  him  is  that  he  has  developed  ideas  about 
hammers  and  people  who  have  hammers.  He  may  have  ideas 
about  tables  because  he  was  sitting  on  one  when  he  was 
hurt.  If  you  have  on  spectacles  or  a red  necktie  when  you 


hit  him,  he  may  even  have  ideas  about  spectacles  or  red  neck- 
ties. He  may  “forget”  these  ideas  and  go  on  living  until  some- 
time he  finds  himself  on  an  examining  table  being  looked 
over  by  a doctor  with  spectacles  and  a red  necktie.  This 
might  make  him  remember  being  hurt,  or  it  might  only  make 
him  more  afraid  than  there  seemed  any  “sense”  in  being.  It 
does  not  matter  what  you  call  the  difference  between  “small 
boy”  and  “small  boy  hit  with  a hammer;”  you  can  call  this 
difference  “idea”  or  “attitude”  or  “complex”  or  the  “effects 
of  his  unconscious”  or  “conditioned  reflexes.”  The  simple 
fact  is  that  something  happened  which  hurt  and  the  hurt 
changed  the  person. 

In  general  clinical  practice  with  adults  the  causes 
of  these  earlier  experiences  have  been  long  forgot- 
ten. With  children  this  occurs  also  and  even  their 
parents  generally  forget  and  are  puzzled  why 
Johnny  is  afraid  of  men  in  white  coats.  As  children 
we  think  of  this  as  fear,  but  when  we  are  older  we 
do  not  say  that  we  are  afraid  any  more  but  that  we 
have  heart  trouble,  something  is  wrong  with  our 
heart  or  when  our  gastrointestinal  system  is  being 
overactive  we  might  say  that  we  have  stomach 
trouble. 

The  following  is  an  example  of  one  patient  who 
felt  just  that  way.2 

Mr.  H.  R.,  an  inventor  and  manufacturer,  41 
years  of  age,  has  always  enjoyed  good  health.  One 
afternoon  while  at  work  he  felt  faint,  had  a sense  of 
constriction  and  pain  under  the  sternum  and  noted 
that  his  heart  was  beating  very  rapidly.  He  was 
frightened  and  thought  something  must  be  wrong 
with  his  heart.  He  went  home,  lay  down  and  sub- 
sequently felt  better  and  decided  that  he  had  prob- 
ably eaten  something  which  disagreed  with  him.  A 
few  evenings  later  he  woke  up  with  the  same  feel- 
ing, was  quite  frightened  and  called  his  phvsician 
who  went  over  him  carefully  but  found  nothing- 
remarkable  except  a fast  pulse  and  elevated  blood 
pressure.  The  patient  said  that  he  must  have  heart 
disease.  The  physician  said  that  he  found  no  evi- 
dence for  such  a diagnosis  but  suggested  that  an 
appointment  be  made  with  a cardiologist  and  the 
question  gone  into  thoroughly.  This  was  done  and 
no  evidence  of  heart  disease  was  found.  The  patient 
had  other  such  attacks.  Repeated  examinations  were 
negative.  Because  his  physician  thought  emotional 
factors  might  cause  such  a reaction,  the  patient  was 
referred  to  a psychiatrist. 

A carefully  taken  personal  history  revealed  that 
the  patient  had  always  been  upset  at  times  of  stress. 
Before  an  examination  in  school  or  before  an 
athletic  contest  he  had  felt  tense  and  faint  and  could 
not  eat.  At  the  present  time  there  seemed  to  be  two 
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main  topics  of  concern:  (i)  He  would  have  to 
appear  in  court  because  his  father’s  will  had  been 
contested.  When  he  thought  of  going  into  court  his 
knees  felt  weak  and  he  broke  out  into  perspiration, 
his  throat  was  dry,  and  his  voice  failed  him.  (2)  A 
recent  invention  of  his  was  about  to  be  put  on  the 
market  against  his  better  judgment.  Buyers  were  ex- 
pected to  visit  him  on  the  afternoon  he  had  his  first 
symptoms. 

What  does  one  do  about  treatment?  One  tries  to 
gain  an  idea  of  the  whole  person  and  the  situation 
that  the  person  is  in,  not  only  the  immediate  situa- 
tion but  as  much  of  the  total  situation  as  possible. 
Mr.  H.  R.  had  been  thoroughly  examined  by  com- 
petent internists  and  by  a cardiologist  and  one  could 
start  with  the  assumption  that  his  heart  and  bodily 
organs  were  sound,  that  something  other  than,  say, 
vascular  damage  or  disease  had  caused  the  palpita- 
tions, increased  heart  rate  and  high  blood  pressure. 
The  history  revealed  that  the  patient  had  always 
been  upset  at  times  of  stress.  In  school,  before  a 
football  game,  he  felt  tense  and  anxious.  This  led  to 
a discussion  of  how  people  feel  and  behave  when 
they  are  anxious.  Because  he  was  intelligently  inter- 
ested, and  because  it  was  felt  that  he  would  not 
misinterpret  the  new  information  about  himself,  but 
be  reassured  by  some  knowledge  of  how  he  func- 
tioned, a simple  description  of  the  relationship 
between  the  heart  and  the  sympathetic  system  was 
given  to  this  patient.  It  was  suggested  that  his  rapid 
heart  rate  at  times  when  he  was  tense  was  evidence 
of  a healthy,  properly  functioning  vascular  system. 
The  good  results  with  this  patient  were  due  to 
several  factors.  The  condition,  which  was  not  very 
complicated,  was  recognized  and  treated  early. 
There  was  little  time  for  secondary  and  tertiary 
symptoms  to  form,  to  be  discussed  with  well  mean- 
ing friends  and  relatives,  and  to  be  elaborated  upon. 
He  had  been  taken  seriously  by  his  physicians  who 
appreciated  the  type  of  person  he  was  and  the  situa- 
tion in  which  he  found  himself.  He  was  only  seen  a 
few  times  and  only  the  presenting  problem  was 
treated,  but  it  was  treated  taking  into  consideration 
what  sort  of  a person  the  patient  was. 

As  I have  said,  conditions  like  mucous  colitis  are 
usually  more  complicated.  Also  these  patients  come 
much  later  to  the  physician.  In  general  these  indi- 
viduals are  much  more  rigid,  less  flexible,  and  can- 
not readily  change  their  ideas  or  accept  new  ones. 
Many  of  them  have  been  mistreated  for  years:  they 
have  been  given  many  diagnoses  by  various  doctors 
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which  their  families  and  friends  have  elaborated 
upon  and  discussed  with  them. 

I he  fourth  diagram  represents  treatment,  or 
rather  what  one’s  goal  may  be  in  understanding  and 
treating  a person.  On  the  left  are  the  inherited 
traits  given  to  the  future  individual  at  conception. 
At  once  environment  begins  to  mould  and  alter  the 
individual,  for  nine  months  before  birth.  For  the 
child  environment  means  mainly  the  home  and 
school  and  neighborhood.  The  environment  generally 
grows  larger  as  he  grows,  and  grows  more  import- 
ant for  the  understanding  of  his  behaving.  Here  at 
the  right,  at  a point  in  his  growth,  or  living,  our 
hypothetical  individual  becomes  “ill.”  He  calls  upon 
us  to  give  him  something  for  his  sleeplessness,  palpi- 
tation or  the  symptoms  which  he  wants  relieved. 
Generally  one  can  give  a person  considerable 
symptomatic  help  without  much  knowledge  of  his 
individuality.  For  example,  from  our  general  knowl- 
edge about  the  relief  of  head  pain  we  can  prescribe 
for  headache.  But  we  can’t  go  much  further  with- 
out knowing  the  individual.  Some  conditions,  for 
example  a broken  bone,  may  require  little  more 
knowledge  of  the  individual  than  what  sort  of  femur 
he  has  and  how  he  broke  it.  But  even  here  treatment 
is  often  influenced  by  what  sort  of  a person  he  is, 
what  he  does,  etc.  To  treat  successfully  many  other 
conditions  requires  a much  wider  field  of  inquiry. 
One  tries  to  find  out  what  sort  of  material  the 
patient  is  actually  made  of.  What  is  his  heredity? 
We  try  to  find  out  as  much  as  possible  about  his 
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development:  about  his  home,  what  environment  he 
was  exposed  to  during  infancy,  adolescence  and 
maturity.  That  is  about  all  that  you  can  leam  about 
the  average  patient.  Instead  of  “complete”  on  the 
diagram  I think  it  would  be  better  to  say  “ideal” 
because  complete  suggests  that  one  learns  all  these 
things  while  generally  one  does  not.  Complete 
would  mean  that  we  have  full  knowledge  about  the 
person  and  what  his  environment  was  and  meant  to 
him  from  conception  on.  Generally  little  is  obtained 
about  the  period  from  shortly  after  birth  until 
adolescence,  the  most  important  “formative  years.” 
It  is  only  with  the  rare  adult  that  we  have  the  time 
and  patience— if  the  patient  has  the  interest  and 
intelligence— to  find  out  more  about  these  formative 
years.  Like  most  ideals,  generally  one  does  not 
attain  it. 

As  I have  said  this  is  not  a diagram  or  illustration 
of  treatment,  but  a diagram  of  various  goals  in 
treatment.  It  omits  one  of  the  most  important  fac- 
tors, i.e.  the  physician.  The  physician  seeks  to  ob- 
tain as  thorough  an  understanding  as  possible  of 
what  sort  of  a person  his  patient  is— what  his  growth 
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Twenty-five  years  ago,  in  World  War  I,  the 
otologist’s  interest  centered  on  the  function  of 
the  vestibular  apparatus.  Today,  the  function  of  the 
vestibular  apparatus  is  no  longer  emphasized  for  it 
is  realized  that  with  the  tremendous  acceleration  of 
speed  the  vestibular  apparatus  does  not  play  an  im- 
portant part  in  the  orientation  of  the  aviator  to 
space  and  gravity.  The  blackouts  and  disorientation 
of  the  aviator  that  occur  are  the  results  of  the  tre- 
mendous speeds  and  the  centrifugal  forces  developed 
in  rapid  and  sudden  changes  of  speed. 

Hearing  has  now  come  into  its  own,  and  it  is  due 
to  the  fact  that,  in  the  present  war  with  its  rapid 
fluctuation  of  movement,  constant  communication 
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in  his  environment  was  like,  how  he  experiences. 
With  that  information  the  physician  can  generally 
understand  the  patient’s  behavior— his  signs  and 
symptoms— but  this  is  only  the  beginning.  Treat- 
ment demands  and  is  dependent  upon  the  intelligent 
interest  and  ability  of  the  physician  to  help  the 
patient  and  to  help  the  patient  help  himself.  In 
many  instances  it  depends  upon  the  physician’s 
ability  to  be  an  understanding  friend  who  can  ob- 
jectively evaluate  what  is  wrong,  who  can  help  the 
patient  appreciate  assets  and  understand  liabilities, 
who  can  see  the  patient  as  an  individual  and  help 
the  patient  to  appreciate  his  own  individual  make- 
up and  the  world  he  lives  in.  This  attitude  is  to  be 
found,  not  only  among  physicians  interested  in 
“psychosomatic  medicine,”  but  in  all  physicians  who 
do  “good  medicine.” 
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DEAFNESS 
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with  fellow  participants  and  men  in  charge  of  the 
maneuvers  is  necessary  at  all  times.  Thus,  with  the 
great  advances  made  in  communication,  hearing  is 
playing  a far  greater  role  than  ever  before  in  war. 
With  the  increased  demands  on  hearing  there  are 
also  increased  hazards  to  hearing,  which  eventually 
cause  deafness.  To  the  men  in  our  armed  forces, 
who  are  now  being  constantly  subjected  to  noises 
of  great  intensity,  sounds  never  made  by  nature,  the 
loss  of  hearing  means  not  only  a loss  in  efficient  per- 
formance of  duties  bat  also  the  possibility  of  life- 
long deafness.  The  permanent  loss  of  hearing  may 
be  so  great  that  it  may  necessitate  a change  in  the 
individual’s  work  and  profession  on  return  to 
civilian  life.  To  the  government,  also,  it  becomes  of 
great  financial  importance  on  account  of  future  dis- 
ability claims  and  the  necessity  of  retraining  men 
for  the  skills  where  hearing  is  not  important.  The 
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above  stated  facts  apply  also  to  the  heavy  industries, 
though  here  the  loss  of  hearing  may  be  gradual  and 
may  go  unnoticed  by  the  worker  for  a long  period 
of  time.  Still  more  tragic  is  the  fact  that  we  are  sub- 
jecting the  very  cream  of  our  youth,  men  and 
women,  to  the  possibility  of  being  deafened  for  the 
rest  of  their  lives.  Indeed,  deafness  is  one  of  the 
heavy  prices  being  paid  in  this  war,  a price  of  which 
few  are  aware  and  few  realize  the  importance  of 
preventive  measures. 

To  understand  what  may  happen  to  hearing,  one 
must  understand  what  hearing  is  and  how  hearing  is 
lost  as  a result  of  being  subjected  to  traumatic  noises. 

Hearing  is  a sensation  occurring  in  the  auditory 
cortex  of  the  brain  as  the  result  of  stimulation  of  the 
special  sense  organ,  the  organ  of  Corti,  which  lies 
in  the  cochlea  of  the  temporal  bone.  For  the  organ 
of  Corti  to  be  stimulated,  sound  waves  in  the  air 
must  be  transformed  into  fluid  waves.  This  is  done 
by  the  drum  and  ossicles  of  the  middle  ear.  The 
organ  of  Corti  will  respond  if  the  fluid  surrounding 
it  is  moved  regardless  of  how  this  is  done.  When  the 
fluid  is  moved,  the  special  sensory  nerve  cells  are 
stimulated,  the  resulting  nerve  impulses  are  carried 
to  the  auditory  cortex,  and  when  the  cortex  inter- 
prets the  nerve  impulses,  the  resulting  sensation  is 
called  hearing. 

In  interference  with  the  normal  functioning  of 
the  drum  and  ossicles  in  transforming  air  waves  into 
fluid  waves,  there  is  a loss  of  hearing  because  the 
fluid  waves  in  the  cochlea  are  not  produced.  The 
deafness  is  not  due  to  the  organ  of  Corti  itself  but 
to  the  fact  that  the  sounds  cannot  get  to  the  organ  of 
Corti.  This  type  of  deafness  is  called  transmission, 
conduction  or  middle  ear  deafness. 

The  type  of  deafness  which  is  of  extreme  import- 
ance to  industiy  and  the  war  effort  is  deafness  due 
to  injury  or  degeneration  of  the  sense  organ  of  hear- 
ing, the  organ  of  Corti.  This  type  of  deafness  is 
called  nerve  or  perception  deafness. 

To  understand  how  this  deafness  occurs  one  first 
must  look  at  the  normal  structures  of  the  organ  of 
Corti  and  try  to  understand  its  functions.  In  study- 
ing the  normal  organ  of  Corti  it  soon  becomes 
apparent  that  here  is  a modified  and  highly  special- 
ized sense  organ  of  touch.  The  neuroepithelial  cells 
(the  hair  cells)  have  a large  number  of  hairs,  which 
can  be  moved.  The  organ  of  Corti  rests  on  a mem- 
brane of  elastic  nature,  which  can  be  moved  by 
pressure.  The  hair  cells  have  coming  down  on  them 
a peculiar  gelatinous  membrane  (tectorial  mem- 


brane) which  by  its  movement  can  pull  or  bend  the 
hair  cells,  or  it  may  even  act  as  a damper  and  prevent 
vibrations  from  continuing  after  the  external  sound 
stimulation  has  stopped.  One  other  important  point 
is  that  the  special  sense  cells  are  divided  into  two 
groups,  one,  the  internal  hair  cells  for  they  lie  medial 
to  the  tunnel  of  Corti,  and  the  other,  the  external 
hair  cells  that  lie  external  to  the  tunnel  of  Corti. 
The  internal  hair  cells  rest  on  bone.  The  external 
hair  cells  rest  on  the  basilar  membrane  itself. 

Several  years  ago  in  experiments  on  the  effects  of 
sounds  on  animals  ears,  a traumatic  sound  effect  was 
produced  accidentally.  The  animal  was  exposed  to 
a sound  of  an  intensity  of  about  120  decibels  and 
the  pitch  of  the  tone  was  500  cycles  per  second. 
Immediately  after  the  exposure  it  was  noticed  that 
there  was  a marked  loss  of  hearing  by  the  testing 
method  used.  Microscopic  examination  of  the 
cochlea  revealed  that  the  organ  of  Corti  had  been 
thrown  off  the  basilar  membrane  in  a region  near 
the  helicotrema  or  top  of  the  cochlea.  This  experi- 
ment has  been  repeated  a great  many  times  with 
similar  results.  Here  was  direct  proof  that  the  basilar 
membrane  can  vibrate  with  sound  stimulation. 

With  this  as  a starting  point,  two  types  of  experi- 
ments were  carried  out  for  a number  of  years.  One 
in  which  animals  were  exposed  to  intense  sounds 
of  varying  pitch  for  short  duration,  second,  a group 
in  which  animals  were  exposed  to  constant  pitch, 
not  so  intense,  for  periods  of  time  of  about  a month 
or  more. 

The  results  of  these  experiments  confirm  investi- 
gations carried  out  for  a great  many  years  by  many 
investigators,  that  sounds  of  an  intense  nature  can 
and  do  cause  deafness.  The  deafness  is  the  result  of 
degeneration  of  the  hair  cells  of  the  organ  of  Corti. 
With  injury  to  these  hair  cells  they  degenerate  and 
become  absorbed.  Once  they  degenerate  there  is  no 
regeneration,  and  the  loss  is  permanent.  The  de- 
generation is  not  confined  to  the  particular  part  of 
the  organ  of  Corti  originally  damaged  but  spreads 
and  may  continue  for  long 
original  injury. 

The  acute  traumatic  sound  injury  may  cause  ex- 
tensive damage  of  the  organ  of  Corti  with  a resulting 
marked  loss  of  hearing.  This  loss  of  hearing  mav 
progress  with  time  to  almost  complete  deafness. 
This  is  the  type  of  deafness  one  expects  in  war  time 
as  a result  of  bursting  shells  and  explosions.  These 
tragic  effects  one  must  accept  as  the  inevitable  result 
of  war.  What  is  not  so  well  appreciated  is  the  fact 
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that  prolonged  exposures  to  loud  sounds  over  long 
periods  of  time  will  also  bring  similar  results.  In  the 
case  of  the  men  in  the  air  corps,  tanks  and  sub- 
marines with  their  constant  subjection  to  noises  of 
extreme  intensity  for  long  periods  of  time  eventu- 
ally the  organ  of  Corti  begins  to  degenerate  and 
deafness  results.  To  protect  the  hearing  of  these  men 
and  to  increase  their  efficiency  has  been  one  of  the 
problems  of  this  war. 

To  industry  the  challenge  will  be  to  prevent  deaf- 
ness due  to  machine  noise.  Thousands  of  young  men 
and  women  today  are  subjecting  themselves  con- 
stantly to  noises  of  riveting  machines,  presses  and 
other  heavy  machines.  This  constant  exposure  to 
noises  causes  degeneration  of  the  hair  cells  with 
resulting  deafness.  Here,  the  gradual  onset  of  the 
deafness  is  not  noticed.  People  do  not  complain  of 
deafness  until  they  have  lost  15-20%  of  their  hear- 
ing and  then,  in  a great  many  cases,  it  is  too  late  to 
repair  the  damage. 

All  people  subjected  to  these  irritating  noises 
should  have  hearing  tests  done  at  regular  intervals  to 
check  on  the  possibility  of  beginning  deafness.  Long 
intermittent  periods  of  rest  may  be  necessary  to 
prevent  further  losses.  From  evidence  we  have  at 
present  it  may  take  at  least  a week  for  the  human 
ear  to  recover  from  exposure  to  an  intense  sound. 
There  is  also  a marked  variation  in  individual  sensi- 
tivity to  these  sounds  and  as  a result  no  dogmatic- 
stand  can  be  taken  that  sounds  of  certain  intensity 


do  not  harm  while  others  do.  Each  pitch  has  its  own 
traumatic  point.  'The  ear  is  extremely  sensitive  to 
high  pitched  sounds  and  even  when  these  high 
pitched  sounds  are  drowned  out  by  the  ’low  sounds 
present  in  the  noises  heard,  they  can  still  produce 
their  effect.  If  it  were  not  for  the  low  pitched  sounds 
present,  the  noises  might  become  so  irritating  that 
persons  subjected  to  them  would  endeavor  to  get 
away  from  them.  It  is  a mistaken  idea  that  low 
pitched  sounds  are  the  cause  of  deafness.  The  roar 
of  the  aeroplane  has  in  it  high  pitched  sounds  of 
such  intensity  that  though  not  heard  by  the  aviators 
they  can  cause  deafness  even  after  short  exposures. 
True,  the  deafness  may  be  only  temporary  but  re- 
peated exposures  will  cause  permanent  deafness.  In 
the  examination  of  civilian  aviators  a surprising 
amount  of  nerve  deafness  was  found.  In  my  opinion, 
this  was  chiefly  due  to  the  exposure  to  noises  of  the 
aeroplanes. 

Thus  the  evidence  before  us  indicates  that  one  of 
the  causes  of  nerve  deafness  is  a direct  result  of 
traumatic  sound,  and  is  not  curable.  Prevention  is 
the  only  means  we  have  to  combat  this  type  of  dis- 
ability. The  research  on  hearing  and  deafness  done 
at  the  present  time  is  all  directly  connected  with  the 
war  effort.  A great  many  of  the  answers  being  found 
for  the  military  forces  will,  I hope,  in  the  very  near 
future  find  their  way  into  industry  to  prevent  one  of 
the  great  handicaps  that  our  machine  age  imposes 
on  its  workers. 
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THE  FIRST  AMERICAN  OBSERVATIONS  ON  POLIOMYELITIS 

DR.  CHARLES  S.  CAVERLY 


Creighton  Barker, 

Poliomyelitis  was  well  described  by  Michael 
Underwood  as  early  as  7774  but  only  in  compara- 
tively recent  years  has  it  occurred  in  epidemic  form. 
The  first  American  epidemic  of  any  size  appeared 
in  Vermont  in  the  summer  of  1894.  and  a report  of 
that  epidemic  by  Dr.  Charles  S.  Caverly  published 
in  the  Yale  Medical  Journal  of  November , 1894,  is 
the  frst  American  contribution  on  the  subject. 

Dr.  Charles  Solomon  Caverly  was  born  in  Troy, 
New  Hampshire,  September  90,  1896.  His  early 
education  was  obtained  in  the  high  schools  of  Pitts- 
ford  and  Brandon,  and  he  prepared  for  college  at 
Kimball  Union  Academy,  Meriden,  New  Hamp- 
shire. In  i8j8  he  graduated  from  Dartmouth  College 
where  he  was  known  as  an  assiduous  student  and  was 
a member  of  Phi  Beta  Kappa.  From  Hanover  he 
went  to  the  University  of  Vermont  where  he  ob- 
tained his  m.d.  degree  in  1881.  Subsequently  he 
studied  for  eighteen  months  in  the  College  of  Physi- 


m.d.,  New  Haven 

cians  and  Surgeons,  Columbia  University,  New 
1 ork,  and  began  the  practice  of  medicine  in  Rut- 
land, Vermont,  in  1889.  From  the  start  of  his  prac- 
tice he  was  interested  in  public  health  movements 
and  in  1890  became  a member  of  the  Vermont  State 
Board  of  Health,  in  1891  he  became  President  of  the 
Board  and  thereafter  continued  as  its  guiding  hand 
for  many  years.  Dr.  Caverly  was  a Professor  of 
Hygiene  and  Preventative  Medicine  at  the  Univer- 
sity of  Vermont  and  received  an  honorary  degree  of 
sc.d.  from  that  University.  He  died  on  October  16, 
1918. 

The  article  contributed  to  the  Yale  Medical  Jour- 
nal in  1894  is  the  frst  published  account  of  an  epi- 
demic of  poliomyelitis  in  the  United  States.  In 
December,  1894,  Dr.  Caverly  published  another 
paper  on  the  subject  in  the  New  York  Medical 
Record.  These  two  contributions  stand  as  a base  for 
early  American  knowledge  of  this  important  disease. 


Preliminary  Report  of  An  Epidemic  of  Paralytic  Disease,  Occurring  in  Vermont,  in  the 


Summer  of  1894 


CHARLES  S.  CAVERLY,  M.D. 


T7ARLY  in  the  summer  just  passed,  physicians  in 
-L*  certain  parts  of  Rutland  County,  Vermont, 
noticed  that  an  acute  nervous  disease,  which  was 
almost  invariably  attended  with  some  paralysis,  was 
epidemic.  The  first  cases  observed  occurred  in  the 
city  of  Rutland  and  the  town  of  Wallingford,  ap- 
pearing about  the  middle  of  June.  The  disease  pre- 
vailed chiefly  in  the  city  of  Rutland  up  to  about  the 
middle  of  July,  when  other  towns  about  this  city 
began  to  report  cases. 

For  the  reason  that  this  outbreak  is  of  such  an 
unusual  character  and  especially  interesting  to  the 
general  practitioner  everywhere,  I am  sure  that  I 
shall  be  pardoned  in  using  the  facts  which  I have 
succeeded  in  collecting  for  the  general  benefit  of  the 
profession,  as  well  as  for  the  public. 

It  is  yet  too  early  to  make  a complete  or  exhaus- 


tive report  of  this  epidemic.  I will  merely,  in  what 
I shall  have  to  say  in  this  article,  briefly  summarize 
the  statistics  which  I have  so  far  secured,  and  refer 
only  incidentally  to  the  exact  nature  of  the  disease. 

The  cases,  of  which  I have  collected  reports,  more 
or  less  complete,  number  123.  They  date  from  June 
17  to  September  1.  The  territory  covered  is  mainly 
the  narrowest  part  of  the  Otter  Creek  Valley  in 
Rutland  County,  bounded  on  the  east  by  the  Green 
Mountain  range  and  on  the  west  by  the  Taconic 
range,  having  no  natural  boundaries  north  and  south. 
This  valley  is  approximately  fifteen  miles  wide,  in- 
cluding the  sides  of  the  bounding  mountains,  and 
thirty  miles  long. 

Of  the  123  cases  of  which  I have  notes,  all  but  six 
occurred  in  this  valley.  J hrough  this  valley  flows 
the  Otter  Creek  from  south  to  north,  a sluggish 
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stream,  which  during  the  present  summer  is  said  to 
have  been  lower  than  ever  before.  The  population 
is  about  26,000,  of  which  probably  18,000  live  in  the 
manufacturing  and  quarrying  centers  of  Rutland, 
Proctor  and  West  Rutland.  The  towns  which  have 
been  most  affected  by  this  epidemic  are  those  imme- 
diately on  the  Otter  Creek.  I can  best  illustrate  the 
character  of  the  epidemic  by  citing  a few  cases  of 
which  I have  reports. 

Case  I was  a boy  three  years  old,  American;  pre- 
vious health  good;  very  active  child;  stronger  than 
his  brother  a year  or  two  older;  no  apparent  cause; 
taken  with  moderate  fever;  very  irritable;  tongue 
coated;  an  apparent  attack  of  indigestion,  though  no 
diarrhoea  or  nausea.  After  two  or  three  days,  the 
febrile  symptoms  abated,  and  his  parents  called  the 
attention  of  the  physician  to  his  inability  to  use  his 
legs.  The  extensor  muscles  of  the  thigh  seemed  to  be 
chiefly  affected.  He  could  not  walk;  could  not  stand 
steadily  for  ten  days.  At  the  end  of  that  time,  he 
began  to  use  his  legs  in  walking  by  holding  on  to 
chairs,  and  in  three  weeks’  time  had  fully  recovered 
their  use. 

Case  II  was  a boy,  three  and  one-half  years  old, 
Irish,  sturdy  child,  one  of  three  or  four  children. 
The  only  apparent  cause,  playing  too  hard  on  a hot 
day.  Had  fever,  102°  to  104°,  for  two  days;  incon- 
tinence of  urine  for  ten  days.  On  the  third  day 
paralysis  of  both  legs.  Loss  of  patellar  reflex;  con- 
siderable hyperaesthesia.  After  the  initial  symptoms 
had  subsided,  there  was  only  slight  reaction  in  the 
muscles  of  both  lower  extremities  to  faradism.  After 
two  weeks  the  right  leg  improved  rapidly,  the  left 
not  so  fast.  After  six  weeks  he  was  able  to  take  hold 
of  chairs  and  walk  a little.  The  paralysis  and  wasting, 
after  ten  weeks,  was  confined  to  the  left  fluteal  and 
lower  spinal  muscles  and  has  resulted  in  spinal 
curvature. 

Case  XCIII  was  a boy,  two  years  old,  American; 
first  had  an  attack  of  indigestion,  from  which  he 
apparently  recovered,  when  he  was  taken  for  a long 
carriage  drive  and  at  once  developed  fever  with 
erythematous  rash  over  the  body;  some  muscular 
rigidity  of  the  neck  and  back,  and,  after  a few  days, 
paralysis  in  both  legs  with  loss  of  patellar  reflex. 
After  two  months  has  not  improved  much. 

Case  CXIV  was  a boy,  six  years  old;  previous 
health  good;  apparent  cause,  chilling  the  body  when 
heated;  had  high  fever,  temperature  104°;  vomiting 
acute  symptoms  lasting  six  days.  On  the  sixth  day 
had  paralysis  of  the  right  arm,  followed  on  the 


seventh  by  paralysis  of  the  left  leg.  The  extensors 
of  the  left  thigh  and  right  deltoid  muscles  are  now 
paralyzed  (after  ten  weeks)  and  somewhat  wasted. 

Case  IV  was  a boy,  six  years  old;  was  taken  with 
convulsions  while  playing  in  the  street,  convulsions 
lasting  nine  hours;  moderate  fever,  rapid  pulse; 
vomiting;  muscular  rigidity  of  the  neck  and  back; 
hyperaesthesia  of  extremities;  very  restless,  no 
paralysis  noted;  death  on  the  sixth  day. 

These  cases  are  fair  illustrations  of  those  encoun- 
tered through  this  epidemic.  The  cases  have  not 
been  confined  to  children.  I find  one  case  reported 
in  a man  seventy  years  old,  who  exhibited  almost 
the  same  train  of  symptoms  as  a child  in  a mild  form 
of  this  disease.  He  lost  the  use  of  both  legs  for  seven 
days  and  after  that  rapidly  recovered  their  use. 

I find  also  several  cases  among  persons  from  fifteen 
to  forty  years  of  age,  and  several  deaths.  The  ages 
of  those  reported  were  as  follows:  Under  six  years, 
eighty-four;  six  to  fourteen  years,  twenty;  over 
fourteen  years,  twelve.  Stated  as  “between  a few 
months  and  nine  years,”  seven. 

I find  that  the  sex  of  those  under  six  years  of  age, 
where  stated,  was  exactly  twice  as  often  males  as 
females.  Over  fourteen  years  of  age,  the  same  ratio 
prevailed.  Of  those  between  six  and  fourteen  whose 
ages  are  given,  nine  were  males  and  two  females. 
The  number  of  those  stated  to  have  had  some  form 
of  paralysis  is  110.  Of  this  number  fifty  have  fully 
recovered  at  the  time  of  my  report,  ten  had  died, 
leaving  fifty  who  were  apparently  permanently  dis- 
abled. The  exact  location  of  the  initial  paralysis  when 
it  occurred,  and  that  still  left  at  the  time  my  reports 
are  made,  I have  not  as  yet  had  time  to  tabulate. 
Of  the  123  cases  of  which  I have  reports,  seven  died 
very  early  and  before  any  paralysis  was  noted,  six 
are  definitely  stated  to  have  had  no  paralysis,  one 
of  which  died. 

It  is  noted  that  there  have  been  several  degrees  of 
severity  in  the  disease  which  has  prevailed  here,  or 
else  there  have  prevailed  several  diseases.  Case  I, 
whose  history  I have  given,  represents  fairly  the 
mildest  cases.  Cases  II,  XCIII  and  CXIV  represent 
the  cases  that  appear  now  to  be  permanently  dis- 
abled, while  Case  IV  is  a fair  sample  of  those  which 
have  died. 

It  will  readily  occur  to  physicians  that  the  symp- 
toms noted  in  these  cases  are  suggestive  of  two 
diseases,  Cerebro-Spinal  Meningitis  and  Acute  An- 
terior Poliomyelitis.  The  initial  fever,  followed  in  a 
few  days  by  definite  motor  paralysis,  of  which  a 
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certain  percentage  recover  in  a few  weeks,  the  rest 
suffering  permanent  impairment  of  some  muscles, 
offers  a fair  picture  of  the  average  case  of  Polio- 
myelitis Anterior,  while  the  high  fever,  muscular 
rigidity,  and  hyperaesthesia,  are  not  characteristic 
of  this  disease. 

The  season  of  the  year,  the  absence  of  special 
sense  symptoms,  especially  deafness,  as  a sequella  in 
this  epidemic,  the  low  mortality,  the  absence  of  the 
very  characteristic  purpuric  eruption,  are  strong 
arguments  against  the  theory  of  Cerebro-Spinal 
Meningitis.  It  is  now  well  established  that  the  other 
disease,  Poliomyelitis,  is  occasionally  epidemic.  Such 
epidemics  have  been  noted  in  at  least  three  instances 
in  Eurpose,  and  one  is  reported  by  Putnam  as 
occurring  near  Boston.  The  Stockholm  epidemic 
reported  by  Medin  is  in  many  respects  quite  similar 
to  the  one  which  I have  reported. 

Without  going  further  into  the  matter  of  di- 
agnosis, as  I do  not  as  yet  feel  warranted  in  doing,  I 
may  say  that  Dr.  A.  Jacobi,  of  New  York,  whose 
opinion  I am  permitted  to  quote,  pronounces  this 
epidemic  one  of  Cerebro-Spinal  Meningitis.  I should 
state  that  Dr.  Jacobi’s  knowledge  of  our  epidemic 
has  been  gained  solely  from  my  written  description 
to  him.  Dr.  M.  Allen  Starr,  who  has  taken  much 
interest  in  this  epidemic  and  has  seen  ten  cases  in  the 
chronic  stage,  very  kindly  allows  me  to  quote  him 
as  of  the  opinion  that  the  features  of  our  epidemic 
resemble  more  nearly  Poliomyelitis  than  Cerebro- 
Spinal  Meningitis.  Dr.  Charles  L.  Dana,  whose 
knowledge  of  this  epidemic  is  likewise  gained  from 
what  I have  written  him  in  regard  to  it,  and  from 


the  partial  examination  of  the  brain  and  cord  of  a 
fowl  which  had  paralytic  symptoms  and  was  taken 
from  a flock  in  this  section  that  was  dying  of  symp- 
toms suspicious  of  a nervous  disease,  says  as  follows:  : 

“I  can  most  positively  state  my  opinion  to  be  that 
your  cases  were  mostly  cases  of  Anterior  Poliomye- 
litis.” It  may  be  remarked  that  the  microbic  or 
infectious  nature  of  the  disease  is  generally  believed 
in  by  us,  whose  opportunities  for  observing  it  have 
been  merely  clinical.  Further  investigation  on  the 
brain  and  cord  of  the  lower  animals  we  hope  may 
throw  some  light  on  this  point.  There  is  no  evidence 
of  its  contagiousness,  since  it  has  affected  almost  in- 
variably but  a single  member  of  a household. 

I might  state  further  that  there  have  been  many 
deaths  among  horses,  attended  with  symptoms  of 
paralysis,  and  in  which  at  least  one  veterinarian  tells 
me  he  found  meningitis.  There  have  been,  too,  some 
deaths  with  similar  symptoms  among  dogs  and  fowls. 

This  report  is  the  merest  outline  of  this  epidemic, 
but  as  I secure  fuller  facts  and  have  time,  I hope  to 
record  a complete  history  of  this  interesting  out- 
break. The  123  cases,  with  eighteen  fatalities,  prob- 
ably represent  eighty-five  or  ninety  per  cent  of  all 
that  have  occurred.  It  was  utterly  impossible  to 
secure  in  any  of  the  fatal  cases  an  autopsy. 

For  the  data  on  which  these  observations  are 
founded,  I am  under  obligations  to  the  profession 
generally  throughout  this  region,  who  have  re- 
sponded with  uniform  promptness  to  my  request 
for  facts. 

Rutland,  Vt.,  Oct.,  1894. 
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EDITORIALS 


A Woman’s  Auxiliary 

The  members  of  our  Society  during  the  present 
month  will  receive  questionnaires  seeking  an 
opinion  concerning  the  establishment  of  a Woman’s 
Auxiliary  in  Connecticut.  From  the  experience  of 
forty-one  other  state  societies  who  have  such  aux- 
iliaries there  seems  to  be  little  doubt  as  to  the  use- 
fulness of  such  an  organization  from  both  a social 
and  an  educational  viewpoint.  Whether  or  not  in 
Connecticut  we  wish  such  an  innovation  is  a respon- 
sibility of  our  members  and  an  early  and  thoughtful 
response  to  the  questionnaire  will  aid  veiy  much  in 
determining  the  attitude  of  the  committee  which 
will  report  to  the  Council  on  this  matter.  The  edi- 
torial in  the  October  issue  of  this  Journal  sets  forth 
much  essential  information  concerning  the  subject 
and  before  signing  this  questionnaire  it  might  be 
well  for  each  of  us  to  review  that  statement. 

It  may  be  useful  to  quote  an  expression  from  one 
of  our  smaller  states  which  demonstrates  how  one  of 
these  units  is  functioning.  Under  the  title  “Auxiliary 
on  the  Firing  Line”  the  West  Virginia  Medical 
Journal  for  October  1943  has  this  to  say: 


“Too  much  praise  cannot  be  bestowed  upon  the  members 
of  the  Executive  Board  of  the  Woman’s  Auxiliary  to  the  West 
Virginia  State  Medical  Association  for  their  prompt  and 
unanimous  response  to  a call  for  front  line  work  in  the 
educational  campaign  proposed  by  the  Fact  Finding  and 
Planning  Committee.  There  was  not  a dissenting  voice  raised 
in  the  meeting  of  the  members  held  recently  at  Charleston. 
On  the  contrary,  speaking  for  the  county  auxiliaries,  the 
officers  and  board  members  enthusiastically  agreed  to  full 
partcipation  in  the  campaign  planned  for  this  fall  and  the 
coming  winter. 

“ I he  Auxiliary  has  agreed  to  sponsor  a speaking  program 
before  clubs,  societies  and  other  groups  for  the  purpose  of 
bringing  home  to  their  members  the  importance  of  waging 
a fight  against  un-American  legislation  that  affects  not  only 
medicine,  but  threatens  the  very  foundation  upon  which  free 
enterprise  among  the  people  of  this  country  is  built.” 

It  may  be  noted  that  New  Hampshire  is  the  only 
New  England  state  which  has  such  an  organization 
and  perhaps  our  conservatism  in  such  matters  is 
simply  a traditional  expression.  Nevertheless  it  is 
important  to  emphasize  again  that  in  the  present,  and 
most  certainly  in  the  future,  the  social  relationships 
of  Medicine  are  going  to  benefit  by  every  possible 
friendship  that  can  be  established. 
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Charles  S.  Caverly  and  Poliomyelitis 

In  the  October  number  of  this  Journal  we  were 
pleased  to  publish  a scholarly  review  of  the  clinical 
epidemiology  of  poliomyelitis  by  Dr.  H.  A.  Wenner 
of  the  Yale  School  of  Medicine.  An  important  early 
American  contribution  mentioned  by  this  writer 
was  that  of  Dr.  Charles  S.  Caverly  which  appeared 
in  the  Yale  Medical  Journal  in  November  1894.  In 
our  present  issue  we  are  pleased  to  present  a reprint- 
ing of  this  pioneer  paper  and  some  facts  about  its 
author.  For  this  we  are  grateful  to  our  Secretary 
whose  efficiency  is  well  measured  by  his  ability  to 
find  time  to  bring  to  our  readers  this  interesting  and 
timely  account. 

"Dangerous  Drugs” 

At  the  request  of  the  Journal  Mr.  Hugh  P.  Beirne, 
Secretary  of  the  Connecticut  Board  of  Pharmacy 
Commissioners , presents  the  following  editorial. 

Some  thirty  years  ago,  there  were  but  two  well 
known  barbiturates  prescribed  by  physicians.  These 
were  usually  prescribed  under  their  chemical  names 
viz:  Sulphon  Ethyl  Methane  or  Sulphon  Methane. 
Shortly  thereafter,  Sulphon  Ethyl  Methane  appeared 
under  the  trade  name  of  “Trional”  and  Sulphon 
Methane  under  the  name  of  “Veronal.” 

Subsequently,  alert  manufacturers  cluttered  the 
field  of  medicine  with  upwards  of  a hundred  such 
preparations  all  bearing  easily  remembered  names 
and  practically  all  ending  in  the  same  syllable  “AL.” 
It  would  be  foolhardy  to  say  that  the  unrestrained 
and  promiscuous  use  of  these  drugs  has  not  wrought 
great  havoc  to  that  part  of  our  civilian  population 
who  continually  use  them.  Mental  as  well  as  physical 
disintegration  has  followed  the  constant  use  of  these 
drugs. 

About  fifteen  years  ago,  it  was  universally  recog- 
nized that  some  form  of  control  was  necessary.  It 
was  also  admitted  that  these  drugs  served  a good 
purpose  when  used  or  prescribed  judiciously  and 
their  use  not  abused. 

About  the  year  1925  or  1926  the  first  state  passed 
legislation  limiting  the  use  of  these  drugs  to  the 
prescription  of  a licensed  physician.  Today,  this 
prescription  limitation  is  in  force  in  approximately 
thirty-six  States. 

In  Connecticut,  there  has  been  a prevalent  prac- 
tice of  physicians  dispensing  these  drugs  as  well  as 
giving  to  their  patients  samples  left  in  their  offices 
by  detail  men  of  various  manufacturers.  These 


samples  all  carried  the  trade  name  of  the  prepara- 
tion. This  practice  naturally  led  to  widespread  self- 
medication,  both  by  those  who  received  the  sample 
and  their  friends  and  relatives  to  whom  they  in  turn 
recommended  them. 

The  State  Board  of  Pharmacy  Commissioners 
early  recognized  this  evil  and  abuse.  About  1931, 
the  Addiction  Committee  of  The  Connecticut  State 
Medical  Society  began  to  agitate  for  legislation 
which  would  have  limited  the  sale  of  barbiturates  by 
pharmacists  to  the  prescription  of  a licensed  physi- 
cian but  consistently  insisted  on  the  right  of  the 
physician  to  dispense  them. 

In  1939,  The  Food,  Drug  and  Cosmetic  Act  which 
prohibited  the  sale  of  barbiturates  on  other  than 
physicians’  prescriptions  was  passed.  However,  one 
part  of  the  Act  contradicted  the  prescription  pro- 
hibition and  permitted  the  sale  of  the  barbiturates 
provided  they  were  labelled  “Warning— May  Be 
Habit  Forming.”  A ruling  of  the  State  Attorney- 
General’s  office  ruled  in  favor  of  the  sale  provided 
they  bore  the  warning  caption. 

While  a great  improvement  was  noted,  the  results 
did  not  correct  the  abuses  indulged  in  by  habitual 
users.  This  law  passed  in  1939  was  to  be  administered 
and  enforced  by  The  Daily  and  Food  Commission 
and  The  Connecticut  Experimental  Station. 

In  the  1943  Session  of  The  General  Assembly,  a 
bill  was  introduced  by  The  Pharmacy  Commission, 
which  would  have  put  an  absolute  prohibition  on 
the  sale  of  barbiturates  on  other  than  a physician’s 
prescription.  It  would  also  prohibit  the  dispensing 
of  these  drugs  by  a physician  except  in  emergency 
cases,  and  would  have  transferred  administration  and 
enforcement  to  The  Board  of  Pharmacy  Commis- 
sioners. 

The  bill  was  passed  by  both  the  House  and  Senate 
but  was  vetoed  by  the  Governor.  After  the  veto 
message  The  Board  of  Pharmacy,  conforming  to  the 
regulation  pertaining  to  the  so-called  dangerous 
drugs  released  by  The  Federal  Food  and  Drug  Ad- 
ministration, sent  the  following  notice  to  all  Regis- 
tered Pharmacies  in  the  State: 

“The  following  drugs  may  be  sold  only  on  the 
prescription  of  a licensed  physician  because  of  their 
dangerous  nature: 

“All  Barbiturates  (or  their  derivatives  or  com- 
pounds), Amidopyrine  (Pyramidon,  etc.)  Cincho- 
phen  (Atophan,  etc.),  Dinitrophenol,  all  Sulfa  drugs, 
Thyroid  (Marmola,  etc.),  Benzedrine  (not  includ- 
ing inhalers),  Chloral,  Paraldehyde. 


“Surgical  Dressings  and  Bandages  and  Nose  Drops 
containing  any  of  the  Sulfa  Drugs  may  be  sold  with- 
out a prescription. 

“Prescriptions  for  all  the  above  drugs  may  be  re- 
filled, unless  the  physician  directs  otherwise.  Un- 
usual or  repeated  refillings  of  these  drugs  should  be 
called  to  the  attention  of  the  physician  for  authority 
to  continue  refilling  same.  All  prescriptions  for  these 
drugs  should  be  retained  by  the  pharmacist.” 

Prescription  Legend  Merchandise 

“Any  preparation  carrying  the  absolute  caution, 
‘To  be  dispensed  by  or  on  the  prescription  of  a 
licensed  physician,’  may  be  sold  only  on  the  pre- 
scription of  a licensed  physician. 

“Preparations  whose  label  bears  directions  (such 
as:  one  after  meals  or  as  directed  by  a physician) 
may  be  sold  without  a prescription. 

“It  is  hoped  that  a national  effort  now  being  made 
will  correct  the  advantages  that  manufacturers  have 
taken  on  this  matter.” 

From  the  above,  it  may  be  seen  that  a pharmacist 
must  have  the  written  prescription  of  a physician 
for  any  of  the  above  nine  classifications  before  re- 
leasing the  same  to  the  public.  Telephone  orders 
can  not  be  honored. 

It  appears  that  if  the  groups  representing  Medicine 
and  Pharmacy  really  wish  to  correct  the  evils  with 
which  we  are  all  familiar,  that  both  now  have  avail- 
able weapons  to  correct  the  loose  handling  of  these 
drug's  which  has  brought  about  so  much  disturb- 
ance.  On  behalf  of  the  Pharmacists  of  Connecticut, 
I can  promise  wholehearted  cooperation. 

The  New  England  Tragedies 

“Be  not  too  swift  in  casting  the  first  stone, 

;Nor  think  New  England  bears  the  guilt  alone. 

This  sudden  burst  of  wickedness  and  crime 
Was  but  the  common  madness  of  the  time, 

When  in  all  lands,  that  lie  within  the  sound 
Of  Sabbath  bells,  a Witch  was  burned  or  drowned.” 

Longfellow 

Spoken  of  as  the  most  gruesome  episode  in  Ameri- 
can history,  the  Salem  Witchcraft  Tragedy  has 
always  had  an  interest  for  physicians.  The  explana- 
tion of  the  behavior  of  the  “afflicted  children”  in 
this  reign  of  terror  in  Salem  Village  must  be  arrived 
at  by  considering  it  in  the  light  of  modern  knowl- 
edge of  mental  processes.  Under  a subtitle  of  A Les- 
son in  Mental  Health,  Dr.  Ernest  Caulfield  of  Hart- 


ford has  recently  considered  the  Pediatric  Aspects 
of  the  Salem  Witchcraft  Tragedy.*  In  this  he  points 
out  that  the  appearance  of  hysteria  among  the  chil- 
dren of  Salem  Village  has  an  adequate  explanation 
and  that  the  history  of  that  episode  should  be  more 
concerned  with  the  family  background  and  medical 
history  of  the  afflicted  children.  The  historian  John 
Fiske  gives  us  a concise  picture  of  that  background 
as  he  writes,  “Not  a man,  woman,  or  child  in  Massa- 
chusetts, or  elsewhere  in  the  civilized  world,  but 
knew  exactly  how  a witch  should  behave.  Tracts 
and  chap-books  on  the  wretched  subject  abounded 
and  poisoned  young  minds  as  dime  novels  do  in  our 
time.”  In  spite  of  the  fact  that  the  Rev.  Cotton 
Mather  was  a physician  of  no  mean  attainments  and 
was  greatly  responsible  for  the  introduction  into 
America  of  innoculation  for  smallpox,  it  is  not  pleas- 
ant to  record  that  he  was  a firm  believer  in  witch- 
craft and  a prominent  figure  in  the  Salem  Tragedy. 

In  his  scholarly  essay  Dr.  Caulfield  makes  this 
conclusion,  “One  is  not  obliged  to  accept  the  ver- 
dict of  the  popular  historians  that  the  children  were 
deceitful,  wicked,  malicious  and  dishonest.  History 
has  been  unkind  to  them  long  enough.  They  were 
not  imposters  or  pests  or  frauds;  they  were  not 
cold-blooded  malignant  brats.  They  were  sick  chil- 
dren in  the  worst  sort  of  mental  distress— living  in 
fear  for  their  very  lives  and  the  welfare  of  their 
immortal  souls.  Hysteria  was  only  the  outward 
manifestation  of  their  feeble  attempts  to  escape  from 
the  insecure,  cruel,  depressive  Salem  Village  world— 
a world  thoroughly  saturated  with  the  pungent 
fumes  of  burning  brimstone.” 

Psychosomatic  Medicine 

The  rapid  widening  of  the  interest  in  psychoso- 
matic medicine  is  a sign  of  the  vigor  of  medical 
progress.  The  early  contributions  of  H.  Flanders 
Dunbar  and  G.  Canby  Robinson  produced  far 
reaching  repercussions.  A host  of  clinicians  is  build- 
ing upon  the  solid  foundations  laid  down  by  these 
pioneers.  The  result  is  an  increased  awareness  of  the 
constant  relationship  which  inevitably  exists  be- 
tween the  psychic  and  the  somatic  factors  in  disease. 
In  the  clinical  application  of  this  concept  it  is  ex- 
pected that  benefit  will  result.  However,  there  is 
some  reason  for  anticipating  that  some  unfortunate 
by-products  will  temporarily  be  developed  through 

* American  Journal  of  Diseases  of  Children.  1943;  69,  pp. 
188-802. 
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lack  of  facility  in  the  technical  application  of  the 
necessary  methods. 

The  principal  area  in  which  these  difficulties  are 
likely  to  arise  is  in  the  too  rapid  substitution  of  a 
positive  approach  in  place  of  the  ill  defined  and 
largely  imponderable  methods  which  have,  in  the 
past,  brought  to  patients  a large  measure  of  comfort, 
assurance  and  security.  Physicians  have,  through 
their  manner  and  through  their  personality,  cus- 
tomarily aided  sick  persons;  often  without  a clear 
idea  as  to  how  they  accomplished  it.  The  basic 
nature  of  this  idea  is  implicit  in  the  recent  remark  of 
Brill:*  “the  most  important  factor  in  psychotherapy 
is  the  therapist.”  It  is  apparent  from  this  that  it  is 
important  for  the  clinician  to  bring  to  his  patients 
the  kind  of  personality  which  will  be  the  most 
effective.  At  the  moment  it  is  probable  that  for  the 
majority  of  clinicians  this  will  be  more  fruitful  than 
the  awkward  use  of  poorly  understood  and  partly 
assimilated  psychic  concepts. 

This  is  not  to  be  understood  as  advocating  delay 
in  the  development  of  the  understanding  of  the 
psychic  aspects  of  disease.  Quite  the  contrary!  It  is, 
rather,  to  be  understood  that  progress  in  this  area 
should  be  accompanied  by  the  employment  and  the 
further  development  of  those  factors  which  go  to 
form  the  most  desirable  elements  in  the  personality 
of  the  therapist.  It  is  not  yet  clear  that  any  system 
of  psychotherapy  now  in  existence  is  as  productive 
as  the  type  of  therapist  who  understands  people 
because  he  is  interested  in  them  and  who,  because 
of  this  interest  and  because  of  other  and  more  subtle 
factors,  induces  in  his  patients  both  respect  and 
liking.  This  requires  on  his  part  not  only  knowledge 
but  affection.  Without  these,  no  psychotherapeutic 
method  is  likely  to  succeed. 

Psychological  First  Aid 

To  our  desk  comes  an  excellent  booklet  on  the 
general  principles  of  Psychological  First  Aid, 
written  by  Dr.  William  B.  Terhune,  the  President 
of  the  Connecticut  Society  for  Mental  Hygiene.  It 
should  be  in  the  hands  of  every  practitioner.  In  the 
Foreword  are  found  these  words: 

“The  most  frequent  emergencies  of  life  are 
psychological  not  physical.  Few  people  ever  com- 
press an  artery,  apply  a tourniquet,  or  give  artificial 
respiration;  yet  nearly  everyone  must  meet  psycho- 

*Reference: Various  Schools  of  Psychotherapy.  A.  A. 
Brill,  Conn.  State  Medical  Journal,  Vol.  7,  No.  8.  Page  530. 


logical  emergencies  which,  if  they  are  to  be  dealt 
with  adequately,  require  both  knowledge  and  expe- 
rience. These  situations,  arising  suddenly  and  un- 
expectedly, may  temporarily  paralyze  thought 
processes  and  one  must  be  trained  to  meet  such  crises 
calmly,  efficiently  and  automatically.  Therefore  the 
technics  of  psychological  first  aid  should  be  known 
to  everyone.” 

Hugh  H.  Young 

We  are  pleased  to  publish  this  month  an  article  by 
Dr.  Hugh  H.  Young  which  was  written  especially 
for  our  Journal,  and,  in  addition,  a commentary  on 
the  work  of  this  master  surgeon  by  his  one-time 
pupil  Dr.  Clyde  L.  Deming  of  New  Haven.  In  the 
field  of  Urology  the  name  of  Dr.  Young  has  become 
already  legendary,  but  the  man  himself  is  very  real, 
as  those  will  readily  testify  who  were  privileged  to 
meet  him  during  his  recent  visit  to  Connecticut. 

2,000  Members 

The  election  of  new  members  at  the  semi-annual 
meetings  of  the  county  associations  in  October 
brought  the  membership  in  the  Society  to  2,000. 
This  accomplishment  cannot  help  but  be  viewed 
with  gratification  by  all  for  it  is  a figure  that  even 
the  most  optimistic  would  have  scarcely  anticipated 
only  a few  years  ago.  The  Society  now  includes  in 
its  membership  as  large  a proportion  of  the  state's 
physicians  as  any  other  state  society. 

There  are  451  members  of  the  Society  serving 
with  the  armed  forces  and  they  are  continued  in 
membership  without  payment  of  dues  unless  they 
prefer  to  do  so,  as  some  do.  In  a happier  and  more 
peaceful  day  which  will  come  these  men  will  be 
welcomed  back  and  find  the  Society  strengthened 
in  organization  and  increasingly  useful  with  their 
interest  constantly  in  mind. 


Plans  to  Rule  Penicillin  Supply 

Seventeen  manufacturing  companies  are  either 
producing,  or  are  about  to  produce,  Penicillin  and 
lately  government  regulations  have  been  prescribed 
whereby  the  drug  may  be  made  available  to  the 
public  in  certain  cases. 

Physicians  with  patients  who  might  be  benefited 
by  the  use  of  Penicillin  should  submit  complete 
medical  and  bacteriological  case  histories  to  Dr. 
Chester  S.  Keefer,  chairman  of  the  Committee  of 
Chemo-Therapy  of  the  National  Research  Council 
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and  consultant  to  the  Office  of  Scientific  Research 
and  Development  at  Evans  Memorial  Hospital,  65 
East  Newton  Street,  Boston. 

Disposition  of  the  request  will  be  determined  by 
policies  adopted  and  frequently  reviewed  by  the 
Committee  of  Chemo-Therapy.  Much  time,  it  was 
said,  would  be  saved  if  doctors  in  charge  of  cases 
would  get  in  touch  directly  with  Dr.  Keefer. 

It  will  be  many  months  before  the  project  will 
reach  planned  capacity  but  the  program  outlined 
is  directed  to  meet  expected  civilian  requirements. 
Research  in  the  use  of  Penicillin  is  supervised  by 
the  Committee  of  Medical  Research  of  the  Office 
of  Scientific  Research  and  Development  and  the 
Division  of  Medical  Science  of  the  National  Re- 
search Council.  Production  and  distribution  are  con- 
trolled by  the  drug  section  of  WPB’s  Chemicals 
Division. 

Lieutenant  Roger  H.  Fuller  Rescued 

The  Navy  has  released  the  account  of  the  sinking 
of  the  gunboat  Plymouth  off  the  North  Carolina 
coast  on  August  5,  and  the  rescue  of  60  of  its  crew, 
including  Lieutenant  Roger  H.  Fuller  of  Simsbury. 
As  soon  as  he  was  rescued  by  a merchant  ship  in  the 
convoy  to  which  the  gunboat  had  been  attached, 
Lieutenant  Fuller,  according  to  the  Navy  release, 
was  transferred  to  a Coast  Guard  cutter  which  had 
taken  most  of  the  rescued  men  aboard.  As  ship 
surgeon  on  the  Plymouth  he  spent  the  entire  night 
of  the  sinking  attending  survivors  in  need  of  treat- 
ment. Lieutenant  Fuller  is  one  of  five  sons  all  in 
military  service.  He  graduated  from  Tufts  Medical 
School  in  1940,  served  an  internship  at  the  Hartford 
Hospital,  and  since  March  1942  has  been  on  continu- 
ous sea  duty. 

According  to  the  Hartford  Com  ant,  the  Navy’s 
story  of  the  rescue  said  the  Plymouth  sank  after  two 
violent  underwater  explosions  and  that  strong  winds 
had  stirred  up  high  seas,  scattering  the  survivors 
upon  the  rough  waters.  The  Coast  Guard  cutter  had 
to  leave  its  convoy  protection  work  to  go  to  the 


rescue.  All  available  men  lined  its  rail  to  help  pull 
men  out  of  the  stormy  sea.  Cutter  officers  author- 
ized the  launching  of  a life  boat,  despite  the  high 
waves,  and  many  were  saved  through  this  means. 
Patrol  bombers  dropped  life  rafts  which  helped  keep 
others  from  drowning  until  rescue  craft  could 
reach  them. 

Aviation  Medical  Examiners 

Five  more  Connecticut  physicians  have  completed 
the  course  for  aviation  medical  examiners  held  at 
the  School  of  Aviation  Medicine,  Randolph  Field, 
Texas,  according  to  the  Journal  of  the  American 
Medical  Association.  They  are  the  following:  Major 
Victor  G.  H.  Wallace,  Norwalk;  Major  Royal  A. 
Meyers,  Watertown;  Major  Ronald  H.  Kettle,  Nor- 
wich; First  Lieutenant  George  A.  Burnie,  Danbury; 
and  First  Lieutenant  George  R.  Eckert,  Danbury. 

Special  Lapel  and  Sleeve  Insignia  for 
Medical  and  Dental  Students 

Special  lapel  and  sleeve  insignia  have  been  author- 
ized according  to  the  Bureau  of  Medicine  and  Sur- 
gery, U.  S.  Navy,  for  students  in  the  Navy  V-12 
Program  attending  medical  and  dental  colleges.  Such 
students  will  wear  the  regular  midshipmen’s  uni- 
form. On  the  lapels  of  the  blue  uniform  coat  medical 
students  will  wear  a device  composed  of  the  oak  leaf 
and  acorn  insignia  of  the  medical  corps  superim- 
posed on  a fouled  anchor  at  a 45  degree  angle. 
Similarly,  dental  students  will  wear  the  dental  corps 
insignia  superimposed  on  a fouled  anchor.  In  addi- 
tion, the  number  of  years  of  completed  medical  or 
dental  study  will  be  indicated  by  gold  sleeve  stripes. 
These  stripes,  one  for  each  year  completed,  will  be 
1 14  inches  long  and  % inch  wide.  They  will  be 
sewed  2 inches  above  the  cuff  and  at  a 45  degree 
angle  to  the  cuff  line.  First  year  medical  or  dental 
students  will  wear  clean  sleeves.  When  in  khaki 
uniforms,  medical  and  dental  students  will  wear  pin- 
on  insignia,  similar  to  the  lapel  insignia,  on  each 
side  of  the  shirt  collar. 
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IF  YOU  HAVE  NO  PRIORITY  — for  a new  one,  get  the 

old  one  fixed  at  Professional!  No  matter  what  type  of  medical  or  surgical 
equipment  in  your  office  needs  attention— a bandage  scissor,  or  an  x-ray 
machine— call  us  with  complete  confidence.  We  have  been  helping  to  keep 
Connecticut  hospital  and  professional  wheels  turning  for  twenty  years,  and 
the  present  increased  demands  for  repair  service  are  “right  up  our  alley,” 
well  within  the  capabilities  of  our  competent  service  men.  Professional  Equip- 
ment Company,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 

COUNCIL  RESUMES  MEETINGS 

The  Council  resumed  its  regular  monthly  meetings  on  September  28  after  the  summer  recess.  The 
Agenda  for  the  September  meeting  was  a long  one,  and  included  many  important  items. 


ADDITIONAL  DELEGATE  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 

The  Membership  of  the  Society  has  increased  in 
the  last  three  or  four  years  and  has  arrived  at  a 
point  where  the  Society  is  entitled  to  an  additional 
Delegate  to  the  American  Medical  Association.  The 
Council  has  appointed  the  secretary,  Dr.  Creighton 
Barker,  New  Haven,  as  the  third  delegate,  and  Dr. 
Berkley  M.  Parmelee,  Bridgeport,  as  alternate,  until 
a regular  election  can  be  held  at  the  annual  meeting 
in  1944.  The  delegates  and  alternates  to  the  Ameri- 
can Medical  Association  are: 

James  R.  Miller,  Hartford 

Alternate— Hugh  B.  Campbell,  Norwich 
Thomas  P.  Murdock,  Meriden 

Alternate— Francis  G.  Blake,  New  Haven 
Creighton  Barker,  New  Haven 

Alternate— Berkley  M.  Parmelee,  Bridgeport 

COMMITTEE  TO  COOPERATE  WITH  PUBLIC  WELFARE 
COUNCIL  ON  STATE  SURVEY 
The  Society  has  been  asked  to  provide  an  advisory 
committee  to  serve  with  the  Public  Welfare  Coun- 
cil in  making  a study  of  the  care  of  the  chronically 
sick  and  infirm  that  was  authorized  by  the  1943 
Assembly.  The  personnel  of  this  committee  will  be 
named  in  the  near  future. 

ADDITIONAL  MEMBER  TO  THE  COMMITTEE  ON 
INDUSTRIAL  HEALTH 

At  the  request  of  the  committee,  a dermatologist 
has  been  added  to  the  committe  on  Industrial  Health 
and  the  Council  has  appointed  Dr.  Ellwood  Weise, 
of  Bridgeport.  The  committee  is: 

C.  Frederick  Yeager,  Bridgeport,  Chairman. 
Arthur  B.  Landry,  Hartford;  Robert  W.  Kaschub, 
Groton;  Benedict  N.  Whipple,  Bristol;  Cole  B.  Gib- 
son, Meriden;  Albert  S.  Gray,  Hartford;  C.  John 
Satti,  New  London;  John  R.  Paul,  New  Haven; 
John  N.  Gallivan,  East  Hartford;  Walter  N.  Nelson, 


Cromwell;  Eugene  F.  Meschter,  Stamford;  Thomas 
J.  Danaher,  Torrington;  Martin  I.  Hall,  Bristol;  Paul 
W.  Vestal,  New  Haven;  Andrew  J.  Jackson,  Water- 
bury;  Robert  P.  Knapp,  Manchester;  William  H. 
Ryder,  New  Haven;  James  H.  Biram,  Hartford; 
Ellwood  Weise,  Bridgeport. 

MEDICAL  ADVISORY  COMMITTEE  TO  THE  DEPARTMENT 
OF  PUBLIC  WELFARE 

At  the  request  of  R.  J.  Smith,  Esquire,  Commis- 
sioner, Department  of  Public  Welfare,  State  of 
Connecticut,  a medical  advisory  committee  has  been 
appointed  to  the  department,  consisting  of: 

James  R.  Miller,  Hartford,  Chairman. 

D.  C.  Y.  Moore,  Manchester;  Alfred  Labensky, 
New  London;  Chris  H.  Neuswanger,  Waterbury; 
David  Gaberman,  Hartford;  Theodore  S.  Evans, 
New  Haven. 

Clinical  Congress  Committee  Meets 

Immediately  after  the  close  of  the  highly  success- 
ful 1943  Clinical  Congress,  the  committee  on  the 
Clinical  Congress  met  on  October  4 to  review  the 
1943  Congress  and  make  preliminary  plans  for  1944. 
In  the  absence  of  the  chairman,  Francis  G.  Blake, 
who  was  out  of  the  country  on  a war  mission,  Her- 
bert Thoms,  the  secretary  of  the  Congress,  pre- 
sided. There  were  present:  Herbert  Thoms,  Marion 
Howard,  John  C.  Mendillo,  Louis  H.  Nahum, 
Charles  E.  Sanford,  Paul  W.  Vestal,  and  the  secre- 
tary of  the  Society. 

Although  this  is  an  early  date  to  make  any  definite 
commitment  concerning  the  1944  Congress,  it  is 
certain  that  it  will  be  held  if  it  is  possible,  and  the 
cooperation  of  the  Society’s  Program  Committee 
will  be  enlisted  in  the  arrangement  of  the  program. 
Nearly  500  physicians  attended  the  Congress  in 
September. 
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Special  Meeting  of  the  Connecticut  Medical 
Examining  Board 

The  Connecticut  Medical  Examining  Board  held 
a special  war  time  meeting  to  pass  upon  the  creden- 
tials of  a group  of  endorsement  candidates  for  licen- 
sure on  October  8.  The  following'  were  recom- 
mended  for  licenses  to  practice  medicine  in  Con- 
necticut: 

Alfred  Edwin  Brewer,  Salisbury,  N.  Y.  U.  1941 
Julien  Andre  Dion,  Hartford,  Georgetown  1937 
Benjamin  Harvey  Gottesfeld,  Hartford,  University 
of  Colorado  1939 

John  Henry  Huss,  Greenwich,  Cornell  1942 
Edward  James  McCabe,  Lt.  Commdr.,  MC— USNR, 
New  Haven,  Yale  1926 

Woodbury  Perkins,  Greenwich,  Columbia  P.  & S. 
1942 

Reuben  Turner,  New  York  City,  Cornell  1928 


Drug  Companies  Combine 

The  formation  of  Wyeth,  Incorporated,  as  one  of 
the  nation’s  largest  ethical  drug  houses  through  the 
grouping  of  seven  companies  now  operating  in  the 
pharmaceutical,  biological  and  nutritional  fields,  was 
announced  today  by  American  Home  Products 
Corporation,  of  which  the  new  company  will  be  a 
wholly  owned  subsidiary. 

The  companies  which  will  comprise  Wyeth,  In- 
corporated, include  some  of  the  oldest  and  most 
important  units  in  the  ethical  drug  industry.  They 
are  John  Wyeth  and  Brother,  Incorporated,  of 
Philadelphia,  83-year-old  manufacturer  of  pharma- 
ceuticals; S.M.A.  Corporation  of  Chicago,  Illinois, 
and  Mason,  Michigan,  producers  of  products  for 
infant  nutrition;  the  Reichel  Laboratories,  Inc.,  of 
Kimberton  and  West  Chester,  Pennsylvania,  one  of 
the  largest  producers  of  blood  plasma  for  the  Armed 
Forces  and  manufacturer  of  biologicals,  the  Bartos 
system  of  allergenic  protein  diagnostics  and  a 


pioneer  in  the  development  of  the  new  wonder 
drug,  penicillin;  Gilliland  Laboratories,  Inc.,  of 
Marietta,  Pennsylvania,  manufacturers  of  a compre- 
hensive line  of  biologicals;  Petrogalar  Laboratories, 
Inc.,  of  Chicago,  makers  of  Petrogalar;  General  Bio- 
chemicals, Inc.,  of  Chagrin  Falls,  Ohio,  manufac- 
turers of  vitamins,  and  The  Bovinine  Company  of 
Chicago,  products  for  anemia. 

Reichel  Laboratories,  which  is  now  one  of  the 
nation’s  largest  producers  of  penicillin,  has  been 
authorized  by  the  government  to  spend  $532,831  on 
new  facilities  to  increase  its  production  of  this  drug. 

The  combination  of  these  companies  to  function 
as  one  big  ethical  drug  house  climaxes  the  steady 
expansion  of  American  Home  Products  Corporation 
in  the  ethical  drug  field.  All  seven  companies  are  at 
present  subsidiaries  of  American  Home  Products, 
two  of  them  having  been  acquired  over  the  past 
year. 

Through  John  Wyeth  and  Brother,  the  new 
company  will  have  a world-wide  operation  with 
plants  in  England,  Canada,  Argentina,  Australia, 
New  Zealand  and  South  Africa. 

Case-Finding  in  Connecticut 

Results  of  the  intensive  tuberculosis  case-finding 
program  in  Connecticut  have  been  concretely  out- 
lined by  Dr.  Paul  S.  Phelps,  Director,  Department  of 
Tuberculosis  Control,  State  Tuberculosis  Commis- 
sion, in  a new  four-page  leaflet  to  be  off  the  press 
this  week.  Commented  upon  by  the  National  Tuber- 
culosis Association  in  its  monthly  News  Letter  to 
State  Associations,  the  “paper  gives  a bird’s  eye 
view  of  industrial  x-ray  work  and  is  full  of  practi- 
cal suggestions.”  Presented  as  a talk  at  the  recent 
annual  meeting  of  the  Massachusetts  Tuberculosis 
League,  Boston,  and  reprinted  from  the  Massa- 
chusetts Health  Journal,  the  paper  is  now  available 
in  limited  numbers  for  associations  and  individuals 
interested.  Copies  may  be  secured  through  the 
Connecticut  Tuberculosis  Association  office. 
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YOU  CAN’T  GO  WRONG  — Treatment  of  such  common  skin 

lesions  as  verrucae,  angiomas,  clavi,  keratoses,  etc.,  is  made  simple  and  sure  with 
the  Specialties  Dry  Ice  Apparatus.  The  CO2  snow,  confined  within  tip  of 
Specialties  Applicator,  is  pressed  against  the  lesion.  It  is  as  simple  as  that! 
Available  at  The  Professional  Equipment  Company,  36  Howe  Street,  New 
Haven,  Connecticut. 
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An  Analysis  Prepared  by  the  Bureau  of  Legal  Medicine  and  Legislation, 

American  Medical  Association 


TJ  efer.red  to  generally  as  embodying  an  Ameri- 
canized  Beveridge  plan  but  offered  in  Congress, 
according  to  Senator  Wagner,  “simply  as  a basis 
for  legislative  study  and  consideration,”  legislation 
was  introduced,  June  3,  in  the  Senate  by  Senator 
Wagner,  New  York,  for  himself  and  Senator  Mur- 
ray, Montana,  and  in  the  House  by  Representative 
Dingell,  Michigan,  proposing  to  create  a Unified 
National  Social  Insurance  System  (S.  1161;  H.  R. 
2861).  The  Senate  bill  is  pending  in  the  Senate  Com- 
mittee on  Finance  and  the  House  bill  on  the  House 
Committee  on  Ways  and  Means. 

The  system  proposed  to  be  created  will  be 
financed  in  general  from  a trust  fund  established  by 
a 6 per  cent  employee  and  a 6 per  cent  employer 
contribution  on  all  wages  and  salaries,  up  to  the 
first  $3,000  a year,  paid  or  received  after  December 
31,  1943.  Included  in  this  proposed  system  will  be 
a system  of  public  employment  offices,  increased  old 
age  and  survivors’  insurance  benefits,  temporary 
and  permanent  disability  insurance  benefits,  protec- 
tion to  individuals  in  the  military  service,  increased 
unemployment  insurance  benefits  under  a federal- 
ized unemployment  system,  maternity  benefits, 
medical  and  hospitalization  insurance  benefits,  a 
broadening  of  the  basis  of  the  existing  social 
security  program  to  embrace  some  15,000,000 
persons  now  excluded,  such  as  farm  workers  and 
domestic  servants,  employees  of  nonprofit  institu- 
tions, independent  farmers,  members  of  the  profes- 
sions and  other  self-employed  individuals,  and  a 
unified  public  assistance  program.  There  follows  an 
analysis  of  those  provisions  of  the  ninety  page  bill 
that  appear  to  be  of  particular  concern  to  medicine. 

DISABILITY  BENEFITS  PLUS  MEDICAL  CARE 

The  bill  broadens  the  existing  social  security 
coverage  by  providing  for  the  payment  of  cash  per- 
manent disability  benefits  to  beneficiaries.  In  addi- 
tion to  such  cash  benefits,  the  Social  Security  Board, 
through  the  Surgeon  General  of  the  Public  Health 
Service,  will  be  authorized  to  make  provision  for 
furnishing  medical,  surgical,  institutional,  rehabilita- 
tion or  other  services  to  disabled  individuals  entitled 
to  receive  insurance  benefits,  if  such  services  will 
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aid  in  enabling  such  individuals  to  return  to  gainful 
work.  Such  services,  it  is  contemplated,  will  be 
furnished  “by  qualified  practitioners  and  through 
governmental  and  nongovernmental  hospitals  and 
other  institutions  qualified  to  furnish  such  services.” 
In  administering  the  provisions  of  this  particular 
section  of  the  bill,  the  Surgeon  General  and  the 
Social  Security  Board  will  follow  as  far  as  applicable 
the  procedure  outlined  by  another  section  of  the  bill 
relating  to  medical,  hospitalization  and  related 
benefits  generally. 

MEDICAL,  HOSPITALIZATION  AND  RELATED  BENEFITS  IN 
GENERAL 

Section  1 1 of  the  bill  proposes  to  add  a new  title 
to  the  Social  Security  Act,  title  IX,  providing  for 
a federal  system  of  compulsory  medical  and  hos- 
pitalization insurance  for  all  persons  covered  under 
the  old  age  and  survivors’  insurance,  and  their  de- 
pendents. Each  insured  worker  and  his  dependent 
wife  and  children  will  be  entitled  to  receive  general 

D 

medical,  special  medical,  laboratory  and  hospitaliza- 
tion benefits.  In  addition,  the  system  is  made  elastic 
so  that  it  may  be  enlarged  in  its  coverage  to  admit 
other  beneficiaries  on  a voluntary  basis,  such  as 
self-employed  individuals  and  employees  of  states 
and  political  subdivisions. 

In  order  to  appreciate  the  broad  scope  of  this  new 
title,  consideration  must  initially  be  given  to  the 
meaning  of  the  words  and  phrases  used  in  it.  The 
term  “general  medical  benefit”  means  services  fur- 
nished by  a legally  qualified  physician,  including 
all  necessary  services  such  as  can  be  furnished  by  a 
physician  engaged  in  the  general  practice  of  medi- 
cine, at  the  office,  home,  hospital  or  elsewhere,  in- 
cluding preventive,  diagnostic  and  therapeutic  treat- 
ment and  care,  and  periodic  physical  examinations. 

The  term  “special  medical  benefit”  means  neces- 
sary services  requiring  special  skill  or  experience, 
furnished  at  the  office,  home,  hospital  or  elsewhere 
by  a legally  qualified  physician  who  is  a specialist 
with  respect  to  the  class  of  service  furnished. 

The  term  “laboratory  benefit”  means  such  neces- 
sary laboratory  or  related  services,  supplies  or  com- 
modities, not  provided  to  a hospitalized  patient  and 
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not  included  as  a part  of  the  general  or  special  medi- 
cal benefit,  as  the  Surgeon  General  of  the  United 
States  Public  Health  Service  may  determine,  includ- 
ing chemical,  bacteriologic,  pathologic,  diagnostic 
and  therapeutic  x-ray  and  related  laboratory  serv- 
ices, physical  therapy,  special  appliances  prescribed 
by  a physician,  and  eye  glasses  prescribed  by  a 
physician  “or  other  legally  qualified  practitioner.” 
The  term  “hospitalization  benefit”  means  (i)  not 
less  than  $3  and  not  more  than  $6  for  each  day  of 
hospitalization,  not  in  excess  of  thirty  days,  which 
an  individual  has  had  in  a period  of  hospitalization; 
(2 ) not  less  than  $ 1 .50  and  not  more  than  $4  for  each 
day  of  hospitalization  in  excess  of  thirty  in  a period 
of  hospitalization;  and  (3)  not  less  than  $1.50  and 
not  more  than  $3  for  each  day  of  care  in  an  institu- 
tion for  the  care  of  persons  suffering  from  chronic 
ailments.  The  exact  amount  of  the  benefit,  between 
the  minimums  and  maximums  stated,  will  be  fixed 
by  the  Surgeon  General  of  the  Public  Health  Serv- 
ice after  consultation  with  the  National  Advisory 
Medical  and  Hospital  Council  to  be  created  by  the 
bill  and  after  approval  by  the  Social  Security  Board. 
In  lieu  of  such  compensation,  the  Surgeon  General 
may,  after  approval  of  the  Social  Security  Board, 
enter  into  contracts  with  participating  hospitals  for 
the  payment  of  the  reasonable  cost  of  hospital  serv- 
ice, at  rates  for  each  day  of  hospitalization  neither 
less  than  the  minimum  nor  more  than  the  maximum 
applicable  rates  previously  mentioned.  Such  pay- 
ments will  constitute  full  reimbursement,  the  bill 
provides,  for  the  cost  of  essential  hospital  services, 
including  the  use  of  ward  or  “other  least  expensive 
facilities  compatible  with  the  proper  care  of  the 
patient.” 

PANEL  OF  PHYSICIANS  TO  SUPPLY  MEDICAL  CARE 

The  Surgeon  General  will  be  required  to  publish 
and  otherwise  make  known  in  each  area  to  indi- 
viduals entitled  to  benefits  the  names  of  general 
practitioners  who  have  signified  their  willingness 
or  desire  to  participate  in  the  insurance  program. 
Any  legally  qualified  physician  may  so  participate. 
A beneficiary  may  select  any  physician  appearing 
on  the  panel  to  treat  him  subject  to  the  consent  of 
the  physician  selected,  and  may  change  such  selec- 
tion in  accordance  with  such  rules  and  regulations 
as  may  be  prescribed.  The  Surgeon  General  may  set 
maximum  limits  to  the  number  of  potential  bene- 
ficiaries for  whom  a general  practitioner  may  under- 
take to  furnish  medical  benefits.  Such  limits  may 
be  nationally  uniform  or  may  be  adapted  to  take 


account  of  “relevant  factors.” 

The  services  of  specialists  will  ordinarily  be  avail- 
able only  on  the  advice  of  the  general  practitioner. 
The  Surgeon  General  will  determine  what  con- 
stitutes specialist  services  and  will  also  determine 
the  qualifications  of  physicians  as  specialists  “in 
accordance  with  general  standards  previously  pre- 
scribed by  him  after  consultation  with  the  council 
and  utilizing  standards  and  certifications  developed 
by  competent  professional  agencies.” 

PAYMENTS  FOR  THE  SERVICES  OF  PHYSICIANS 

Payments  to  general  practitioners  may  be  made 
( 1 ) on  the  basis  of  fees  for  services  rendered,  accord- 
ing to  a fee  schedule  approved  by  the  Surgeon 
General;  or  (2)  on  a per  capita  basis,  the  amount 
being  according  to  the  number  of  individuals  en- 
titled to  benefits  who  are  on  the  practitioner’s  list; 
or  (3)  on  a salary  basis,  whole  or  part  time;  or  (4) 
on  a combination  or  modification  of  these  bases. 
The  method  of  payment,  subject  to  the  approval  of 
the  Surgeon  General,  will  apparently  be  determined 
in  each  area  in  accordance  with  the  desires  of  a 
majority  of  the  general  practitioners  collaborating 
with  the  insurance  program. 

Payments  to  designated  specialists  may  include 
payments  on  salary  (whole  time  or  part  time),  “per 
session,”  fee  of  service,  per  capita,  or  other  basis, 
or  combinations  thereof.  Apparently  the  method 
of  payment  to  be  adopted  for  specialists  will  be 
determined  by  the  Surgeon  General. 

Payments  for  medical  service  may  be  nationally 
uniform  or  may  be  adapted  to  take  account  of 
“relevant  factors.”  In  any  area  where  payment  for 
the  services  of  a general  practitioner  is  on  a per 
capita  basis,  the  bill  provides  that  the  Surgeon  Gen- 
eral shall  distribute  on  a pro  rata  basis  among  the 
practitioners  of  the  area  on  the  panel  those  indi- 
viduals in  the  area  who,  after  due  notice,  have  failed 
to  select  a general  practitioner  or  who,  having 
made  a selection,  have  been  refused  by  the  practi- 
tioner. 

I he  bill  provides  that  in  each  area  the  provision 
of  general  medical  benefit  for  all  individuals  entitled 
to  receive  such  benefit  “shall  be  a collective  respon- 
sibility of  all  qualified  general  practitioners  in  the 
area  who  have  undertaken  to  furnish  such  benefit.” 

LIMITATIONS  ON  GENERAL  MEDICAL  AND  LABORATORY 
BENEFIT 

1 he  Surgeon  General  and  the  Social  Security 
Board  may  determine  for  any  calendar  year  or  part 
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thereof  that  every  individual  entitled  to  general 
medical  benefit  may  be  required  by  the  physician 
attending  him  to  pay  a fee  with  respect  to  the  first 
service  or  with  respect  to  each  service  in  a “spell  of 
sickness”  or  course  of  treatment  if  it  is  believed 
that  such  a determination  is  necessary  and  desirable 
to  prevent  or  reduce  abuses  of  entitlement  to  such 
benefits.  Maximum  size  of  such  fee  may  be  fixed  by 
the  Surgeon  General  and  the  Social  Security  Board 
at  an  amount  estimated  to  be  sufficient  to  prevent  or 
reduce  abuses  and  not  such  as  to  impose  a substantial 
financial  restraint  against  proper  and  needed  receipt 
of  medical  benefit.  Likewise  the  Surgeon  General 
and  the  Social  Security  Board  may  limit  the  appli- 
cation of  such  fees  to  home  calls,  office  visits  or  both. 

PARTICIPATING  HOSPITALS 

For  a hospital  to  participate  in  this  insurance  pro- 
gram, it  must  have  been  approved  by  the  Surgeon 
General  under  standards  prescribed  by  him  after 
consultation  with  the  council.  A hospital  to  be  ap- 
proved must  provide  all  necessary  and  customary 
hospital  services  and  must  be  found  to  afford  profes- 
sional service,  personnel  and  equipment  adequate  to 
promote  the  health  and  safety  of  individuals  cus- 
tomarily hospitalized  in  such  institution.  The  Sur- 
geon General  may  approve  or  accredit  a hospital 
for  limited  varieties  of  cases  and  may  accredit  an 
institution  for  the  care  of  the  “chronic  sick.”  In 
determining  the  adequacy  of  the  professional  serv- 
ice, personnel  and  equipment  of  any  such  institution, 
the  Surgeon  General  may  take  into  account  the  pur- 
pose of  such  limited  accrediting,  the  type  and  size 
of  community  which  the  institution  serves,  the  avail- 
ability of  other  hospital  facilities,  and  such  other 
matters  as  he  may  deem  relevant. 

APPLICATION  FOR  AND  LIMITATION  OF  HOSPITALIZATION 
BENEFITS 

No  application  by  an  individual  for  hospitalization 
benefits  will  be  valid  with  respect  to  any  day  of 
hospitalization  if  the  application  is  filed  more  than 
ninety  days  after  such  day,  or  with  respect  to  any 
day  of  hospitalization  for  mental  or  nervous  disease 
or  for  tuberculosis  after  such  diagnosis  has  been 
made.  The  maximum  number  of  days  in  any  benefit 
year  for  which  any  individual  may  be  entitled  to 
hospitalization  benefit  will  be  thirty.  If,  however, 
the  funds  in  the  special  hospitalization  benefit 
account  fund  to  be  created  prove  adequate,  the 
maximum  number  of  days  may  be  increased  to 
ninety  by  the  Surgeon  General  and  the  Social 
Security  Board,  acting  jointly. 


PROPOSED  METHOD  OF  ADMINISTRATION 

The  Surgeon  General  of  the  Public  Health  Serv- 
ice will  be  authorized  to  take  all  necessary  and  prac- 
tical steps  to  arrange  for  the  availability  of  the 
medical,  hospitalization  and  related  benefits.  He  will 
be  authorized  to  negotiate  and  periodically  to  re- 
negotiate agreements  or  cooperative  working 
arrangements  with  appropriate  agencies  of  the 
United  States,  or  of  any  state  or  political  subdivision 
thereof,  and  with  other  appropriate  public  agencies, 
and  with  private  agencies  or  institutions,  and  with 
private  persons  or  groups  of  persons,  to  utilize  their 
services  and  facilities  and  to  pay  fair,  reasonable  and 
equitable  compensation  therefor. 

The  methods  of  administration,  including  the 
methods  of  payment  to  practitioners,  the  bill  pro- 
vides, shall  (i)  insure  the  prompt  and  efficient  care 
of  individuals  entitled  to  benefits;  (2)  promote  per- 
sonal relationships  between  physician  and  patient; 
(3)  provide  professional  and  financial  incentives  for 
the  professional  advancement  of  practitioners  and 
encourage  high  standards  in  the  quality  of  services 
furnished  as  benefits  through  the  adequacy  of  pay- 
ments to  practitioners,  assistance  in  their  use  of 
opportunities  for  postgraduate  study,  coordination 
among  the  services  furnished  by  general  practi- 
tioners, specialists,  laboratory  and  other  auxiliary 
services,  coordination  among  the  services  furnished 
by  practitioners,  hospitals,  health  centers,  educa- 
tional, research  and  other  institutions,  and  between 
preventive  and  curative  services,  and  otherwise;  (4) 
aid  in  the  prevention  of  disease,  disability  and  pre- 
mature death,  and  (5)  insure  the  provision  of  ade- 
quate service  with  the  greatest  economy  consistent 
with  high  standards  of  quality. 

NATIONAL  ADVISORY  MEDICAL  AND  HOSPITAL  COUNCIL 

The  bill  proposes  the  creation  of  a National  Ad- 
visory Adedical  and  Hospital  Council,  to  consist  of 
the  Surgeon  General  of  the  United  States  Public 
Health  Service  as  chairman  and  sixteen  members 
appointed  by  him.  The  appointed  members  will  be 
selected  from  panels  of  names  submitted  by  the  pro- 
fessional and  other  agencies  and  organizations  con- 
cerned with  medical  services  and  education  and  with 
the  operation  of  hospitals  and  from  among  other 
persons,  agencies  or  organizations  informed  on  the 
need  for  or  provision  of  medical,  hospital  or  related 
services  and  benefits.  Appointed  members  will  hold 
office  for  four  years,  with  the  terms  of  office  stag-  1 
gered.  The  appointed  members  will  receive  com- 
pensation at  the  rate  of  $25  a day  for  time  spent  on 
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official  business  of  the  council,  and  actual  and  neces- 
sary traveling  expenses  and  per  diem  in  lieu  of  sub- 
sistence. 

This  council  will  “advise”  the  Surgeon  General  as 
to  (i)  professional  standards  of  quality  to  apply  to 
general  and  special  medical  benefits;  (2)  designa- 
tion of  specialists;  (3)  methods  and  arrangements  to 
stimulate  and  encourage  the  attainment  of  high 
standards  through  coordination  of  the  services  of 
general  practitioners,  specialists,  laboratories  and 
other  auxiliary  services,  and  through  the  coordina- 
tion of  the  services  of  practitioners  with  those  of 
educational  and  research  institutions,  hospitals  and 
health  centers,  and  through  other  useful  means;  (4) 
standards  to  apply  to  participating  hospitals  and  to 
establishment  and  maintenance  of  the  list  of  par- 
ticipating hospitals;  (5)  adequate  and  suitable 
methods  and  arrangements  of  paying  for  medical 
and  hospital  services;  (6)  studies  and  surveys  of  the 
services  furnished  by  practitioners  and  hospitals  and 
of  the  quality  and  adequacy  of  such  services;  (7) 
grants-in-aid  for  professional  education  and  research 
projects,  and  (8)  establishment  of  special  advisory, 
technical,  local  or  regional  boards,  committees,  or 
commissions. 

RELATION  TO  WORKMEN’S  COMPENSATION  ACTS 

The  benefits  provided  by  this  bill  will  not  be 
available  with  respect  to  an  injury,  disease  or  disabil- 
ity coming  within  the  purview  of  any  state  or 
federal  workmen’s  compensation  act. 

DENTAL,  NURSING  AND  OTHER  BENEFITS 

The  bill  devolves  on  the  Surgeon  General  and  the 
Social  Security  Board  jointly  the  duty  of  ascertain- 
ing the  most  effective  methods  of  providing  dental, 
nursing  and  other  needed  benefits  not  contained 
in  the  pending  bill  and  of  determining  the  expected 
costs  of  such  additional  benefits.  The  bill  contem- 
plates that  the  Surgeon  General  and  the  Social 
Security  Board  will  report  the  results  of  their  find- 
ings, with  recomendations  as  to  legislation,  not  later 
than  January  1,  1946. 

GRANTS-IN-AID  FOR  MEDICAL  EDUCATION,  RESEARCH 
AND  PREVENTION  OF  DISEASE  AND  DISABILITY 

The  Surgeon  General  will  be  authorized  to  admin- 
ister  grants-in-aid  to  nonprofit  institutions  and  agen- 
cies engaging  in  research  or  in  undergraduate  or 
postgraduate  professional  education.  I he  purpose  of 
these  grants  will  be  to  encourage  and  aid  the  ad- 
vancement and  dissemination  of  knowledge  and  skill 
in  providing  benefits  and  in  preventing  illness,  dis- 


ability and  premature  death.  Such  grants-in-aid  will 
be  made  with  respect  to  each  project  (1)  for  which 
application  has  been  received  from  a nonprofit  insti- 
tution or  agency,  stating  the  nature  of  the  project 
and  giving  the  reasons  for  the  need  of  financial 
assistance  in  carrying  it  out,  and  (2)  for  which  the 
Surgeon  General  finds,  with  the  advice  of  the  coun- 
cil, that  the  project  shows  promise  of  making- 
valuable  contributions  to  the  education  or  training 
of  persons  useful  to  or  needed  in  the  furnishing  of 
medical,  hospital,  disability,  rehabilitation  and  related 
benefits  or  to  human  knowledge  with  respect  to  the 
cause,  prevention,  mitigation  or  methods  of  diag- 
nosis and  treatment  of  disease  and  disability. 

This  part  of  the  program  will  be  financed  by 
setting  aside  a certain  percentage  of  amounts  ex- 
pended for  benefits  from  the  Federal  Social  Insur- 
ance Trust  Fund  to  be  created  by  the  bill.  The 
amount  to  be  set  aside  will  equal  1 per  cent  of  the 
total  amount  expended  for  benefits  from  the  trust 
fund,  exclusive  of  unemployment  insurance  benefits, 
or  2 per  cent  of  the  amount  expended  for  benefits 
under  title  IX  (relating  to  federal  medical,  hospitali- 
zation and  related  benefits),  after  benefits  under  that 
title  have  been  payable  for  not  less  than  twelve 
months,  whichever  is  the  lesser,  in  the  last  preceding- 
fiscal  year.  The  bill  apparently  leaves  all  the  details 
with  respect  to  these  grants-in-aid  to  regulations  to 
be  promulgated  by  the  Surgeon  General  after  con- 
sultation with  the  council. 

SELF-EMPLOYED  INDIVIDUALS 

Self-employed  individuals  may  receive  the  benefits 
of  the  old  age,  survivors,  and  permanent  disability 
and  medical  and  hospital  insurance  by  paying  into 
the  Trust  Fund  an  amount  equal  to  7 per  cent  of  the 
market  value  of  their  services  rendered  as  self- 
employed  individuals,  after  December  31,  1943,  with 
respect  to  services  in  self  employment  after  that 
date,  but  not  including  that  part  of  any  remunera- 
tion for  employment  and  the  market  value  of  serv- 
ices in  self  employment  in  excess  of  $3,000  for  any 
calendar  year. 

EMPLOYEES  OF  STATES  AND  LOCAL  SUBDIVISIONS 

The  bill  authorizes  the  Social  Security  Board  to 
enter  into  compacts  with  individual  states  or  with 
political  subdivisions  for  the  purpose  of  extending 
old  age,  survivors,  and  permanent  disability  and 
medical  and  hospitalization  insurance  coverage  to 
employees  of  such  states  or  political  subdivisions.  To 
finance  the  benefits  to  be  provided  under  such  com- 
pacts, the  bill  requires  such  employer  to  pay  a social 
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security  contribution  equal  to  3.5  per  cent  of  the 
wages  paid  by  it  after  December  31,  1943  and  every 
individual  beneficiary  of  such  a compact  a contri- 
bution equal  to  3.5  per  cent  of  the  wages  received 
by  him  after  December  31,  1943,  excluding  any 
amount  paid  or  received  in  excess  of  $3,000  during 
any  calendar  year  after  December  31,  1943. 

BILL  AS  VIEWED  BY  SENATOR  WAGNER 

On  the  floor  of  the  Senate,  June  3,  Senator  Wag- 
ner described  the  overall  objectives  of  his  bill  as 
follows: 

The  bill  establishes  a nationwide  system  of  public  employ- 
ment offices,  to  help  war  workers  and  war  veterans  to  avail 
themselves  of  job  opportunities,  in  private  industry  and  on 
farms,  throughout  the  country.  It  covers  broadly  the  major 
economic  hazards  of  average  American  families— the  cost 
of  medical  and  hospital  care,  and  loss  of  income  in  time  of 
unemployment,  temporary  sickness,  permanent  disability  and 
old  age.  It  improves  the  present  old  age  insurance  system 
and  extends  coverage  to  15,000,000  persons  now  excluded, 
such  as  farm  workers  and  domestic  servants,  employees  of 
nonprofit  institutions  and  the  independent  farmer,  profes- 
sional and  small  businessman.  All  these  changes  are  estab- 
lished under  a unified  national  system  of  social  insurance, 
with  one  set  of  contributions,  one  set  of  records  and  reports 
and  one  set  of  local  offices.  Reinforcing  the  job  guaranty 
in  the  Selective  Service  Act,  the  bill  gives  the  returning 
veteran  and  his  family  paid-up  benefit  rights  in  every  phase 
of  this  insurance  protection.  And,  finally,  the  bill  sets  up  an 
improved,  unified  system  for  grants-in-aid  to  the  states  for 
public  assistance,  on  a variable  matching  basis,  in  place  of  the 
rigid  categories  under  present  law. 

PROSPECT  OF  SENATE  CONSIDERATION  OF  THE  BILL 

Senator  Walter  F.  George,  chairman  of  the  Sen- 
ate Committee  on  Finance  before  which  S.  1161  is 
pending,  has  been  quoted  as  saying  that  his  com- 
mittee cannot  possibly  undertake  to  give  considera- 
tion to  the  bill  until  late  in  the  present  session  of  the 
Congress  and  that  if  that  consideration  is  given,  and 
if  favorable  action  is  taken  by  the  committee,  the 
measure  will  not  reach  the  floor  of  the  Senate  until 
next  year. 


Premarital  Health  Requirements 

Out  of  28  States  which  carry  premarital  health 
laws  on  their  statutes,  only  fifteen  require  a phvsical 
examination  (in  the  case  of  Wisconsin  this  applies 
only  to  the  male)  to  exclude  syphilis  and  but  eight 
require  a physical  examination  to  exclude  gonorrhea. 
Of  these  28  States,  all  but  three  (Kentucky,  North 
Dakota,  Missouri,  statute  of  the  latter  not  yet 
available)  accept  out  of  the  State  laboratory  blood 
test  reports.  Colorado,  Connecticut,  Illinois,  Iowa, 
New  York,  South  Dakota,  Vermont  and  Wisconsin 
will  now  accept  premarital  blood  test  certificates 
from  other  States. 

Penicillin  Increased 

A forecast  that  “under  the  powerful  impetus  of 
government  agencies”  there  should  be  sufficient 
penicillin  produced  to  more  nearly  provide  for 
civilian  as  well  as  military  needs  within  the  next 
twelve  months  was  issued  recently  by  Theodore 
G.  Klumpp,  president  of  the  Winthrop  Chemical 
Company,  Inc.  Dr.  Klumpp  is  a member  of  the 
Penicillin  Producers’  Advisory  Committe  that  met 
recently  in  Washington  with  the  Office  of  Scientific 
Research  and  Development  and  the  WPB.  For  the 
immediate  present,  public  health  authorities  should 
absorb  all  possible  knowledge  on  penicillin  as  a 
means  of  “completing  the  link  between  producers, 
the  government  and  the  public,”  Dr.  Klumpp  stated. 


THE  DOCTOR’S  OFFICE 

Harry  Golston,  m.d.,  announces  the  opening  of 
an  office  for  the  practice  of  internal  medicine  and 
cardiology  at  750  Main  Street,  Hartford. 


THOUSANDS  HAVE  SAID “Cleverest  little  device  I’ve 

seen  in  thirty  years  of  practice!”  Thus,  they  refer  to  the  $37.50  “Hyfrecator,” 
for  the  permanent  removal  of  foreign  growths  by  the  proven  electrodesic- 
cation method.  Write  or  phone  for  your  free  twenty-four  page  booklet 
“Symposium  on  Electrodesiccation.”  No  obligation,  but  we  shall  offer  to 
sell  you  one  of  the  “Hyfrecators”,  of  course.  Professional  Equipment  Com- 
pany, 36  Howe  Street,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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PROCUREMENT  AND  ASSIGNMENT  SERVICE  ALLOCATION  PLAN  FOR 

INTERNS  AND  RESIDENTS 

In  view  of  changing  needs,  both  civilian  and  military,  and  of  this  last  year’s  experience  in  attempting 
an  allocation  of  hospital  house  staffs,  a new  allocation  plan  has  'been  developed.  It  involves  three  major 
changes.  The  first  of  these  is  that  interneships  and  residencies  are  being  changed  over  from  a twelve— to  a 
nine-month  base  period  to  remedy  the  difficulties  inherent  in  a nine-month  medical  school  year  and  a 
twelve-month  hospital  year.  The  second  is  that  certain  essential  commissioned  men  will  be  permitted  to 
give  some  service  as  hospital  residents , under  conditions  outlined  below.  The  third  is  that  interties  as  well 
as  residents  are  included  in  the  allocation  plan.  One  of  the  reasons  for  this  change  is  that  hospitals  which 
have  shifted  from  two-year  to  one-year  interneships  have  drained  by  approximately  1,400  the  supply  of 
internes  which  would  in  earlier  years  have  been  available  to  smaller  hospitals. 


COMPLIANCE 

This  year  certain  hospitals  have  failed  to  cooper- 
ate with  the  Procurement  and  Assignment  Service 
plan  because  of  their  reliance  on  Selective  Service 
deferments  for  the  maintenance  of  their  staffs.  Since 
Selective  Service  deferment  of  residents  is  rapidly 
becoming  a thing  of  the  past,  hospitals  will  find  it  of 
great  advantage  to  cooperate  with  the  Surgeons 
General  and  the  Procurement  and  Assignment  Serv- 
ice in  this  new  allocation  plan,  which  is  designed  to 
provide  an  equitable  distribution  of  the  house  staff 
members  available. 

SHIFT  FROM  12-  TO  9-MONTH  BASE 

There  has  been  general  dissatisfaction  with  the 
3-month  overlapping  of  interne  and  resident  serv- 
ices, which  have  been  wasteful  of  urgently  needed 
medical  manpower. 

AGREEMENT  WITH  SURGEONS  GENERAL 

To  remedy  this  situation  the  Directing  Board  of 
Procurement  and  Assignment  Service  proposed  on 
the  recommendation  of  its  Hospital  Committee,  that 
a 9-9-9  month  plan  be  adopted.  For  those  men  who 
would  be  commissioned  the  proposal  was: 

The  interneship  should  be  reduced  from  1 2 to  9 
months. 

One  half  of  the  internes  should  be  retained  for  a 
second  9 months  as  assistant  residents. 

One  half  of  that  group  should  be  retained  for  a 
third  9-month  period  as  residents. 

This  proposal  has  been  accepted  by  the  Surgeons 
General  of  the  Army  and  Navy  in  this  modified 


form : 

The  interneship  shall  be  reduced  to  9 months. 
One-third  of  the  internes  who  hold  commissions  in 
the  Army  and  Navy  may  be  deferred  for  9 months 
( 10th  to  18th  months ). 

One  half  of  this  number  or  one-sixth  of  the  total 
number  of  commissioned  internes  may  be  deferred 
for  an  additional  <j  months  ( 19th  to  21th  months). 

Acceptance  of  the  plan  by  the  Surgeons  General 
is  conditional  upon  agreement  by  the  State  Boards 
of  Medical  Examiners  that  eligibility  for  licensure  of 
men  who  receive  only  9 months  interneship  will  not 
be  impaired  and  with  the  understanding  that  interne- 
ships  shall  begin  within  30  days  after  the  completion 
of  the  medical  course,  and  that  hospitals  will  limit 
their  appointments  of  internes  and  residents  to  indi- 
viduals who  hold  commissions  or  who  have  been 
officially  rejected  for  commissions  in  the  armed 
forces. 

DEFINITION 

In  the  interest  of  uniformity  under  this  program 
the  Procurement  and  Assignment  Service  will 
classify  house  officers  as  follows:  Internes  during 
the  first  9 months , assistant  residents  during  the 
second  9 months , and  residents  during  the  third  9 
months  of  hospital  service. 

OUTLOOK  FOR  1 944 

Procurement  and  Assignment  Service  believes  that 
minimum  adequate  hospital  medical  service  can  be 
provided  only  if  each  hospital  exerts  every  effort  to 
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obtain  and  retain  women  and  physically  disqualified 
male  house  officers,  since  the  number  of  men  to  be 
deferred  by  the  armed  services  will  not  be  adequate 
to  meet  even  the  minimal  needs  for  hospital  resi- 
dents, and  since  Procurement  and  Assignment  Serv- 
ice cannot  assign  men  to  house  staff  positions. 

The  overall  cut  will  be  about  one-third.  For  the 
average  hospital,  the  allocation  for  1944  will  be 
somewhat  less  than  two-thirds  of  the  1940  number 
of  residents  and  two-thirds  to  three-fourths  of  the 
1940  number  of  internes.  It  will  be  necessary  in 
general  to  make  proportionate  cuts  from  1 940  in  the 
new  house  staff  quotas  with  certain  adjustments  for 
present  teaching  loads  and  marked  shifts  in  patient 
population.  The  number  of  house  staff  included  in 
the  quota  of  the  individual  hospitals  will  include 
women  physicians  and  all  male  physicians  whether 
or  not  physically  disqualified  and  whether  or  not 
commissioned.  The  allocation  of  this  personnel  will 
be  primarily  on  the  basis  of  the  needs  for  civilian 
medical  care. 

CHANGE-OVER  TO  9-MONTH  PLAN 

Under  this  plan  two-thirds  of  all  commissioned 
internes  now  in  hospitals  will  be  eligible  for  orders 
to  active  duty  on  or  about  January  i,  1944  (9  months 
after  the  beginning  of  their  interneships),  and  at 
about  the  time  the  new  graduates  will  be  beginning 
their  interneships. 

In  many  hospitals  there  are  residents  holding  com- 
missions who  have  already  been  deferred  by  the 
Army  or  Navy  until  July  1,  1944.  Upon  their  de- 
parture certain  house  staffs  will  be  reduced  below 
the  quota  level  for  three  months.  For  most  hos- 
pitals this  will  come  at  a time  of  relatively  low 
census.  In  cases  of  extreme  difficulty  every  effort 
will  be  made  by  Procurement  and  Assignment  Serv- 
ice to  assist  the  hospitals  through  this  three-month 
period. 

PROCEDURES 

All  hospitals  have  been  asked  to  submit  imme- 
diately analyses  of  their  present  and  past  situations 
for  the  purpose  of  facilitating  this  allocation  for 
1944.  Based  on  this  information,  and  on  field  studies 
now  in  progress,  the  Hospital  Committee  will  com- 
plete its  estimates  of  the  total  number  of  physicians 
who  will  be  available  for  house  staff  positions  in 
1944.  With  this  information  the  Committee  will  set 
house  staff  quotas  for  each  hospital  and  from  them 
build  State  quotas.  In  setting  tentative  quotas  by 
Procurement  and  Assignment  Service  for  individual 


hospitals  consideration  will  be  given  to  obvious  in- 
justices which  might  occur  in  a too  arbitrary  appli- 
cation of  the  allocation  plan. 

Each  State  will  be  required  to  remain  within  its 
total  quota,  that  is,  no  requests  will  be  granted  for 
deferments  which  would  bring  a State  total  over 
the  quota  established  for  that  State.  The  State  Chair-  i 
man  may  find  it  desirable  to  make  certain  changes  in 
hospital  allotments  within  the  limits  of  his  total  State  : 
quota.  Such  changes  will  be  subject  to  appeal  and  , 
review  at  the  national  level.  State  Chairmen  will  ! 
receive  requests  for  deferments  from  hospitals  and 
transmit  them  to  the  Washington  office  of  Procure- 
ment and  Assignment  Service,  which  will  review 
them  and  make  recommendations  to  the  Surgeons 
General. 

A commissioned  interne  may  move  to  a second 
hospital  at  the  end  of  his  9-  or  18-month  service,  so 
a hospital  may  ask  for  the  service  of  a commissioned 
interne  or  assistant  resident  from  another  hospital 
for  a 9-month  assistant  residency  or  residency.  In 
other  words,  movements  of  physicians  on  house 
staff  shall  not  be  discontinued  or  discouraged  as  lone 
as  the  physician  desires  the  hospital  service,  and  the 
hospital  and  State  remain  within  their  quotas. 

The  War  Time  Service  Bureau  of  the  American 
Hospital  Association  has  prepared  a bulletin  on  this 
important  subject  and  excerpts  from  that  Bulletin 
are  reprinted  by  permission. 

Will  internes  novo  serving  our  hospital,  supposed- 
ly for  12  months , have  their  period  of  service 
reduced  to  9 months?  Internes  holding  reserve 
commissions,  and  who  on  January  1,  1944  will  have 
served  for  9 months  or  more,  will  be  subject  to 
receive  orders  to  report  for  active  duty  on  January 
1 or  soon  thereafter.  Internes  holding  reserve  com-  j 
missions  who  will  have  completed  9 months  of 
service  at  some  date  later  than  January  1,  1944,  may 
expect  to  be  ordered  to  report  for  active  duty  on  j 
such  date. 

Our  hospital  has  an  interne  who  holds  a reserve 
commission  and  will  complete  9 months  of  service 
on  January  1,  but  we  are  desirous  of  retaining  his 
services  as  an  Assistant  Resident  for  another  9 ' 
months.  How  may  we  do  this?  If  the  1944  alloca- 
tion permits  your  hospital  to  have  residents  and  if 
you  cannot  fill  your  quota  for  residents  by  appoint- 
ing  physicians  not  eligible  for  military  service,  you 
may  apply  to  your  State  Chairman  of  Procurement 
and  Assignment  Service  for  this  man’s  deferment. 
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\sk  your  State  Chairman  for  application  forms.  If 
forms  are  not  readily  obtainable,  you  are  advised  to 
write  a letter  in  triplicate  to  your  State  Chairman, 
giving  full  particulars.  All  three  copies  should  be 
signed  by  the  Administrator  and  there  should  be  a 
statement  at  the  end,  signed  by  the  interne,  and 
indicating  that  he  desires  to  be  deferred.  You  should 
apply  for  this  deferment  in  ample  time  for  it  to  be 
passed  upon.  While  no  official  time  has  been  set, 
we  believe  you  should  apply  not  more  than  3 months 
nor  less  than  2 months,  before  the  interne  will  have 
completed  9 months  service.  You  are  reminded, 
since  the  armed  forces  will  defer  only  one-third  of 
the  country’s  total  of  commissioned  internes,  that 
your  individual  hospital  is  not  likely  to  be  able  to 
get  more  than  one-third  of  its  commissioned  internes 
deferred.  However,  in  cases  of  great  need,  it  would 
be  well  to  consult  your  State  Chairman  of  Procure- 
ment and  Assignment  Service. 

This  hospital  had  16  internes  in  July  1940;  how 
many  will  it  be  permitted  to  have  in  1944 ? Unless 
there  has  been  a marked  increase  or  decrease  in  your 
hospital’s  patient  days  of  service,  your  interne  quota 
is  likely  to  be  about  three-fourths  of  the  number  of 
internes  you  reported  to  the  American  Medical 
Association  in  the  summer  of  1940.  (See  file  copy  of 
your  1940  report  to  A.M.A.,  on  internes.) 

Our  hospital  had  10  internes  in  1940  but  we  did 
not  have  any  residents.  Will  we  be  able  to  get  some 
of  our  present  commissioned  internes  deferred  as 
assistant  residents,  in  1944?  You  will  not  be  able 
to  do  so  because  residency  quotas  for  1944  will  be 
allocated  only  to  those  hospitals  which  had  residents 
in  1940. 

What  can  our  hospital  say  to  men  whom  it  ac- 
cepted, in  good  faith , for  12  months  interne  ships 
ending  next  April,  but  now  to  be  ended  three  months 
earlier?  The  hospital  can  express  its  regret  and  ex- 
plain to  the  commissioned  internes  that  they  are 
under  the  authority  of  the  Armed  Forces  and  that 
the  latter,  not  the  hospital,  have  changed  the  plan. 

If  a hospital  shotdd  refuse  to  comply  with  this 
new  plan,  to  what,  if  any,  penalties  is  it  liable?  The 
very  practical  penalties  that,  for  non-compliance, 
Procurement  and  Assignment  could  ( 1 ) refuse  to 
endorse  the  hospital’s  request  for  deferment  of 
internes  for  assistant  residencies;  (2)  notify  the 
Army  and  Navy  which  could  prohibit  any  medical 
graduate  holding  a reserve  commission  from  serving 
his  interneship  at  that  hospital;  (3)  withdraw  its 
approval  of  the  essentiality  of  any  physicians  of 


military  age  who  are  now  deferred  to  work  on  the 
hospital’s  attending  staff.  The  above  statements  are 
our  own  estimate  of  the  penalties  which  could  be 
exacted.  There  has  been  no  official  pronouncement 
on  this  point  by  Procurement  and  Assignment.  In 
our  opinion,  no  hospital  which  expects  to  maintain 
any  sort  of  a house  staff  can  afford  to  disregard  this 
plan. 

Will  there  still  be  an  overlapping  period  of  each 
interne  group  with  the  group  next  following  it? 
No.  The  reduction  of  interneship  to  9 months  will 
prevent  the  waste  of  medical  manpower  which  we 
have  had  under  the  12-month  plan.  As  indicated  in 
the  statement,  the  new  plan  will  dovetail  with  the 
accelerated  medical  school  program. 

Have  all  state  boards  of  medical  examiners  agreed 
to  the  reduction  in  length  of  interneships  from  12 
months  to  9 months?  Twenty-four  state  boards  of 
examiners  have  provisions  of  some  sort  requiring 
interneship  before  licensure.  All  state  boards  have 
been  requested  to  adjust  their  regulations  to  the  9- 
month  plan  and  while  we  are  unable  to  report  the 
attitude  of  each  board,  it  is  our  belief  that  in  a 
matter  of  such  national  importance,  the  states  will 
find  means  of  cooperating  with  the  plan.  The  Medi- 
cal Practice  Act  of  Connecticut  does  not  require 
hospital  interneship  as  prerequisite  to  license.  The 
cutting  of  the  interneship  from  12  months  to  9 
months  is  without  effect  in  Connecticut. 

How  long  may  hospitals  retain  physically  dis- 
qualified residents  and  internes?  The  plan  does  not 
place  any  limit  on  the  length  of  service  of  persons 
ineligible  for  military  service.  In  addition,  it  states 
that  each  hospital  should  exert  “every  effort  to  ob- 
tain and  retain  women  and  physically  disqualified 
male  house  officers.” 

Does  Procurement  and  Assignment  agree  to  ob- 
tain internes  and  residents  for  hospitals?  No.  Pro- 
curement and  Assignment  is  without  power  to 
assign  an  interne  or  a resident  to  a specific  hospital. 
Procurement  and  Assignment  will  allocate  quotas 
of  internes  and  residents  for  each  hospital  and  will 
not  permit  any  hospital  to  exceed  its  quota.  It  still 
rests  with  the  hospital  to  recruit  and  appoint  its  own 
house  officers,  ft  is  quite  possible  that  a given  hos- 
pital might  be  unable  to  secure  enough  men  to  fill 
its  quota.  The  reputation  of  a hospital’s  interneship 
and  residencies  will  still  have  strong  bearing  upon 
that  hospital’s  success  in  filling  its  quota. 

Will  this  plan  provide  a more  even  distribution  of 
internes  and  residents  to  hospitals  than  was  the  case 
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in  1943?  It  is  our  belief  that  it  will  do  so.  The  plan 
for  reducing  interneship  quotas  will  remove  ap- 
proximately 1,400  internes  from  those  hospitals 
which  had  full  or  nearly  full  quotas  of  internes  in 
1943.  These  1,400  men  will  be  potential  applicants  to 
hospitals  with  approved  interneships  which  were 
unable  to  fill  their  1943  quotas.  You  are  reminded, 
however,  that  except  in  unusual  instances,  no  hos- 
pital can  have  more  than  approximately  % of  the 
number  of  internes  it  had  on  duty  in  1940,  nor  more 
than  about  % of  the  number  of  residents  which  it 
had  in  that  year. 

J 

Waivers  of  Physical  Defects  for  Appoint- 
ment to  Commissions  In  the  Army 

There  has  been  a good  deal  of  uncertainty  as  to 
the  purpose  and  force  of  waivers  of  physical  de- 
fects that  are  asked  frequently  before  a physician 
can  be  commissioned  in  the  medical  corps  of  the 
Army.  The  ruling  of  the  Judge  Advocate  General’s 
Department  on  the  subject  has  become  available 
recently  and  throws  some  light  on  the  discussion. 

The  Judge  Advocate  of  the  Army  has  ruled: 

“It  may  be  stated  generally  that  a waiver  or 
release  of  statutory  rights  to  compensation  on  ac- 
count of  physical  disabilities  is,  in  the  absence  of 
legislative  authority  therefore,  without  legal  effect 
as  a waiver  or  release;  that  it  would  be  contrary  to 
public  policy  for  the  War  Department  to  require  or 
accept  such  a waiver  or  release;  but  that  it  is  proper 
to  make  a record  of  defects  disclosed  by  examination 
and  to  permit  a person  to  acknowledge  the  existence 
of  any  physical  defect.  Such  an  acknowledgement 
wil  operate  in  the  nature  of  a release  or  waiver  in 
that  it  would  disentitle  the  affiant  to  any  compensa- 
tion for  the  defects  acknowledged. 
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However,  without  legislative  authority  therefore, 
a waiver  or  release  of  statutory  rights  to  compensa- 
tion arising  out  of  service-connected  disabilities  or 
aggravation  to  such  acknowledged  defects  is  with- 
out legal  effect.” 

Hospitalization  In  the  Final  Battle 
In  Tunisia 

The  Illinois  Medical  Journal  informs  us  that  Lieut. 
Gen.  Omar  Bradley,  commander  of  the  U.  S.  Army 
Second  Corps  in  the  final  battle  in  Tunisia,  in  his 
report  to  Gen.  George  C.  Marshall,  chief  of  staff, 
covering  operations  between  April  23  and  May  9, 


made  the  following  comments  concerning  hos- 
pitalization: 

“The  medical  plan  was  drawn  up  so  as  to  provide 
quick  evacuation.  Initial  locations  placed  the  evacua- 
tion hospitals  within  sound  of  artillery  fire  and 
almost  within  sight  of  some  of  the  enemy’s  bombing 
operations.  Locating  these  units  well  forward,  how- 
ever, in  no  way  affected  the  efficiency  of  the  doctors 
and  nurses,  who  displayed  an  admirable  coolness 
and  accomplished  results  which,  under  normal  hos- 
pital conditions,  would  have  been  considered  excel- 
lent. Their  forward  locations  reduced  the  time  inter- 
val necessary  for  a wounded  man  to  receive  adequate 
care. 

“The  ambulance  hauls  to  the  base  hospital  at  Bone 
varied  from  85  to  110  miles  over  rough  and  tortu- 
ous roads.  This  distance  was  too  great  for  evacua- 
tion of  seriously  wounded  patients,  particularly 
chest  and  abdominal  cases.  As  a result  the  evacuation 
hospital  which  had  initially  been  set  up  to  take  care 
of  patients  who  would  remain  in  the  area  until  they 
could  return  to  duty  was  given  the  mission  of 
attending  to  the  more  seriously  wounded. 

“When  the  enemy  surrendered  in  northern 
Tunisia  he  was  operating  a total  of  five  hospitals,  a 
total  of  600  beds.  By  May  1 2 there  were  745  enemy 
patients  in  our  hospitals. 

“Blood  donors  in  the  hospitals  became  a problem, 
and  additional  personnel  from  depot  companies  and 
clearing  companies  of  medical  battalions  were  util- 
ized for  this  purpose.  One  hospital  unit  formed  its 
own  blood  bank  by  cross  matching  these  individuals, 
withdrawing  the  blood  and  placing  it  in  refrigera- 
tors where  it  was  easilv  accessible.  It  was  found  that 
this  blood  could  be  kept  for  several  days  and  then 
given  cold.” 

War  Medicine:  Vol.  4,  No.  3,  September 
1943 

This  last  issue  of  War  Medicine  contains  several 
short  papers  on  a variety  of  subjects.  One  of  the 
most  timely  is  entitled  “Clinical  Toxicity  of  Ata- 
brine  Dihydrochloride”  by  a group  of  physicians  at 
Long  Island  College  of  Medicine.  Lieutenant  Com- 
mander Frank  V.  Theis,  MC— USNR,  makes  a con- 
tribution to  the  literature  on  atmospheric  and  im- 
mersion blast  injuries  in  which  he  substantiates 
Zuckerman’s  original  experimental  findings.  It  will 
be  recalled  that  the  latter  proved  the  presence  of 
injuries  to  the  lungs  with  the  absence  of  external 
evidence  of  trauma  in  atmospheric  high  explosive 
blasts.  Lieutenant  Commander  Theis  found  no  essen- 
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tial  difference  between  injuries  resulting  from  at- 
mospheric blasts  and  those  due  to  immersion  blasts. 

“Ophthalmic  Injuries  of  War”— traumatic  in- 
juries, thermal  burns,  chemical  burns— are  discussed 
by  Major  John  L.  Matthews,  MC— USA.  An  epi- 
demic of  primary  pulmonary  coccidioidomycosis 
is  reported  by  Major  David  M.  Goldstein  and  Cap- 
tain Stanley  Louie,  MC— AUS.  Three  medical 
officers  of  the  Army  of  the  United  States  present  a 
brief  survey  of  the  pertinent  literature  on  spon- 
taneous pneumothorax  and*  a report  of  five  clinical 
cases  of  this  condition. 

Psychiatry  is  represented  in  this  issue  by  two 
papers.  The  first  is  “Comparison  of  100  Army 
Psychiatric  Patients  and  100  Enlisted  Men”  by  a 
group  from  the  army,  a social  worker  and  a civilian 
assistant  professor  of  medicine.  The  other  paper  is 
a short  one  on  “War  Neuroses  After  Air  Attack  on 
Oahu,  Territory  of  Hawaii,  December  7,  1941”  by 
Colonel  F.  E.  Wetherby,  MC— USA.  Three  other 
papers  complete  the  list — “Measurement  of  Vibra- 
tion Sense”  by  Major  Aaron  Roth,  MC— USA, 
“Effect  of  Adrenal  Cortical  Extract  on  the  Altitude 
Tolerance  of  Normal  and  of  Adrenalectomized 
Rats”  by  three  New  York  physicians,  and  “Night 
Blindness  of  War”  by  Dr.  Paul  H.  Wosika  of 
Chicago.  The  last  of  these  three  papers  is  accom- 
panied by  an  extensive  bibliography. 

Sixteen  pages  of  abstracts  from  current  literature 
and  a single  book  review  complete  this  issue. 

The  Supply  of  Physicians 

According  to  a recent  editorial  in  the  Journal  of 
the  American  Medical  Association,  more  than  4,000 
seniors  who  entered  the  accelerated  medical  educa- 
tion program  over  a year  ago  are  now  well  into 
their  intern  year  and  will  complete  that  training 
before  March  3 1,  1944.  I hey  will  thus  become  avail- 
able for  military  and  civilian  practice  three  months 
earlier  than  in  normal  times.  Even  half  of  these, 
should  only  that  small  proportion  be  commissioned, 
can  care  medically  for  over  300,000  troops.  If  this 
number  of  men  is  thereby  enabled  to  enter  active 


service  three  months  early,  before  April  of  next 
year,  the  accelerated  program  will  have  justified  it- 
self in  supplying  the  men  required.  All  medical 
schools  are  accelerating  throughout  the  four  year 
program  except  one  which  limits  the  program  to  the 
junior  and  senior  years.  All  are  admitting  classes 
every  nine  months  except  one  which  admits  a class 
every  year  and  one  which  admits  a class  each 
quarter. 

A study  of  the  number  of  graduates  in  the  past 
forty  years  reveals  trends  of  interest  and  import- 
ance. During  approximately  the  first  half  of  this 
period  the  number  of  graduates  declined  from  over 
5,000  annually  to  about  half  that  number.  This  re- 
duction paralleled  the  closing  of  many  medical 
schools,  one  half  of  which  disappeared  during  the 
period  of  enforcement  of  high  standards  in  medical 
education.  During  the  last  two  decades  the  number 
of  graduates  gradually  rose;  even  before  the  war  it 
again  exceeded  5,000.  This  occurred  in  spite  of  an 
essentially  unchanged  number  of  medical  schools.  In 
1942  there  were  about  as  many  graduates  from 
seventy-seven  high  grade  schools  as  there  were  in 
1905  from  a hundred  and  sixty  schools,  most  of 
which  were  decidedly  inferior.  This  upward  trend  is 
probably  warranted  in  the  cases  of  many  schools 
which  have  increased  their  faculties  and  facilities.  In 
other  instances  increased  enrollments  and  graduates 
are  probably  not  justified  by  proportional  increases 
in  staff  and  facilities. 

Now  the  annual  number  of  graduates  far  exceeds 
that  for  any  period  in  the  history  of  this  country, 
approximating  twice  the  number  of  physicians  who 
die  in  normal  years.  This  present  large  number  of 
graduates  is  to  be  contrasted  sharply  with  the  figure 
for  1922,  when  only  2,500  received  the  m.d.  degree. 
This  figure— an  all  time  low  in  medical  graduates— 
was  also  related  to  war.  It  followed  the  low  regis- 
tration of  freshmen  in  1918,  when  less  consideration 
was  given  to  the  necessity7  for  continued  training  of 
physicians  in  wartime.  Fortunately  the  last  war 
ended  relatively  quickly,  so  that  this  lack  of  adequate 
medical  preparation  was  not  as  much  in  evidence  as 
it  would  surely  be  in  the  present  conflict. 


VICTORY 
BUY 


THE  PSYCHOLOGICAL  EFFECT  - on  the  fastidious  pa- 
tient is  far  reaching,  if  you  use  our  Vanco  Sanitary  Sheet  Apparatus.  Seeing 
you  provide  a new,  clean,  snow  white  sheet  for  the  examining  table  establishes 
confidence  and  places  the  patient  at  ease.  A clean  sheet  for  every  patient  at 
less  than  1 cent  each!  Made  for  wooden  or  metal  tables,  and  available  on  trial 
without  obligation.  Call  a Professional  Equipment  Company  representative, 
7-2138,  New  Haven,  Connecticut. 

(See  PAGE  2) 
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FOOD  AND  THE  DOCTOR 

The  following  article  was  prepared  for  our  readers  by  Henry  B.  Mosle,  Food  Administrator , State  of 
Connecticut,  at  the  special  request  of  the  Journal. 


To  understand  what  doctors  can  do  to  aid  in 
solving  food  problems,  it  is  as  well  to  survey  the 
food  outlook  for  Connecticut.  At  present,  then, 
Connecticut  is  receiving  about  50%  of  the  meat  it 
received  in  pre-war  days.  But  the  current  meat 
supply  is  abnormally  abundant  since  beasts  are 
going  and  will  continue  to  go  to  slaughter  in  un- 
usual volume  in  consequence  of  the  failure  to  pro- 
duce enough  feed  grain  to  take  care  of  them. 
Similarly,  supplies  of  canned  goods  will  be  less  avail- 
able to  civilians  partly  because  some  50%  of  the 
expected  pack  was  earmarked  for  lend  lease  and  the 
armed  services  but  more  especially  because,  the 
prices  of  fresh  fruits,  being  unregulated,  moved  up 
in  response  to  demand  to  a point  at  which  canners 
could  not  afford  to  operate  and  still  meet  the  ceil- 
ing price  on  the  canned  product. 

With  the  war  in  Europe  increasing  in  volume 
daily,  the  demands  upon  transportation  to  the  East- 
ern Seaboard  cannot  be  relied  on  to  supply  civilians 
in  Connecticut  with  their  usual  share  of  the  many 
foodstuffs  consumed  here  but  produced  out  of  state. 
At  the  same  time  home  production  of  milk,  eggs 
and  poultry  meat,  which  together  supply  some 
$35,000,000  to  $40,000,000  of  food  to  Connecticut 
people,  are  severely  threatened  by  the  feed  grain 
shortage  mentioned  above.  It  is  within  the  bounds 
of  possibility  that  broiler  production  will  be  dras- 
tically curtailed  (indeed,  this  must  be  done  if  such 
grain  importations  as  may  be  obtained  are  to  be  used 
most  effectively)  and  egg  and  milk  production  re- 
duced as  well.  If  the  grain  failure  were  to  become 
absolute,  of  course,  the  poultry  industry  would  have 
to  be  liquidated  over  night. 

Added  to  this,  the  dairy  industry  is  being  asked  to 
continue  supplying  milk  in  normal  volume  though 
direct  and  indirect  costs  have  risen,  it  is  believed,  to 


a point  at  which  profitable  operation  in  many  cases 
is  no  longer  possible.  Already  in  the  period  June  16 
to  October  1,  the  milk  supply  of  the  Connecticut 
Milk  Producers  Association  has  fallen  23%  com- 
pared with  a rise  of  1.3%  in  the  same  period  last 
year.  Further  drastic  curtailment  is  in  sight,  yet  milk 
is  the  natural  locally  produced  food  and  health 
reserve  of  the  state. 

We  can  then  say  with  assurance  that  the  food 
supply  currently  enjoyed  by  Connecticut  people  is 
the  best  that  can  be  expected  for  the  duration;  that 
next  year  we  must  expect  materially  less  meat;  that 
this  winter  there  will  be  materially  less  canned 
goods;  that  at  any  time  now  poultry  meat  may  be 
drastically  reduced;  that  eggs  are  threatened  and 
milk  is  disappearing.  This  does  not  mean  that  Con- 
necticut faces  starvation.  Consumption  of  grain  as 
cereals  offers  a means  of  stretching  national  food 
supplies  very  substantially  and  need  not  be  harmful 
if  the  doctors  and  dieticians  of  the  state  will  express 
their  concern  lest  the  protective  foods,  especially 
milk  and  eggs,  are  produced  as  they  can  be,  in 
sufficient  volume  to  protect  the  health  and  welfare 
of  the  people  of  the  state. 

But  doctors  can  do  more  than  this  and  do  it  imme- 
diately. They  can  discourage  a practice,  which  from 
all  reports  is  reaching  substantial  proportions,  of 
extending  to  special  patients  immunity  from  those 
rationing  provisions  which  were  established  in  an 
effort  to  arrange  for  an  equitable  distribution  of 
scarce  foods.  Undoubtedly  there  are  cases  where 
special  diets  of  rationed  foods  are  desirable  and  no 
one  would  quarrel  with  exemptions  in  such  cases. 
But  if  doctors  would  remember  that  the  exemp- 
tions they  extend  literally  take  the  food  out  of  the 
mouths  of  other  people  in  the  communities  they 
serve  and,  when  food  is  scarce,  advance  the  causes 
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of  malnutrition,  I am  sure  that  the  suspicion  of 
privileged  abuse  which  has  entered  the  consciousness 
of  the  general  public,  will  disappear. 


New  England  Conference  On  the  Wagner- 
Murray-Dingell  Bill  — S.  1161 

Shortly  ago  the  Massachusetts  Medical  Society 
voted  that  its  President  be  empowered  to  appoint  a 
committee  to  consult  with  the  representatives  of  the 
New  England  Medical  Societies  relative  to  the 

O 

Wagner-Murray-Dingell  social  insurance  bill  now 
pending  in  the  Senate.  In  accordance  with  that  vote 
members  of  the  medical  societies  of  the  five  other 
states  in  New  England  were  invited  to  the  confer- 
ence which  was  held  in  Boston  on  September  22, 

z943- 

The  meeting  was  presided  over  by  Walter  G. 
Phippen,  m.d.,  past  president  of  the  Massachusetts 
Medical  Society,  and  there  were  in  attendance: 
Creighton  Barker,  m.d.,  Connecticut 
Frederick  R.  Carter,  m.d.,  Maine 
Brainard  F.  Conley,  m.d.,  Massachusetts 
James  W.  Jameson,  m.d.,  New  Hampshire 
Roger  I.  Lee,  m.d.,  Massachusetts 
James  R.  Miller,  m.d.,  Connecticut 
Thomas  P.  Murdock,  m.d.,  Connecticut 
Frank  R.  Ober,  m.d.,  Massachusetts 
Walter  G.  Phippen,  m.d.,  Massachusetts 
Herman  C.  Pitts,  m.d.,  Rhode  Island 
Emery  M.  Porter,  m.d.,  Rhode  Island 
Leslie  K.  Sycamore,  m.d.,  New  Hampshire 
Michael  A.  Tighe,  m.d.,  Massachusetts 
John  E.  Farrell,  Esq.,  Executive  Secretary  of  the 
Rhode  Island  Medical  Society. 

The  purpose  of  the  meeting  appeared  to  be  plan- 
ning for  the  presentation  of  medicine’s  opinion  on 
the  pending  legislation  to  the  New  England  repre- 
sentatives in  the  Congress  of  the  United  States. 
Diverse  views  were  put  forward  as  to  how  this  could 
best  be  accomplished  and  the  only  clear-cut  con- 
clusion reached  was  that  it  was  inadvisable  to 
attempt  to  have  a general  meeting  of  the  New  Eng- 
land congressmen  and  physicians. 

Change  in  Reporting  Cases  of  Syphilis, 
Gonorrhea  and  Chancroid 

All  cases  of  syphilis,  gonorrhea  and  chancroid 
were  made  reportable  by  full  name  as  of  October  1, 


1943,  by  the  last  General  Assembly. 

Section  2422  of  the  General  Statutes 
(As  Amended  in  1943,  Chapter  134,  Section  5 1 5g) 

REPORTS  OF  CONTAGIOUS  DISEASES  BY  PHYSICIANS 

Each  physician  shall  report  in  writing  each  case 
of  cholera,  yellow  fever,  typhus  fever,  leprosy, 
smallpox,  diphtheria,  typhoid  fever,  scarlet  fever,  all 
forms  and  stages  of  syphilis,  all  forms  and  stages  of 
gonorrhea,  chancroid  or  other  contagious  or  infec- 
tious diseases  occurring  in  his  practice,  to  the  health 
officer  of  the  town,  city  or  borough  in  which  such 
case  shall  occur,  within  twelve  hours  after  his  recog- 
nition of  the  disease.  Each  case  of  syphilitic  or 
gonorrheal  infection  or  chancroid  shall  be  reported 
by  full  name , age,  address  and  occupation , and  such 
reports  of  infected  persons  shall  be  confidential  and 
not  open  to  public  inspection.  When  a person  suffer- 
ing from  syphilis,  gonorrhea  or  chancroid  shall  be 
employed  in  the  handling  of  food  or  shall  fail  to 
return  to  his  physician  for  observation  or  treatment 
or  fail  to  give  satisfactory  evidence  that  he  is  being 
treated  by  another  physician  or  fail  to  give  satisfac- 
tory evidence  of  reasonable  inability  to  keep  the 
appointment,  the  physician  shall  report  such  patient 
to  the  local  health  officer  giving  the  patient’s  name, 
address,  sex,  age  and  disease  within  the  time  herein- 
after provided  as  follows:  Within  ten  days  after  the 
date  of  a missed  appointment  in  the  case  of  primary 
syphilis,  when  the  patient  has  secondary  syphilis 
with  lesions  of  the  skin  or  mucous  membranes  or  in 
which  such  lesions  have  been  healed  less  than  one 
month,  when  the  patient  has  congenital  syphilis  with 
lesions  of  the  skin  or  mucous  membranes,  when 
there  is  syphilis  in  a pregnant  woman,  and  when  the 
patient  has  acute  gonorrhea;  and  within  sixty  days 
of  the  date  of  the  missed  appointment  in  all  other 
forms  or  stages  of  syphilis  and  chronic  gonorrhea. 
When  a physician  shall  examine  a patient  and  make 
the  diagnosis  of  primary  syphilis,  secondary  syphilis 
or  acute  gonorrhea,  he  shall  question  the  patient  and 
obtain,  if  possible,  the  source  of  such  infection. 
When  a physician  shall  be  able  to  secure  such  identi- 
fication, the  name,  address,  age,  sex  and  disease  of  the 
individual  said  to  be  responsible  shall  be  reported  for 
investigation  and  supervision  to  the  health  officer  of 
the  town,  city  or  borough  in  which  such  source  of 
infection  is  alleged  to  reside.  The  physician’s  name 
and  the  person  reported  to  be  a source  of  infection 
shall  not  be  divulged  to  anyone  and  shall  be  held 
strictly  confidential  by  the  local  health  officer  and 
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also  by  the  state  department  of  health  when  called 
upon  for  epidemiological  assistance,  except  as  may 
be  necessary  by  such  health  authorities  in  the  con- 
trol of  syphilis,  gonorrhea  and  chancroid.  Any  per- 
son who  shall  violate  any  provision  hereof  shall  be 
fined  not  more  than  twenty-five  dollars. 


News  From  Washington 

PROPOSED  EXTENSION  OF  SOCIAL  SECURITY  ACT 

On  October  4,  the  Secretary  of  the  Treasury, 
Mr.  Morgenthau,  appeared  before  the  House  Com- 
mittee on  W ays  and  Means  to  submit  a suggested 
Administration  program  for  raising  additional  taxes 
to  meet  the  cost  of  the  war. 

1 he  concluding  recommendation  of  the  Secretary 
of  the  Treasury  follows: 

“Statement  On  Social  Security 

“There  is  one  further  suggestion  I should  like  to 
make  to  this  Committee.  It  is  not  a part  of  the  tax 
proposal  but  it  bears  a distinct  kinship  to  it. 

“7  should  like  to  suggest , as  enthusiastically  as  l 
know  how , that  you  amplify  and  extend  the  present 
Social  Security  system. 

“I  have  talked  to  many  people  who  would  be 
concerned  with  extension  of  the  Social  Security 
program  which  would  involve  increases  in  payroll 
taxes.  I have  been  met  with  interest  and  enthusiasm 
for  broadening  the  provisions  of  the  Social  Security 
Act.  I have  been  assured  that  the  people  who  would 
have  to  pay  additional  payroll  taxes  see  the  wisdom 
of  making  the  necessary  additional  sacrifices. 

“The  President  has  announced  plans  to  re-estab- 
lish our  fighting  men  economically  when  they  return 
to  build  new  lives  on  the  sound  foundations  of  the 
victory  they  will  have  won;  and  now  we  must  also 
keep  in  mind  on  that  same  sound  foundation  of  vic- 
tory, working  men,  and  farmers,  and  all  other  people 
on  the  home  front,  many  of  whom  are  not  now 
covered  by  Social  Security,  must  also  build  new  and 
better  lives. 

“ Therefore , 7 suggest  that  the  Congress  seriously 
consider  widening  Social  Security  to  cover  practi- 
cally all  persons  in  the  Nation,  to  increase  employ- 
ment insurance  benefits,  and  to  provide  benefits  for 
temporary  disability  and  hospitalization. 

“On  the  basis  of  bills  already  introduced  in  Con- 
gress, to  do  this  would  increase  the  Social  Security 
taxes  paid  by  employees  by  approximately  3.7 


billions.  The  necessary  additional  employers’  payroll 
tax  of  1.6  billion  dollars  would  make  an  annual  in- 
crease of  5.3  billion  dollars  for  Social  Security 
purposes. 

“A  substantial  increase  in  the  Social  Security  pay- 
roll taxes  would  be  of  immediate  service  in  diminish- 
ing the  threat  of  inflation. 

“ I here  is  no  pretense  on  the  part  of  low-income 
people  that  they  could  comfortably  pay  these  addi- 
tional payroll  taxes.  It  is  known  by  them,  and  ad- 
mitted to  be  a sacrifice;  but  it  is  felt  by  leaders  and 
spokesmen  for  many  such  people,  and  by  those  of 
the  people  themselves  with  whom  I have  talked,  that 
because  we  would  be  expanding  Social  Security’s 
advantages  and  permitting  workers  to  invest  in  their 
futures,  this  sacrifice  will  be  made  willingly. 

“If  payroll  taxes  are  increased,  the  income  taxes 
should  at  that  time  be  made  substantially  lower  than 
I have  suggested  to  avoid  an  excessive  tax  burden 
on  the  lower  income  groups.” 

Mr.  Morgenthau  did  not  specifically  refer  to  the 
W agner-Mu rray-Di ngel  1 bill  but  obviously  he  had 
that  bill  in  mind.  He  did  not  refer  specifically  to 
the  providing  of  medical  care  to  persons  covered 
by  the  Social  Security  Act  but  he  did  recommend 
“ benefits  for  temporary  disability  and  hospitaliza- 
tion.” 

FEDERAL  FUNDS  FOR  RELOCATION  OF  PHYSICIANS 

The  President  has  transmitted  to  the  Speaker  of 
the  House  of  Representatives  supplemental  estimates 
for  the  Public  Health  Service,  amounting  to 
$T427’55°-  Of  this  sum,  $2,350,000  will  be  used,  it 
is  proposed,  for  an  extended  program  of  malaria 
control,  for  the  United  States’  share  of  a joint 
Anglo-American  venereal-disease-control  program 
for  the  protection  of  troops  stationed  in  the  Carib- 
bean area,  “and  for  the  supplying  by  the  Public 
Health  Service,  on  request  of  State  authorities,  of 
needed  medical  and  dental  care,  either  by  temporary 
financial  aid  or  by  direct  employment  of  doctors  and 
dentists,  in  certain  critical  areas  where  acute  short- 
ages have  developed  which  cannot  be  met  without 
recourse  to  emergency  measures.” 

The  transmitted  estimates,  pending  in  the  House 
Committee  on  Appropriations,  contain  the  follow- 
ing proviso: 

“ Provided , That  the  Surgeon  General  is  author- 
ized, on  request  of  a State  health  department,  ( 1 ) to 
assign  medical  and  dental  personnel  of  the  Public 
Health  Sendee  to  areas  found  to  be  in  critical  need 
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of  additional  medical  and  dental  services,  such  serv- 
ices to  be  furnished  the  public  in  accordance  with 
schedules  of  fees  approved  by  the  State  health 
departments  and  the  Surgeon  General  of  the  United 
States,  which  fees  shall  be  collected  by,  and  used  at 
the  direction  of,  the  State  departments  of  health, 
to  defray  the  expenses  thereof  incident  to  the  rendi- 
tion of  such  medical  and  dental  services,  the  balances 
at  the  end  of  the  fiscal  year  to  be  covered  into  the 
Treasury  as  miscellaneous  receipts,  and  (2)  to  enter 
into  agreements  with  private  practicing  physicians 
and  dentists  under  which,  in  consideration  of  the 
payment  to  them  of  a relocation  allowance  of  not 
to  exceed  $250  per  month  for  three  months  and  the 
actual  cost  of  travel  and  transportation  of  the  physi- 
cian or  dentist  and  his  family  and  household  effects 
to  the  new  location,  such  physician  or  dentist  will 
agree  to  move  to  and  engage  in  the  practice  of  his 
profession  in  such  area  for  a period  of  not  less  than 
one  year.” 

J 


Infantile  Paralysis  Bibliography 

A project  which  will  make  The  National  Founda- 
tion for  Infantile  Paralysis  the  only  complete  cen- 
tral, authentic  source  of  information  on  Infantile 
Paralysis  in  the  world  was  announced  recently  by 
Basil  O’Connor,  president  of  the  Foundation. 

A complete  bibliography  of  all  scientific  literature 
that  ever  has  been  published  pertaining  to  infantile 
paraylsis  is  being  compiled  by  the  Foundation,  and 
is  expected  to  be  ready  for  publication  in  book  form 
in  the  early  part  of  1944.  The  first  volume  will  con- 
tain a record  of  all  scientific  material  on  poliomye- 
litis published  in  the  world  up  to  the  end  of  1943. 
Subsequently,  the  data  will  be  kept  up  to  date  by 
publication  of  annual  supplements.  Brief  abstracts 
of  the  more  important  articles  will  be  included  in 
the  bibliography  to  be  published  by  the  Foundation. 

“This  will  be  the  first  time  there  has  been  com- 
piled a complete  international  bibliography  on 
infantile  paralysis,”  Mr.  O’Connor  said.  “It  will 


make  available  to  the  medical  world  data  that  will 
acquaint  research  workers  with  investigative  work 
that  already  has  been  done  in  connection  with  the 
many  aspects  of  the  disease  and  be  of  great  assist- 
ance in  helping  them  avoid  repetitious  investiga- 
tions. 

“The  collection  of  these  data  will  make  available 
for  medical  men  throughout  the  world  complete 
information  pertaining  to  infantile  paralysis  articles 
published  in  any  language.  It  will  make  instantly 
available  to  those  who  request  it  data  never  before 
gathered  in  one  central  location.” 

The  compilation  of  the  information  is  being 
carried  out  for  the  Foundation  with  the  aid  of  the 
library  of  the  American  Medical  Association  and 
the  John  Crerar  Library,  both  in  Chicago,  under 
the  direction  of  Morris  Fishbein,  m.d.,  editor  of  The 
Journal  of  the  American  Medical  Association , and 
Dr.  Ludwig  Hektoen,  Chicago,  editor  of  the 
Archives  of  Pathology. 

Through  the  work  of  the  International  Com- 
mittee for  the  Study  of  Infantile  Paralysis,  organized 
by  Jeremiah  Milbank  in  1928,  much  time  has  been 
saved  in  the  compilation  of  the  early  literature  in 
the  field  of  infantile  paralysis.  T he  Committee,  prior 
to  its  dissolution  in  1932,  had  collected  data  pertain- 
ing to  all  literature  regarding  the  disease  that  had 
been  published  up  to  that  time.  These  data,  now  the 
property  of  the  Library  of  the  New  York  Academy 
of  Medicine,  have  been  turned  over  to  the  National 
Foundation  for  inclusion  in  the  publication.  Assist- 
ing in  carrying  out  the  work  in  Chicago  is  Miss 
Ella  Salmonsen,  medical  librarian  of  the  John  Crerar 
Library. 

Dicoumerol  in  Pulmonary  Embolism 

In  the  prevention  of  pulmonary  embolism  dicou- 
merol has  been  used  in  patients  with  a previous  his- 
tory, according  to  James  A.  Evans  of  Boston  who 
addressed  the  recent  Connecticut  Clinical  Congress. 
It  should  never  be  given  until  the  morning  pro- 
thrombin reading  has  been  obtained. 
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BLOOD  PRESSURE?  PRESTO!  — You  are  always  asking, 

“What’s  new?”  The  Taylor  Instrument  Company  answers  with  the  introduc- 
tion of  a manometer  cuff  based  on  an  entirely  new  time  saving  principle.  Fits 
instantly  all  sizes  of  arms  without  twisting  or  slipping.  For  sale  by  The 
Professional  Equipment  Company.  Telephone  New  Haven  7-2138.  In  Bridge- 
port or  Hartford,  Enterprise  2530. 


(See  PAGE  2) 
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INDUSTRIAL  HEALTH 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

C.  Frederick  Yeager,  m.d.,  Chairman,  Bridgeport 


James  H.  Biram,  Hartford 
Harold  J.  Curran,  Waterbury 
Thomas  J.  Danaher,  Torrington 
John  N.  Gallivan,  East  Hartford 
Cole  B.  Gibson,  Meriden 
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industrial  medicine  relationships 


Arthur  B.  Landry,  m.d.,  Hartford 


npREMENDOus  advances  have  been  made  towards 
-*■  protection  of  the  worker  against  occupational 
injuries  and  diseases  since  the  promulgation  in  Eng- 
land of  the  Factory  Act1  in  1833.  This  act  provided 
for  the  appointment  of  a permanent  Factory  Com- 
mission, which  had  for  its  object  the  inspection  of 
factories  and  the  enforcement  of  sanitary  legisla- 
tion affecting  working  conditions  in  industry.  The 
enactment  of  the  Workmen’s  Compensation  Laws 
at  the  turn  of  the  century  was,  perhaps,  the  greatest 
single  factor  in  focusing  attention  in  this  country 
on  the  necessity  of  safeguarding  the  health  of  the 
worker.  Humanitarian  in  motive,  economically  and 
socially  sound,  these  laws  justly  placed  the  respon- 
sibility for  industrial  accidents  and  occupational 
diseases  upon  the  employer.  The  insurance  principle 
was  applied  to  the  risk  involved  by  the  employer 
through  this  legal  responsibility  and  soon  preventive 
measures  were  taken  by  employers  to  diminish  in- 
dustrial hazards. 

Up  to  that  time  very  little  was  done  about  pro- 
tecting the  health  of  the  worker  in  industry.  Some 
attempt  was  made  to  employ  healthy  looking  indi- 
viduals. Preemployment  and  preplacement  physical 
examinations  and  a health  program  for  the  worker- 
in  the  United  States  at  least— were  not  the  routine 
in  large  industry  and  practically  unknown  in  small 
industry. 

The  effort  required  of  industry  during  World 
War  I emphasized  the  necessity  for  safeguarding  the 
health  of  workers.  Better  health  meant  less  absentee- 
ism and  in  turn  greater  production.  Comparatively 
little  was  known  then  about  industrial  medicine. 
There  were  few  industrial  medical  specialists  in  this 


field.  Its  practice  was  limited  largely  to  the  treat- 
ment of  industrial  injuries.  To  be  sure,  some  safe- 
guards against  industrial  hazards  were  applied.  But 
too  much  reliance  for  accident  prevention  was 
placed  upon  the  “Caution”  and  “Safety-First”  signs, 
rather  than  upon  the  removal  of  causes. 

Advance  was  made  slowly  in  this  direction  until 
now  some  large  industries  employ  a corps  of  special- 
ists in  industrial  medicine  to  protect  and  maintain 
the  health  of  the  worker.  The  present  war  has  im- 
mensely stimulated  progress  in  this  regard.  But  the 
principles  underlying  industrial  medicine  are  as 
essential  in  peace  as  in  wartime  and  it  is  hoped  that 
in  the  post  war  period  all  industry,  large  and  small, 
will  have  a health  program  under  the  direction  of  a 
qualified  physician. 

But  what  is  industrial  medicine?  Dr.  Seeger2  de- 
fines it:  “Industrial  medicine  may  be  considered  as 
the  science  and  art  which  deals  with  the  prevention, 
cure  and  alleviation  of  disease  as  it  affects  gainfully 
employed  individuals.”  And  so  the  industrial  physi- 
cian is  a specialist  in  this  science  and  art.  He  is  the 
health  officer,  so  to  speak,  of  the  industrial  plant. 
He  is  the  central  figure  around  which  all  health 
activities  revolve.  His  is  a practice  with  many  rela- 
tionships, each  directly  or  indirectly  concerned  with 
the  health  of  the  employees  from  the  president 
down. 

Here  are  some  of  these  relationships  that  suggest 
general  interest:  Take  the  one  which  may  seem  most 
obvious,  namely,  the  relationship  between  employee 
and  the  plant  physician.  And  first  let  me  say  em- 
phatically that  there  is  nothing,  because  of  this 
physician’s  relation  with  others,  which  bodes  any- 
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thing  but  good  for  the  health  and  standing  in  the 
organization  of  any  employee.  In  the  health  pro- 
gram, the  doctor  is  in  a position  to  look  after  each 
one’s  interest.  He  is  there  to  protect  the  worker 
from  the  possible  hazards  of  his  job.  He  is  there  to 
detect  any  illness  which  may  exist  and  to  recom- 
mend the  proper  procedure  for  its  treatment.  He  is 
there  to  maintain  the  efficiency  of  every  worker  to 
the  ultimate  benefit  of  each  as  well  as  to  the  benefit 
of  the  employer.  With  refined  methods  of  examina- 
tion he  is  able  to  place  the  employee  in  the  job 
which  will  be  most  adaptable  to  his  constitution. 
Quite  true,  much  of  this  will  have  to  be  done  in 
conjunction  with  the  personnel  department  and  the 
safety  engineer.  But  the  industrial  physician  is 
always  the  confidential  advisor  of  the  employee  and 
together  with  the  family  physician,  he  can  assist  in 
overcoming  social  difficulties  which  may  arise 
through  illness.  For  injuries  or  occupational  diseases 
incurred  in  the  plant  he  gives  prompt  attention,  and 
if  cases  require  consultation  with  other  specialists, 
he  calls  them  in. 

But  what  of  the  employer?  The  employer  realizes 
that  he  is  charged  with  the  responsibility  for  injuries 
and  occupational  disease.  He  demands  of  his  physi- 
cian and  safety  engineers  that  industrial  hazards  be 
removed.  He  also  desires  to  know,  after  analysis  of 
the  mental  and  physical  requirements  of  a job, 
whether  or  not  a given  employee  has  any  constitu- 
tional handicap  for  the  work  he  is  to  undertake 
The  employer  wants  reasonable  assurance  that  the 
employee  fits  the  job.  This  implies  the  correlation 
of  all  factors,  material  and  personnel,  to  obviate  the 
placing  of  square  pegs  in  round  holes.  In  dealing 
with  this  problem,  the  code  of  professional  ethics 
compels  holding  in  strict  confidence  the  medical 
aspects  of  any  case.  In  certain  instances,  it  may  be- 
come necessary  for  the  physician  to  reveal  some  of 
this  information  to  the  employer,  who,  under  these 
circumstances  should  maintain  the  same  discreet 
attitude  as  the  physician.  In  any  event,  all  employee 
medical  records  should  be  filed  with  the  medical  de- 
partment and  should  be  subject  to  scrutiny  by  the 
medical  personnel  only. 

Vitally  interested,  and  viewing  the  problem  of 
industrial  health  with  caution  and  forthright  real- 
ism, is  labor.  Its  hard-earned  rights  in  the  industrial 
field  has  not  made  it  callous  to  external  influences 
that  would  make  the  lot  of  the  workingman  less 
burdensome,  but  rather  has  it  made  it  conspicuously 
analytical.  There  is  nothing  unwholesome  about 


this.  In  fact,  the  close  scrutiny  by  labor  of  the  rami- 
fications of  any  social  reform  affecting  it  is  com- 
mendable. 

When  health  programs  in  industry  establish  as  an 
initial  requisite  preemployment  examinations  for  all 
prospective  employees,  the  specter  of  rejection 
arises.  Says  Matthew  Woll,3  Third  Vice-President, 
American  Federation  of  Labor,  “The  feeling  on  the 
part  of  labor  that  the  prime  purpose  of  such  exam- 
inations by  employers  sprang  from  motives  which 
had  little  regard  for  the  interest  of  the  prospective 
employee,  was  not  without  some  foundation.  In 
fact,  so  long  as  there  is  a feeling  amounting  to  a 
conviction,  that  preemployment  health  examinations 
accrue  to  the  sole  benefit  of  the  employer,  there  is 
bound  to  be  opposition  on  the  part  of  the  worker.” 
The  “feeling  amounting  to  conviction”  in  the  past 
had  its  basis  in  fact,  since  abnormal  physical  find- 
ings were  frequently  followed  by  rejections.  How- 
ever, in  view  of  the  then  limited  medical  knowledge 
of  the  human  constitution  and  its  reaction  to  a 
specific  activity  in  health  and  disease,  one  may  justly 
exculpate  management  for  declining  to  accept  a 
physically  handicapped  worker.  Much  of  this  has 
been  changed  through  advanced  medical  knowledge. 
Improvements  in  manufacturing  methods  have 
greatly  diminished  physical  strain  and  have  reduced 
accident  and  occupational  disease  hazards.  Further- 
more, today  the  industrial  medical  specialist  has  at 
his  command  methods  which  permit  him  to  evaluate 
more  closely  the  mental  and  physical  capacity  of 
applicants.  Aptitude  also  for  a given  job  can  be 
appraised  scientifically.  Supplementing  the  physical 
appraisal  by  the  physician  is  the  plant  personnel 
manager  and  engineer  report  or  job  factor  analysis 
described  by  Odom,4  which  informs  the  physician 
of  the  exact  nature  of  the  job  to  be  filled,  the  mental 
effort,  the  skill,  the  physical  effort,  responsibility 
and  working  conditions  required  of  an  individual. 
With  this  knowledge  the  physician  can  more  intelli- 
gently fit  the  job  to  the  individual. 

In  this  great  War  Emergency,  when  man  power 
is  at  a premium,  greater  strides  have  been  made  on 
the  part  of  the  industrial  physician  in  accurately 
ascertaining  what  patients  with  chronic  ills  can 
achieve,  without  physical  detriment  to  themselves 
or  the  employer.  Patients  with  heart  disease,  arterial 
disease  with  high  blood  pressure,  hernia,  and  a host 
of  other  diseases,  who  formerly  would  have  been 
rejected,  are  now  working  on  the  production  lines. 
These  are  gains  for  labor  as  well  as  for  society  in 
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general,  and  this  new  science  of  the  human  con- 
stitution Mill  find  even  greater  application  in  the 
post  war  era,  and  particularly  with  the  advancement 
of  the  related  sciences. 

Intimately  related  to  industrial  medical  practice  is 
the  insurance  carrier.  Providing  professional  care 
for  the  injured  employee  is  by  law  the  obligation  of 
the  employer,  and  industrial  risks  are,  for  the  most 
part,  carried  by  insurance  companies.  Sound  business 
requires  the  carrier  to  restore  the  injured  worker  to 
health  as  soon  as  possible  to  minimize  any  resultant 
disability.  This  presupposes  prompt  and  efficient 
medical  attention.  In  order  to  achieve  the  best  re- 
sults, the  industrial  physician  must  report  early  to 
the  insurance  carrier  the  occurrence  of  industrial 
injuries  and  the  progress  of  treatment.  In  so  doing, 
the  carrier  may  be  kept  informed  of  the  various 
aspects  of  the  case,  which  may  require  special  in- 
vestigation. Thus,  through  cooperation  and  mutual 
understanding  can  the  relationship  between  the  in- 
dustrial physician  and  the  insurance  carrier  be  most 
effective  towards  protecting  the  interests  of  all.  But 
at  no  time  should  the  insurance  carrier  arrogate  to 
itself  the  privilege  of  assigning  industrial  physicians 
to  plants  or  to  cases. 

In  spite  of  preventive  measures,  industrial  acci- 
dents inevitably  occur.  They  range  from  minor  ones 
to  fatalities  and  in  many  cases  bring  the  industrial 
physician  into  relation  With  the  compensation 
system  for  the  adjudication  of  claims.  In  relation  to 
this,  the  physician  plays  an  essential  role.  He  must 
reveal  the  nature  and  extent  of  the  injury  sustained 
and  establish,  when  it  exists,  the  causal  relationship 
between  the  claimant’s  work  and  the  injury.  He 
may  be  called  upon  to  express  his  opinion  regarding 
the  result  of  such  an  injury.  The  degree  of  disability 
must  be  ascertained.  For  the  proper  presentation  of 
his  case  he  must  have  accurate  records  and  give  all 
the  pertinent  facts  contained  therein.  In  the  com- 
pensation court  the  physician’s  testimony  cannot 
be  prejudiced  in  any  way,  and  his  relationships  at 
the  time  must  be,  except  for  the  one  of  judicial 
import,  i.  e.,  the  compensation  court,  submerged. 

Lastly,  I come  to  the  relationship  of  the  industrial 
physician  to  the  general  practitioner.  Prevention 
being  the  keynote  of  industrial  medical  practice,  the 
industrial  physician  enlists  not  only  the  services  of 
existing  health  agencies  in  the  community,  but  also 
those  of  the  general  practitioner,  as  well  as  of  the 
specialist.  The  success  of  his  health  program  depends 
in  large  measure  upon  the  close  cooperation  of  the 


family  physician.  1 he  plant  physician  can  do  what 
large  sums  of  money  and  reams  of  paper  have  failed 
to  do  in  attempts  to  persuade  people  to  have  periodic 
health  examinations.  He  is  in  a position  to  examine 
every  prospective  employee  as  well  as  every  worker 
in  the  plant  at  regular  intervals.  Thus,  illness  or  any 
abnormality  of  non-occupational  origin  may  be 
detected  early  and  promptly  referred  to  the  family 
physician  for  treatment.  But  the  relationship  be- 
tween these  two  physicians  does  not  terminate  with 
the  mere  referring  of  the  patient.  Since  both  have  a 
professional  interest  in  him,  there  should  be  con- 
sultation regarding  procedure  in  treatment,  as  well 
as  in  the  evaluation  of  the  worker’s  ability  to  per- 
form his  assignment.  Lack  of  mutual  understanding 
in  these  matters  hinders  the  success  of  a sound  health 
program. 

It  is  essential  to  the  best  industrial  practice  that 
the  general  practitioner  understands  just  what  his 
patient  is  doing  in  industry.  It  is  not  enough  to  know 
that  he  works  in  a foundry  or  brass  goods  factory, 
but  the  practitioner  should  find  out  exactly  what 
the  patient  does  there  and  what  his  exposures  are. 
This  information  is  necessary  in  order  to  diagnose 
a given  case  correctly.  If  the  family  physician  can- 
not obtain  this  information  from  his  patient,  he  can 
obtain  it  from  the  industrial  physician.  A visit  to  the 
plant  may  be  most  enlightening.  This  relationship 
between  the  industrial  physician  and  the  general 
practitioner  is  the  broad  road  to  improved  health  of 
our  adult  population,  through  which  direct  and 
prompt  attack  may  be  made  upon  incipient  disease, 
benefiting  alike  industry,  worker,  the  medical  pro- 
fession and  the  community. 

I have  referred  to  some  industrial  medical  relation- 
ships which  should  be  most  interesting.  There  are 
many  others.  Industrial  medicine  touches  many 
facets  of  social  life.  When  you  are  tempted  to  think 
of  medicine  as  over  specialized,  just  consider  this 
new  field  of  industrial  medicine,  touching  as  it  does— 
and  as  the  medical  profession  always  has— every 
phase  of  living;  treating  the  individual  human  being 
as  a whole  and  when  he  is  not  whole,  trying  to  make 
him  so.  Industrial  medicine  is  in  its  infancy,  but  it  is 
growing  with  great  rapidity.  It  is  a field  in  which 
the  medical  profession  is  deeply  concerned  and  for 
which  it  is  establishing  both  undergraduate  and 
postgraduate  education.  It  has  the  hearty  support 
of  management  and  labor.  It  but  needs  to  be  ex- 
tended and  improved  in  order  to  be  one  of  the 
greatest  boons  to  society. 
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Abstract  of  Standing  Orders  for  Nurses 
In  Industry 

“Standing  Orders  for  Nurses  in  Industry,”  pub- 
lished in  the  journal  of  the  American  Medical 
Association , August  28,  1943,  meets  a long  felt  need. 
Many  industrial  nurses  have  been  working  with 
only  part  time  or  practically  no  medical  guidance. 
This  code,  drawn  up  by  the  Council  on  Industrial 
Health,  outlines  procedures  to  follow  in  the  absence 
of  a physician.  It  is  intended  for  adaption  to  plant 
medical  departments,  and  many  doctors  will  find  it 
useful  in  drawing  up  their  own  “standing  orders” 
for  immediate  nursing  treatment  of  injuries  and 
diseases.  It  is  important,  too,  in  laying  down  for 
management  the  nurse’s  responsibility. 

Subjects  covered  in  the  “Standing  Orders  for 
Nurses  In  Industry”  are  general  relationships  (be- 
tween physician  and  assisting  personnel),  emergency 
procedure  in  industry,  routine  nursing  care  of 
injuries,  non-occupational  illness,  care  of  minor  ill- 
ness and  symptoms,  dermatitis,  pregnancy,  and 
equipment  and  supplies.  Copies  may  be  obtained 
from  the  Council  on  Industrial  Health,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago  10,  Illinois. 


Returning  Chinese  Specialists 

The  American  Bureau  for  Medical  Aid  to  China, 
participating  agency  of  United  China  Relief,  has 


just  received  a cable  announcing  the  safe  arrival  at 
Calcutta  of  four  medical  specialists  who  are  return- 
ing to  China  under  its  auspices. 

They  are  Miss  Evelyn  Lin,  who  will  be  superin- 
tendent of  nurses  at  the  National  Central  University 
Medical  School  at  Chengtu;  Miss  Hui-yin  Wang, 
who  will  be  director  of  public  health  nursing  in 
Szechuan  Province;  Dr.  Y.  K.  Wu,  who  will  special- 
ize in  chest  surgery  at  the  Central  Hospital  in 
Kweiyang;  and  C.  S.  Hsueh,  public  health  statis- 
tician, who  will  join  the  staff  of  the  National  Insti- 
tute of  Health  at  Chungking. 

Dr.  Lin  Yutang,  noted  author  who  is  a member 
of  the  Board  of  Directors  of  ABlMAC,  was  in  the 
same  party.  Another  member  of  ABMAC’s  Board, 
Dr.  Szeming  Sze,  is  now  on  his  way  to  China. 

Plasmochin  Given  Up 

Lieutenant  Colonel  Lrancis  R.  Dieuaide  of  the 
Surgeon  General’s  Office  informed  the  1943  Clinical 
Congress  that  plasmochin,  formerly  used  in  malaria 
therapy,  has  been  found  so  dangerous  that  the  Army 
has  given  it  up. 

American  Pharmaceutical  Products 
Accepted 

The  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  recently  announced 
the  acceptance  of  the  following  A.P.C.  Products  for 
inclusion  in  the  New  and  Non  Official  Remedies: 

Aminophylline  tablets  il/2  grs.,  Aminophylline 
tablets  3 grs.,  Ephedrine  hydrochloride  3 % solution, 
Ephedrine  hydrochloride  capsules  % gr.,  Ephedrine 
hydrochloride  capsules  % gr.,  Ephedrine  sulfate  3% 
solution,  Ephedrine  sulfate  capsules  % gr.,  Ephe- 
drine sulphate  capsules  % gr.,  Pentobarbital  sodium 
capsules  1 y2  grs.,  Phenobarbital  tablets  % gr., 
Phenobarbital  tablets  !/2  gr.,  Phenobarbital  tablets 
1E2  grs.,  Sulfanilamide  tablets  0.324  gm.  and  0.486 
gm.,  Sulfapyridine  tablets  0.5  gm.,  Sulfathiazole  tab- 
lets 0.5  gm. 


EAICTORY 


BUY 

UNITED 
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WAR 

BONDS 

AND 

STAMPS 


AFTER  HITLER’S  FUNERAL  — you  medical  draftees  and  vol- 
unteers will  want  a new,  modern  office.  Why  not  let  us  issue  you  a credit 
to  apply  on  vour  post-war  medical  equipment  and  furniture?  When  Uncle 
Sam  calls,  ask  us  for  the  details  of  our  liberal  credit-balance  plan,  or  for  our 
cash  proposition.  Turn  over  to  us  the  headache  of  disposing  of  your  present 
equipment!  Professional  Equipment  Co.,  36  Howe  Street,  New,  Haven,  Conn. 

(See  PAGE  2) 
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ACROSS  THE  CONTINENT 


The  Political  Steamroller  Scores  Another 
Victory — In  Ohio 

As  reported  in  the  September  issue  of  the  Con- 
necticut State  Medical  Journal,  the  Council  of 
the  Ohio  State  Medical  Association  came  out  openly 
in  opposition  to  the  plan  proposed  by  the  U.  S. 
Children’s  Bureau  for  the  establishment  of  a feder- 
ally financed  and  supervised  medical  program  in 
that  State.  Their  objections  were  twofold:  viz.,  (i) 
that  the  Army  Emergency  Relief  was  already  set 
up  to  care  for  such  a situation,  and  (2)  that  under 
the  program  outlined  by  the  Ohio  State  Medical 
Association  there  was  greater  assurance  that  the 
wives  and  families  of  service  men  would  receive 
good  medical  attention  than  under  the  plan  of  the 
Children’s  Bureau.  The  State  Director  of  Health 
postponed  putting  in  operation  the  federal  plan 
pending  receipt  from  the  Association  of  alternative 
plans. 

At  this  point  the  Scripps-Howard  newspapers 
entered  the  picture  and  decided  to  make  of  the 
question  a political  issue  and  an  excuse  to  point  the 
finger  of  criticism  at  the  present  state  administration 
in  Ohio.  The  Army  Emergency  Relief  and  the  Red 
Cross  became  jittery  lest  they  be  drawn  into  a 
political  wrangle.  Washington  ordered  hands  off 
and  the  contemplated  plans  of  the  State  Medical 
Association  went  into  the  waste  basket.  The  news- 
papers apparently  gave  the  public  but  one  side  of 
the  story.  The  attitude  of  the  State  Medical  Associa- 
tion was  not  understood  and  false  impressions  were 
acquired  by  some  citizens,  according  to  the  Ohio 
State  Medical  Journal. 

Organized  medicine  in  Ohio  went  down  to  defeat 
before  political  crusading  and  bureaucratic  steam 
rolling  because  it  attempted  to  buck  the  tide  of 
federal  legislation  after  it  had  been  passed. 

Pennsylvania  Objects 

The  Executive  Committee  of  the  Board  of 
Trustees  of  the  Medical  Societv  of  the  State  of 
Pennsylvania  has  taken  action  “protesting  against 
adoption  in  Pennsylvania  of  the  subsidized  plan  of 
the  Children’s  Bureau,  which  disregards  the  prin- 
ciple of  need  in  paving  for  obstetric  service  for 


wives  of  men  in  the  service  of  the  armed  forces,  as 
it  was  submitted  to  the  Pennsylvania  Department  of 
Health.”  According  to  the  August  issue  of  the 
Pennsylvania  Medical  Journal  the  State  Health 
Department  had  not  accepted  the  federalized  plan. 
I he  Pennsylvania  State  Society  has  now  joined  the 
ranks  of  the  Ohio  and  Michigan  State  Societies  in 
opposing  the  plan  of  the  Children’s  Bureau.  Others 
will  follow. 

The  Span  of  Life  Increases 

1 he  Metropolitan  Life  Insurance  Company 
( Statistical  Bulletin  August  1933)  reports  an  all  time 
high  figure  of  64.18  years  in  1942  as  the  average 
length  of  life  among  the  many  millions  of  its  indus- 
trial policy  holders.  This  means  that  for  the  past  13 
years  there  has  been  a steady  increase  in  the  average 
length  of  life  for  this  group,  that  since  World  War 
I this  increase  has  amounted  to  15  years,  and  that  in 
the  past  six  decades  the  increase  has  been  about  30 
years. 

Because  of  this  increased  longevity  the  average 
white  American  boy  of  16  or  the  average  white 
American  woman  of  2 1 may  now  anticipate  50  more 
years  of  life.  Under  present  mortality  conditions, 
white  men  45  years  of  age  and  white  women  about 
50  still  have  a quarter  century  of  life  before  them, 
on  the  average.  Thus,  the  post  war  world  will  be 
built  not  alone  by  those  who  are  now  young,  but 
also  by  those  who  have  already  accumulated  the 
experience  and  wisdom  of  years. 

Toxic  Effects  of  Atabrine  and  Sulfadiazine 

Wright  and  Lillie  of  the  U.  S.  Public  Health 
Service,  reporting  in  Public  Health  Reports  (August 
1 3i  1 943 ) found  that  extremely  heavy  dosage  of 
atabrine  produces  an  arrest  of  growth  and  lowered 
food  consumption  in  rats  which  is  not  prevented  bv 
riboflavin.  With  lesser,  but  still  heavy  dosage  of  30 
mg.  per  kg.  these  authors  found  the  growth  arrest 
almost  vanishes  and  the  lesions  produced  are  much 
diminished.  Sulfadiazine,  alone  or  in  combination 
with  atabrine,  produces  a late  growth  arrest  but 
gives  little  evident  gross  or  microscopic  pathologic 
alteration. 
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Pearls  of  Wisdom 

The  editor  of  our  neighboring  publication,  The 
New  England  Journal  of  Medicine  reminds  us  that 
“what  this  war  is  doing,  primarily  is  breaking  down 
tradition— both  good  and  bad.  The  good  can  be 
restored.  The  bad  had  better  remain  broken.  In  the 
meantime,  he  who  resists  the  changes  of  today  must 
prove  to  the  rest  of  the  world  that  he  is  not  old  and 
decrepit (Italics  ours.) 

Brazilian  Lecture  on  Tropical  Medicine 

At  the  invitation  of  the  Pan  American  Sanitary 
Bureau,  Dr.  Olympio  da  Fonseca,  Jr.,  medical 
director  for  Brazil  of  E.  R.  Squibb  and  Sons  Inter- 
American  Corporation,  has  arrived  in  the  United 
States  for  an  extensive  lecture  tour.  He  is  appearing 
before  the  faculties  and  students  of  medical  schools 
throughout  this  country,  discussing  Tropical  Medi- 
cine with  special  emphasis  on  malaria,  African  sleep- 
ing sickness,  amebic  dysentery  and  ring  worm  in- 
fection. 

Dr.  da  Fonseca  is  a professor  at  the  National 
School  of  A'ledicine  of  the  University  of  Brazil  and 
is  connected  with  the  Medical  Centre  of  Ceara  and 
the  Department  of  Health  of  that  state.  He  has 
attained  worldwide  renown  as  a mycologist,  both 
as  teacher  and  as  director  in  this  field  at  the  Insti- 
tute of  Manguinhos.  He  is  the  author  of  the  text- 
book, “Medical  Parasitology.” 

New  Candid  Camera  X-ray  Can  Examine 
2,000  Daily 

A fast  new  x-ray  machine  equipped  with  a candid 
camera  for  making  surveys  of  America’s  fighting 
fitness  on  a mass  production  basis  has  been  developed 
for  the  Navy,  according  to  reports  from  Westing- 
house  Electrical  Manufacturing  Co. 

One  such  photofluorographic  unit  at  the  Naval 
Training  School  for  Women  Reserves,  blunter  Col- 
lege, the  Bronx,  N.  Y.,  has  examined  nearly  20,000 
WAVES  for  tuberculosis  and  other  chest  condi- 
tions since  last  February,  and  is  geared  to  examine 
as  many  as  2,000  a day.  This  new  unit  employs  the 
fastest  technique  yet  developed  for  mass  surveys. 
Chest  images  are  photographed  in  %0  of  a second  on 
35  millimeter  film. 

Marking  a radical  departure  from  the  usual 
method  of  producing  x-ray  pictures  on  standard 
14  by  17  inch  film,  the  candid  camera  method  is 


faster  and  saves  critical  film.  It  reduces  costs  to 
about  seven-eigths  of  a cent  per  exposure  compared 
with  nearly  $ 1 for  the  larger  film. 

Loaded  with  enough  film  to  make  36  exposures 
before  reloading,  the  camera  photographs  the  chest 
image  reflected  on  a fluoroscopic  screen  in  front  of 
the  patient  under  examination.  With  former 
methods,  x-ray  pictures  were  made  directly  on  the 
larger  film  which  had  to  be  changed  after  each 
exposure,  resulting  in  higher  cost  and  slower  pro- 
duction. 

The  miniature  film  is  developed  on  the  spot— the 
entire  36  exposures  at  one  time— and  the  resulting- 
pictures  are  examined  in  an  electric  viewing  device. 
Trained  technicians  then  can  determine  whether  or 
not  “suspect”  cases  should  be  called  back  for  re- 
examination. 

West  Virginia  Approves  A Prepayment 
Plan 

In  submitting  to  the  members  of  the  West  Vir- 
ginia State  Medical  Association  a prepayment  plan 
that  provides  hospital  medical  and  surgical  protec- 
tion, President  Wilkinson  writes  his  constituents  as 
follows: 

“You  must  realize  that  no  plan  can  be  perfect, 
neither  can  all  the  physicians  be  satisfied.  However, 
the  time  has  arrived  for  action  and  we  can  no  longer 
retard  a progressive  and  needed  program.  . . . 

“If  national  socialization  is  to  be  defeated,  there 
must  be  concerted  action  and  to  this  end  I most 
seriously  recommend  and  urge  every  physician  to 
support  actively  and  wholeheartedly  the  program 
outlined  by  the  Council  of  the  West  Virginia  State 
Medical  Association.  . . . 

“We  must  protect  and  safeguard  our  American 
way  of  life.  1 his  is  a sacred  obligation  we  owe  our 
confreres  who  are  with  the  armed  forces.  1 have  an 
abiding  faith  in  your  loyalty  to  our  profession  and 
your  patriotism  to  America.” 

REPORT  OF  THE  FACT  FINDING  AND  PLANNING  COM- 
MITTEE SUBMITTED  TO  THE  COUNCIL  OF  THE  WEST 
VIRGINIA  STATE  MEDICAL  ASSOCIATION  AND  UNANI- 
MOUSLY APPROVED  SEPTEMBER  30,  1 943 

Realizing  that  the  cost  of  medical  care  has  ad- 
vanced markedly  during  the  past  few  years,  so  much 
so  that  for  the  average  wage  earner  a serious  illness 
becomes  a financial  catastrophe,  and  although  realiz- 
ing this  increased  cost  is  not  chargeable  to  the 
physician,  but  is  due  to  increased  cost  of  hospitaliza- 
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tion  and  diagnostic  procedure  necessary  to  give  the 
patient  adequate  medical  care,  and  further  realizing 
that  the  cost  can  only  be  met  by  a distribution  in 
some  form  of  prepaid  medical  service,  the  Fact 
Finding  and  Planning  Committee  makes  the  follow- 
ing recommendations: 

1.  That  regional  non-profit  medical  service  plans 
be  developed  immediately  as  community  projects 
with  the  endorsement  and  support  of  component 
medical  societies;  that  the  plans  be  operated  by 
group  hospital  service  with  the  joint  supervision 
of  an  advisory  committee  elected  by  the  county 
medical  society  and  a central  state  committee  ap- 
pointed by  the  president  of  the  State  Medical  Asso- 
ciation; that  a medical  service  contract  be  offered 
to  the  public  on  a periodic  prepayment  plan  to  pay 
the  cost,  in  whole  or  in  part,  of  surgical,  obstetrical 
and  medical  service,  while  a bona  fide  patient  in  a 
hospital;  that  the  details  of  these  plans  and  contracts 
be  left  to  each  community;  that  nothing  be  done 
that  might  in  the  least  interfere  with  doctor-patient 
relationship;  and  that  the  patient  have  the  free  choice 
of  hospital  and  doctor. 

It  will  be  the  duty  of  the  state  committee,  together 
with  the  committee  representing  hospital  plans  oper- 
ating within  the  state,  to  formulate  a basic  contract, 
and  particularly  to  see  that  this  service  is  made 
available  to  every  community  of  the  state,  with  par- 
ticular emphasis  on  rural  areas. 

2.  That  inasmuch  as  the  care  of  the  indigent  sick 
is  a joint  responsibility  of  the  community  and  the 
medical  profession,  further  study  should  be  made  in 
each  community  toward  improving  such  care  if 
necessary.  The  committee  recommends  that  each 
county  society,  through  a committee,  be  asked  to 
survey  its  plan  for  the  care  of  the  indigent  sick,  and 
to  send  a report  with  their  recommendations  to  the 
Fact  Finding  and  Planning  Committee,  so  that  the 
committee  will  be  in  a better  position  to  offer  proper 
recommendations  with  reference  to  the  improve- 
ment of  this  service. 

3.  Realizing  that  the  health  of  the  community  de- 
pends largely  on  adequate  public  health  depart- 
ments, the  committee  recommends  that  the  public 
health  work  be  extended  and  that  measures  be  taken 
to  assure  adequate  public  health  units  for  every 
county  or  group  of  counties.  The  committee  be- 
lieves that  as  far  as  possible  the  work  of  these  units 
should  be  limited  to  preventive  medicine,  immuni- 
zation, and  particularly  to  education  of  the  public 
in  health  matters. 


The  committee  wishes  to  commend  the  Legisla- 
ture for  passing  legislation  on  cancer  control,  and 
placing  institutions  for  the  treatment  of  tuberculosis 
in  the  hands  of  medical  administrators. 

4.  The  committee  wishes  to  endorse  the  project 
of  the  Woman’s  Auxiliary  for  a proposed  educa- 
tional campaign.  It  feels,  however,  that  the  campaign 
must  be  planned  most  carefully  and  that  the  medical 
advisory  committe  should  work  closely  with  the 
Auxiliary  in  preparing  the  material  for  this  work. 


Newer  Drugs  from  Professional  News  and 

Views 


Published  by  The 

Connecticut  Association  for  the 

Advancement  of  Professional 

Pharmacy 

SYNONYMS  AND 

ENGLISH  TITLE 

DOSE 

TRADE  NAMES 

Theophylline 

3 gr- 

Aminophylline 

Ethylenediamine 

Estradiol  Benzoate 

1/60  gr. 

Ben-Ovocylin 
Dimenformon 
Benzoate 
Progynon  B 

Ergotamine  Tartrate 

1/120  gr. 

Gynergen 

Pentobarbital  Sodium 

1 L gr. 

Soluble 

Pentobarbital 

Nembutal 

Diphenylhydantoin 

1/2  gr. 

Dilantin 

Sodium 

Mersalyl  and 

Mersalyl  3 gr. 

Salyrgan- 

Theophylline 

Injection 

Theophylline 
iVz  gr. 

Theophylline 

Menadione 

1/60  gr. 

Proklot 

Kayquinone 

Synkayvite 

Kanone 

Thyloquinone 

Methylrosaniline 

Chloride 

1 gr. 

Gentian  Violet 
Methyl  Violet 
Crystal  Violet 

Nicotinamide 

(25  mg.)  % gr. 

Nicotinic  Acid 
Amide 
Niacinamide 

Estrone 

1/60  gr. 

Theelin 

Aminoacetic  Acid 

8 drachms 

Glycocoll 

Glycine 

Dihydromorphinone 

1/30  gr. 

Dilaudid 

Hydrochloride 

Tetrachloroethylene 

45  m 

Perchloroethylene 

Ethylene 

Tetrachloride 

Desoxycorticosterone 

Acetate 

5 m 

Cortate 

Percorten 

Doca 
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EXAMINATIONS 

AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  next  written  examination  and  review  of  case  histories 
(Part  I)  for  all  candidates  will  be  held  in  various  cities  of 
the  United  States  and  Canada  on  Saturday,  February  12, 
1944,  at  2:00  p.  m.  Candidates  who  successfully  complete  the 
Part  1 examination  proceed  automatically  to  the  Part  11 
examination  held  later  in  the  year.  All  applications  must  be 
in  the  office  of  the  Secretary  by  November  15,  1943- 

All  candidates  are  now  required  to  have  been  out  of  med- 
ical school  not  less  than  eight  yaers,  and  in  that  time  to 
have  completed  an  approved  one  year  interneship  and  at 
least  three  years  of  approved  special  formal  training,  or  its 
equivalent,  in  the  seven  years  following  the  interne  year. 
This  Board’s  requirements  for  interneships  and  special  train- 
ing are  similar  to  those  of  the  American  Medical  Associa- 
tion since  the  Board  and  the  A.  M.  A.  are  at  present  co- 
operating in  a survey  of  acceptable  institutions.  At  the  last 
Board  meeting  held  May  1943,  it  was  decided  to  give  special 
credit  for  certain  types  of  military  service.  All  candidates 
must  be  full  citizens  of  the  United  States  or  Canada  before 
being  eligible  for  admission  to  examinations. 

All  candidates  will  be  required  to  take  the  Part  I examina- 
tion, which  consists  of  a written  examination  and  the  sub- 
mission of  twenty-five  (25)  case  history  abstracts,  and  the 
Part  II  examination  (oral-clinical  and  pathology  examina- 
tion). The  Part  I examination  will  be  arranged  so  that  the 
candidate  may  take  it  at  or  near  his  place  of  residence,  while 
the  Part  II  examination  will  be  held  late  in  May,*  1944,  in 
that  city  nearest  to  the  largest  group  of  candidates.  Time 
and  place  of  this  latter  will  be  announced  later. 

For  further  information  and  application  blanks,  address 
Dr.  Paul  Titus,  Secretary,  1015  Highland  Building,  Pitts- 
burgh (6),  Pennsylvania. 


POSTGRADUATE  COURSES 
by  the 

AMERICAN  COLLEGE  OF  PHYSICIANS 
COURSE  No.  3— SPECIAL  MEDICINE 
(November  8-19,  1943) 

Philadelphia  Institutions 

Charles  L.  Brown,  m.d.,  f.a.c.p.,  Director 
(Minimal  Registration,  25;  Maximal  Registration,  50) 

Fee  $40.00 

This  unique  program  allots  approximately  one-half  day  to 
the  consideration  of  each  of  several  special  fields  of  medi- 
cine. It  offers  a short  but  detailed  resume  in  these  several 
different  specialties,  and  gives  an  opportunity  to  observe 
the  work  being  done  in  many  of  the  leading  medical  insti- 
tutions in  Philadelphia. 

The  concluding  day,  Friday,  November  19,  will  be  de- 
voted to  a Regional  Meeting  of  the  American  College  of 


Physicians  for  Pennsylvania,  New  Jersey,  Delaware  and 
adjacent  territory.  All  physicians  taking  this  course,  whether 
they  be  members  of  the  College  or  not,  are  invited  to  par- 
ticipate in  the  Regional  Meeting  and  to  attend  the  noon-day 
luncheon  and  the  evening  dinner-meeting. 

Hotel  and  Living  Accommodations 

To  assist  members  in  locating  living  accommodations 
while  pursuing  courses,  the  following  suggestions  have  been 
assembled.  In  making  reservations,  members  should  speci- 
fically mention  that  they  are  registering  for  Postgraduate 
Courses  of  the  American  College  of  Physicians,  for  special 
arrangements  and  rates  have  been  engaged. 


NEW  ETHICON  EYE  SUTURES  DEVELOPED  BY 
JOHNSON  & JOHNSON 

As  a result  of  several  years  research  a new  and  complete 
line  of  seventeen  Eye  Sutures  has  just  been  announced  by 
the  Ethicon  Suture  Division  of  Johnson  & Johnson. 

The  new  Ethicon  Eye  Sutures,  offered  in  Plain  and  Type 
B Mild  Chromic  Surgical  Gut,  as  well  as  Twisted  Silk,  are 
distinguished  by  their  unusual  flexibility. 

All  Ethicon  Eye  Sutures  are  equipped  with  Eyeless 
Atraloc  Cutting  Point  Needles.  These  needles,  made  under 
a Johnson  & Johnson  patent,  are  hand-forged  and  hand- 
sharpened.  All  materials  in  Ethicon  Eye  Sutures  are  selected 
to  meet  the  exacting  requirements  of  the  Eye  surgeon. 


NEW  ALUMINUM  HYDROXIDE  GEL 
PREPARATION 

The  value  of  orally  administered  aluminum  hydroxide  gel 
in  promoting  healing,  relieving  pain  and  controlling  pain 
of  gastric  and  duodenal  ulcer,  and  in  controlling  gastric 
hyperacidity,  is  now  well  recognized.  Various  preparations 
have  been  available.  Many  of  these  show  obvious  variations 
in  consistency,  color  and  palatability.  Submitted  to  labora- 
tory tests  they  also  show  differences  in  specific  gravity,  acid 
combining  power,  hydrogen  iron  concentration  and  carbon 
dioxide  content.  Most  of  these  preparations  are  marketed 
under  proprietary  names  and  some  are  admixed  with  other 
antacids  or  vegetable  gums. 

The  inclusion  of  aluminum  hydroxide  gel  in  New  and 
Nonofficial  Remedies  and  its  admission  to  U.S.P.  XII 
prompted  the  Squibb  Laboratories  to  offer  the  preparation 
under  the  official  name  and,  of  course,  in  conformity  with 
official  specifications  and  standards. 

As  offered  by  E.  R.  Squibb  & Sons,  Aluminum  Hydroxide 
Gel  is  pharmaceuticaly  an  elegant  preparation  of  a fluid 
consistency.  The  suspension  is  practically  snow  white,  pleas- 
ant to  take,  lacking  any  suggestion  of  astringent  taste. 
Diluted  with  two  or  three  parts  of  water  the  Gel  may  be 
administered  by  gastric  drip,  or  taken  in  1 or  2 teaspoonful 
doses  in  water  or  milk.  Aluminum  Hydroxide  Gel  Squibb 
is  available  in  12-ounce  bottles. 
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David  Chester  Brown,  M.D. 

1863  - 1943 

David  Chester  Brown  was  born  at  Norfolk,  Vir- 
ginia, on  November  16,  1863,  the  son  of  Dr.  Orlando 
and  Martha  Whittlesey  Brown.  At  an  early  age  he 
removed  to  Washington,  Conn.,  where  he  prepared 
for  college  at  the  Gunnery  School.  After  obtaining 
his  academic  degree  at  Yale  University,  he  entered 
Yale  Medical  School,  from  which  he  was  graduated 
in  1884.  Completing  an  internship  at  the  Hartford 
Hospital,  he  continued  his  postgraduate  studies  at 
the  Universities  of  Prague  and  Berlin. 

Dr.  Brown  then  began  the  practice  of  medicine 
and  surgery  in  Danbury,  and  for  more  than  half  a 
century  was  a very  active  member  of  the  com- 
munity both  in  professional  and  civic  enterprises. 
Plis  interest  in  the  Danbury  Hospital  dates  from  the 
year  following  its  institution,  and  continued  with 
unabated  zeal  up  to  the  time  of  his  death.  His  un- 
usual ability  as  an  organizer  and  his  sense  of  keen 
judgment  went  far  in  the  development  and  progress 
of  that  institution  and  left  a profound  impression  on 
its  many  phases  of  activity.  Though  his  interest  and 
enthusiasm  were  intense  in  any  of  the  multitude  of 
problems  in  which  he  was  engaged,  the  medical  pro- 
fession was  nearest  his  heart.  All  during  his  life  he 
gave  generously  of  his  time  and  effort  to  those 
things  that  would  enhance  the  progress  of  medicine. 
Plis  efforts  were  not  in  vain,  as  attested  by  the  many 
honors  that  came  to  him  during  his  long  active 
career. 

Dr.  Brown  was  a member  of  the  Danbury  Medi- 
cal, Fairfield  County  and  Connecticut  State  Medical 
societies,  of  each  of  which  he  had  in  turn  been 
president.  He  was  a member  of  the  New  York 
Academy  of  Medicine,  a Fellow  of  the  American 
College  of  Surgeons,  and  a Fellow  of  the  American 
Medical  Association.  It  was  in  the  latter  organiza- 
tion that  his  influence  was  particularly  felt  in  matters 
pertaining  to  the  medical  profession  at  large.  For 
several  years  he  had  been  a delegate  from  Connecti- 
cut to  its  conventions.  In  1920  he  was  elected  to  the 
Board  of  Trustees,  which  position  he  held  for  four- 
teen years  until  retired  because  of  age,  and  at  that 
t'me  the  Association  tendered  him  a testimonial 
dinner  at  the  Cleveland  convention.  It  was  through 


his  efforts,  as  chairman,  that  the  Scientific  Exhibit 
at  the  conventions  rose  from  a comparatively  meagre 
position  to  its  present  status  as  one  of  the  most 
important  phases  of  the  annual  meetings. 

The  Connecticut  Clinical  Congress,  held  each  year 
at  New  Haven,  was  one  of  his  deep  interests  and  he 
was  its  first  chairman.  How  beneficial  and  success- 
ful this  has  been  need  not  be  stressed  to  the  physi- 
cians of  Connecticut. 

Always  endowed  with  a deep  sense  of  patriotism, 
D.  Chester  Brown  volunteered  his  services  in  the 
last  world  war,  enlisting  as  a captain  and  a year  later 
being  promoted  to  the  rank  of  major  and  assigned 
to  the  medical  section  of  the  Provost  Marshal  Gen- 
eral’s office  in  Washington,  D.  C.,  where  he  re- 
mained until  the  close  of  the  war. 

Although  his  advanced  years  made  him  ineligible 
for  active  duty  in  the  present  war,  he  rendered 
valuable  service  with  civilian  defense  and  was  in 
fact  the  inspiration  and  driving  force  in  its  organi- 
zation in  Danbury.  He  also  contributed  much  time 
and  work  as  medical  adviser  of  the  Red  Cross. 

His  fraternal  affiliations  were  the  Mayflower 
Society  and  various  Masonic  bodies,  including  1 
Crusader  Commandery,  Knights  Templar,  and 
Pyramid  Temple  Nobles  of  the  Mystic  Shrine  of 
Bridgeport.  Though  he  never  foisted  his  beliefs  on 
others,  he  was  an  ardent  republican  and  a devout 
member  of  the  First  Congregational  Church. 

To  have  known  Dr.  Brown  was  a privilege;  to 
have  him  as  a friend  was  a joy  and  an  inspiration. 
His  character  was  a jewel  of  many  facets,  each 
shining  with  its  own  lustre  and  each  radiating  its 
own  influence  that  left  lasting  impressions.  His 
pleasant,  calm,  serene  personality  left  one  feeling 
better  for  having  met  him.  His  well  spaced  delibera- 
tions, his  keen  judgment,  and  his  unbiased  opinions 
were  of  invaluable  help,  not  only  to  his  friends,  but 
to  the  medical  profession  and  all  the  activities  in 
which  he  was  engaged.  His  outstanding  character- 
istic was  his  attention  to  and  mastery  of  detail.  His 
credo  was  that  anything  worth  doing  was  worth 
doing  well.  He  had  a wholesome  contempt  for 
loose  or  sloppy  work,  whether  it  was  the  practice 
of  medicine  or  just  living  the  daily  life.  He  was  a 
man  of  vigor  and  until  the  past  year,  though  he  was 
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nearing  eighty,  he  enjoyed  his  daily  round  of  golf 
in  season,  and  only  a few  years  ago  held  his  own  in 
the  bowling  club  of  the  doctors  of  Danbury.  To 
.those  of  us  who  loved  Dr.  Brown,  it  is  gratifying 
that  he  retained  his  mental  and  physical  faculties  to 
the  end,  and  showed  no  signs  of  deterioration  until 
the  last  two  days  of  his  life. 

There  are  few  men  hailing  from  a town  the  size 
of  Danbury  who  are  so  well  known  throughout  the 
country,  in  medical  circles,  as  was  Dr.  Brown.  His 
name  was  synonymous  with  Danbury,  wherever 
doctors  chanced  to  meet. 

On  May  12,  1943,  when  death  removed  David 
Chester  Brown  from  our  midst,  the  medical  pro- 
fession of  the  country,  and  particularly  of  Con- 
necticut, sustained  a loss  that  words  cannot  describe, 
and  one  that  time  will  be  long  in  effacing. 

Samuel  F.  Mullins,  m.d., 
John  D.  Booth,  m.d., 
William  M.  Stahl,  m.d. 

Abraham  Joseph  Leon,  M.D. 

1902  - 1943 

Abraham  Joseph  Leon  was  born  in  New  York 
City  on  December  9,  1902.  Later  his  family  moved 
to  Westerly,  R.  I.,  where  he  attended  the  high 
school.  He  received  his  Medical  Degree  at  Tufts 
Medical  School  in  1928,  standing  second  in  his  class 
and  receiving  the  Adagna  Cum  Laude  Degree.  He 
began  his  interneship  at  the  Southern  Baptist  Hos- 
pital at  New  Orleans  and  followed  this  with  an  in- 
terneship at  the  Jersey  City  Hospital.  In  1930  he 
became  a Diplomate  of  the  National  Board  of  Adedi- 
cal  Examiners  and  the  same  year  passed  the  Con- 
necticut State  Adedical  Examining  Board.  He  settled 
in  Mystic,  Connecticut,  at  this  time  and  in  1932 
married  Helen  Cutler  of  Flushing,  Long  Island.  To 
them  two  children  were  born.  Dr.  Leon  was  greatly 
interested  in  the  social  activities  of  Mystic  and  was 
quite  interested  in  the  Adystic  Art  Association.  He 
was  an  accomplished  pianist  and  was  greatly  inter- 
ested in  fishing  as  a diversion  from  his  medical  work. 
At  the  beginning  of  the  present  war  he  accepted  a 
commission  in  the  U.  S.  Army  Medical  Corps. 
Previous  to  this  he  had  developed  a well  organized 
group  of  First  Aid  Stations  in  the  Adystic  sector  and 
was  Chief  Adedical  Officer  of  the  Civilian  Defense 
program.  During  his  service  in  the  Army  he  at- 
tended various  training  schools  and  was  eventually 
assigned  to  a Hospital  Combat  LTnit  preparatory  to 
overseas  duty.  Soon  after  this  he  developed  attacks 


of  angina  pectoris  and  was  transferred  to  duty  at 
the  Walter  Reed  Hospital.  His  condition  became 
progressive  and  he  was  finally  given  a medical  dis- 
charge from  the  Army.  On  June  21,  1943,  he  passed 
away  as  the  result  of  coronary  occlusion. 

Richard  Ad.  Starr,  m.d. 
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New  Hampshire 

The  New  Hampshire  Adedical  Society  in  its  house 
of  delegates  has  accepted  a report  of  the  committee 
on  medical  economics  embodying  the  outline  of  a 
non  profit  prepaid  medical  service  plan.  According 
to  the  Journal  of  the  American  Medical  Association 
the  plan  will  include  the  rural  areas,  will  be  known 
as  the  “Blue  Shield,”  and  will  be  administered 
through  the  New  Hampshire  Blue  Cross  Hospitali- 
zation Plan.  Details  for  the  establishment  of  a cor- 
poration will  be  planned  by  the  committee. 

New  Jersey 

The  New  Jersey  State  department  of  Health  has 
announced  the  organization  of  a division  of  tuber- 
culosis to  combat  the  sharp  increase  in  the  disease 
in  industrial  areas.  It  has  been  reported  that  507 
cases  of  tuberculosis  have  been  found  in  42,000 
chest  x-rays  taken  in  nine  industrial  areas. 

Rhode  Island 

The  Rhode  Island  Adedical  Journal,  under  its  new 
managing  editor,  now  appears  in  a new  cover  with 
a new  format,  attractive  and  readable.  The  contents 
are  neatly  arranged  and  many  innovations  suggest 
the  influence  of  journals  in  neighboring  states. 
Rhode  Island  is  a small  state  but  a progressive  one 
and  in  such  an  atmosphere  it  is  but  natural  that  the 
State  Medical  Society  should  partake  of  this  same 
nature. 

The  Rhode  Island  Cash  Sickness  Act  has  been 
paying  benefits  to  claimants  since  April  1,  1943. 
Basically  this  is  a financial  program  whereby  the 
loss  of  wages  from  unemployment  due  to  illness  is 
offset  in  part  by  cash  payments  from  a fund  created 
by  payroll  deductions  from  workers.  Thousands  of 
claims  have  been  viewed  by  the  medical  examiner 
and  every  effort  made  to  give  the  claimants  all  the 
possible  benefits  due  them  as  the  result  of  the 
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diagnoses  reported  by  the  private  physician.  By 
regulation  of  the  Unemployment  Compensation 
Board  provision  has  been  made  for  the  medical 
examination  of  all  applicants,  including  those  filing 
initial  claims  and  those  receiving  benefits  when  the 
time  allowance  for  disability  granted  by  the  medi- 
cal director  has  expired  and  continued  benefits  are 
sought.  When  special  conditions  arise  claimants  are 
sent  to  a specialist  in  the  particular  field.  The  Sick- 
ness Act  is  so  worded  that  it  shall  apply  only  in 
case  of  total  incapacity.  ACany  problems  have  arisen 
in  carrying  out  the  provision  of  this  Act  but  they 
are  being  met  in  a spirit  of  cooperation  between  the 
medical  profession  and  those  entrusted  with  the 
operation  of  the  Act. 


from  County  Associations 


The  regular  monthly  meetings  of  The  Bridgeport 
Medical  Society  were  resumed  after  the  summer 
recess.  The  first  meeting  of  the  Fall  season  was  held 
on  Tuesday,  October  5,  at  the  University  Club  in 
Bridgeport.  The  speaker  was  Paul  Lavietes  of  The 
Yale  University  School  of  Medicine.  His  subject 
was  “Recent  Advances  in  Thyroid  Therapy.” 

The  152nd  Semi-Annual  Meeting  of  The  Fair- 
field  County  Aledical  Association  was  held  on 
Wednesday,  October  6,  at  the  Woodway  Country 
Club  in  Springdale.  T he  speaker  was  James  R. 
Aliller  of  Hartford  whose  subject  was  “Prepaid 
Aledical  Care.”  Following  Dr.  Miller’s  address  the 
business  session  reconvened  in  order  that  the  mem- 
bers present  could  express  their  views  and  aid  the 
Board  of  Trustees  in  deciding  what  stand  The  Fair- 
field  County  Aledical  Association  should  take  re- 
garding this  timely  subject. 

A combined  Tumor  Clinic  and  General  StafF 
Meeting  of  The  Bridgeport  Hospital  was  held 
on  Friday,  October  15,  at  the  Elizabeth  Oliver  Hall 
on  Mill  Hill  Avenue. 

Hartford 

The  responsibility  of  caring  for  all  medical  emer- 
gencies rests  with  each  physician.  Realizing  this  fact 
the  physicians  of  Hartford  County  have  been  asked 


to  reply  to  the  following  letter  sent  out  by  the 
Medical  Information  Bureau,  a joint  organization, 
operated  by  the  Hartford  City  and  County  medical 
societies. 

Dear  Doctor: 

The  important  question  of  insuring  medical  atten- 
tion to  all  persons  during  the  present  relative  medi- 
cal shortage  requires  an  answer  of  each  doctor,  be 
he  general  practitioner  or  specialist.  To  care  for  that 
problem  is  squarely  the  responsibility  of  each  of  us. 

The  Board  of  Directors  of  the  Hartford  County 
Aledical  Association  appointed  a sub-committee  to 
study  this  matter.  They  recognized  that  this  was 
properly  a function  of  the  Aledical  Information 
Bureau.  T hat  body  after  due  deliberation  has  the 
following  plan  to  recommend  for  your  very  serious 
consideration. 

1.  That  each  doctor  answer  his  phone  at  all  times 
or  make  some  provision  to  have  it  done. 

2.  That  each  doctor  make  an  arrangement  with 
another  doctor  so  that  they  can  exchange  coverage 
with  one  another  when  either  is  away  or  unable  to 
answer  calls.  Doctors  A and  B agree  that  on  Tuesday 
evening  from  8 p.  m.,  Doctor  A will  take  all  calls  and 
Doctor  B will  be  entirely  free  to  rest,  play  and  do 
anything  he  wishes.  On  Wednesday  night  the  tables 
to  be  reversed. 


3.  That  a panel  of  physicians  be  established  who 
will  be  available  for  emergency  calls. 

4.  Some  communities  have  already  set  up  panels. 
If  there  is  no  panel  set  up  in  your  community 
would  you  be  willing  to  volunteer  for  such  a panel 
for  emergency  calls  if  one  is  deemed  necessary? 

1 he  Hartford  area  is  particularly  anxious  to  initi- 
ate a panel  and  all  doctors  willing  to  serve  in  this 
area  are  urged  to  call  the  Aledical  Information 
Bureau— 2-1871.  Alembers  in  other  communities  may 
call  their  local  medical  group. 


The  Board  of  Directors  of  the  Hartford  County 
Aledical  Association  has  voted  that  in  any  com- 
munity where  a local  medical  exchange  seems  de- 
sirable, application  for  such  an  exchange  should  be 
made  to  the  Board  of  Directors.  If  this  application  is 
approved,  the  cost  of  such  exchange  would  be  met 
by  the  County  Association. 


The  Aledical  Information  Bureau 


The  September,  1943,  issue  of  Industrial  Medicine 
carries  a photograph  and  short  biography  of  the 
seventeen  officers  and  directors  of  The  American 
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Association  of  Industrial  Physicians  and  Surgeons. 
Among  these  may  be  found  Theodore  L.  Story, 
medical  director  for  the  American  Optical  Company 
at  Southbridge,  Mass.  Alany  will  recall  the  days 
when  “Ted”  Story  was  an  intern  at  Hartford  Hos- 
pital and  later  opened  an  office  in  Hartford. 

Hartford  County  physicians  have  enjoyed  again 
Dr.  Joseph  Halton’s  congenial  presence  during  an- 
other of  his  annual  pilgrimages  to  the  North  Coun- 
try in  the  summer.  Dr.  Halton  conducts  a hospital 
in  Sarasota,  Florida. 

The  medical  eponym  described  in  The  New 
England  Journal  of  Medicine , September  16,  1943, 
is  Felty ’s  Syndrome,  so  named  for  Augustus  R. 
Felty  of  Hartford.  Dr.  Felty,  when  a junior  member 
of  the  staff  of  the  Johns  Hopkins  Hospital,  was  the 
author  of  a paper  “Chronic  Arthritis  in  the  Adult 
Associated  with  Splenomegaly  and  Leucopenia”  in 
which  he  described  this  syndrome  which  now  bears 

J 

his  name. 

Litchfield 

The  fall  meeting  of  the  Litchfield  County  Medical 
Association  was  held  at  Swan’s  Head  Inn  in  Litch- 
field on  Tuesday,  October  5.  A social  hour  preceded 
an  excellent  dinner. 

At  the  business  meeting,  presided  over  by  the 
vice-president,  Arthur  Jackson,  James  R.  Miller  re- 
ported on  the  progress  of  the  committee  that  has 
been  working  for  some  time  on  the  matter  of  pre- 
paid medical  care.  The  subject  was  discussed  by 
Drs.  Miller,  Creighton  Barker,  Arthur  Jackson, 
Thomas  J.  Danaher,  and  others.  It  was  voted  that  the 
Council  be  informed  that  the  Association  wished  the 
committee  to  continue  with  its  work,  and  would  be 
pleased  to  act  upon  a definite  plan  when  presented. 

A favorable  vote  was  also  given  to  the  formation 
of  a Women’s  Auxiliary  in  connection  with  the 
State  Medical  Society. 

A large  portrait  of  Henry  Buel  was  on  display 
this  having  been  presented  to  C.  H.  Turkington  by 
Dr.  Buel’s  daughter,  Mrs.  Frances  Blake.  It  is  Dr. 
Turkington’s  desire  that  this  portrait  be  presented 
to  the  State  Medical  Society,  to  be  hung  in  its  per- 
manent home  when  one  is  acquired.  It  is  of  interest 
to  note  that  for  over  one  hundred  and  twenty-five 
years  there  was  a Dr.  Buel  practicing  in  Litchfield. 
Henry  Buel,  a past  president  of  the  State  Society, 
established  the  first  private  institution  for  the  care 
of  mental  patients. 

Creighton  Barker  gave  some  interesting  informa- 


tion on  the  state’s  war  needs  and  its  demands  upon 
the  medical  profession.  He  stated  that,  in  spite  of  the 
drain  on  medical  personnel,  there  was  no  place  in  the 
world  where  the  medical  needs  of  the  population 
were  as  well  taken  care  of  as  in  Connecticut. 

One  of  the  high  spots  of  the  evening  was  a talk 
by  Victor  Heiser,  author  of  “American  Doctor’s 
Odyssey.”  Dr.  Heiser  reminisced  about  the  early 
work  of  the  Rockefeller  Institute. 

The  meeting  was  adjourned,  because  of  the  late- 
ness of  the  hour,  without  hearing  the  scheduled  talk 
of  Robert  Lewis  on  “Caudal  Anesthesia.”  Dr.  Lewis 
expressed  his  desire  to  present  his  paper  at  a future 
date. 

Middlesex 

An  x-ray  survey  of  eleven  industrial  groups  in 
East  Hampton  has  recently  been  carried  out  by  the 
Department  of  Tuberculosis  Control  of  The  State 
Tuberculosis  Commission  in  cooperation  with  the 
local  Public  Health  authorities.  Each  employee  was 
offered  a chest  x-ray  without  charge,  the  cost  to 
be  paid  from  the  Christmas  Seal  funds.  A total  of 
139  individuals  were  x-rayed,  with  a reinfection 
tuberculosis  case  find  of  1.4%.  A report  of  each 
x-ray  was  mailed  to  the  individual  and  those  with 
significant  findings  advised  to  consult  the  family 
physician.  Detailed  x-ray  reports  of  this  latter  group 
were  sent  to  the  family  physicians.  These  individuals 
will  also  receive  follow-up  attention  to  see  that  they 
are  under  adequate  medical  supervision,  both  for 
their  own  protection  and  the  welfare  of  their 
families  and  fellow-workers. 

Clair  B.  Crampton  of  Middletown  has  entered  the 
Medical  Corps  of  the  United  States  Navy  with  the 
rank  of  Lieutenant,  S.G.  He  is  now  stationed  at  the 
submarine  base  in  New  London,  Conn. 

The  Middlesex  County  Medical  Association  held 
its  semi-annual  meeting  at  the  Edgewood  Country 
Club  in  Cromwell  on  October  14.  Thomas  P.  Mur- 
dock of  Meriden  spoke  on  Prepaid  Medical  Service. 

The  Medical  Board  of  the  Middlesex  Hospital 
held  its  annual  meeting  on  October  13.  Officers 
elected  for  the  year  were:  Harold  E.  Speight, 
president;  Harry  S.  Frank,  vice-president;  Christie 
McLeod,  treasurer. 

I he  Central  Medical  Society  held  its  first  meet- 
ing of  the  season  at  the  Bengston-Wood  Hall  in 
Middletown  with  President  Lloyd  Minor  presiding. 
A moving  picture  entitled  “Sutures  since  Lister” 
was  shown. 
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New  Haven 

The  New  Haven  Medical  Society  held  its  first 
meeting  of  the  fall  on  Wednesday,  October  6.  The 
paper  of  the  evening  was  given  by  Robert  Ward  of 
the  New  Haven  Hospital  and  Yale  University  staff, 
who  spoke  to  the  members  on  the  “Epidemiology  of 
Poliomyelitis.” 

Angelo  Gentile  left  New  Haven  for  the  armed 
services.  He  is  to  report  to  the  Carlisle  Barracks  and 
finally  to  Florida.  William  Carbone  of  Dixwell 
Avenue  received  a commission  as  first  lieutenant  in 
the  United  States  Army  and  is  to  report  to  Carlisle 
Barracks  in  about  three  weeks. 

The  New  Haven  Medical  Society  received  a very 
detailed  communication  from  the  Army  Emergency 
Relief  Association,  which  is  very  active  in  the  New 
England  area,  and  the  Executive  Committe  and 
Public  and  Professional  Relations  Committe  are  to 
review  the  contents.  After  this  detailed  report  is 
reviewed  the  Society  will  take  action  upon  the  pro- 
posals of  the  Army  Emergency  Relief  Association. 

Samuel  C.  Harvey,  professor  of  surgery  at  Yale 
University  School  of  Medicine,  addressed  the  last 
session  of  the  Maine  iMedical  Association  at  Poland 
Springs  on  “Peripheral  Vascular  Disease  and  Its 
Treatment  by  Interruption  of  the  Sympathetics.” 
This  paper  was  published  in  the  September,  1943, 
issue  of  the  Journal  of  The  Maine  Medical  Associa- 
tion. 

Arthur  J.  Geiger  of  New  Haven  is  the  author  of 
“Cardiac  Dysrhythmia  and  Syncope,”  published  in 
the  Journal  of  the  American  Medical  Association, 
September  18,  1943. 

New  London 

Thomas  Thale  of  Norwich  State  Hospital  is 
taking  a three  months  residency  in  psychiatry  at 
Yale  University  School  of  Medicine  in  order  to 
replace  Charles  Toy  who  has  completed  his  term  of 
service.  Dr.  Tov  was  the  first  to  be  appointed  under 
the  present  program  of  residencies  in  psychiatry  at 
Yale. 

William  H.  Wiedmann  was  appointed  assistant 
superintendent  of  Uncas-on-Thames  at  a recent 
meeting  of  the  Connecticut  State  Tuberculosis 
Society.  R.  Glen  Urquhart  contiues  as  surgeon-in- 
chief  of  all  the  State  tuberculosis  sanatoria  and  main- 
tains headquarters  at  Uncas-on-Thames.  Dr.  Wied- 
mann’s  appointment  comes  as  a well  merited  reward 
following  eleven  years  of  service  at  Uncas. 


Joseph  Daly  of  Norwich  State  Hospital  has  been 
commissioned  first  lieutenant,  Army  Air  Corps, 
and  has  reported  to  duty  at  Carlisle  Barracks. 

Joseph  Woodward,  assistant  visiting  surgeon, 
Lawrence  Memorial  Hospital,  New  London,  was 
tendered  a testimonial  dinner  at  Skipper’s  Dock  on 
the  evening  of  September  27.  About  75  physicians 
and  their  wives,  also  members  of  the  nursing  staff  of  1 
the  hospital  were  present.  Brigadier  General  Tro- 
land,  a friend  of  Dr.  Woodward’s  spoke  and  Alfred 
Labensky  acted  as  toastmaster.  Dr.  Woodward  has 
been  commissioned  in  the  U.  S.  Navy. 

Louis  W.  Staudt,  University  of  Michigan  Medi- 
cal School,  1939,  is  filling  a temporary  interneship  at 
Uncas-on-Thames.  He  has  recently  completed  an 
internship  at  the  Pennsylvania  Hospital,  Philadelphia. 

Bryce  A.  Smith  has  returned  to  his  duties  at 
Uncas-on-Thames  having  been  absent  because  of 
illness. 

William  A.  Bryan,  Superintendent  of  Norwich 
State  Hospital,  is  now  at  Marengo,  Illinois,  enjoy-  ; 
ing  a well  earned  vacation,  visiting  his  father. 

Tolland 

Frank  B.  Converse  of  Willington,  president  of  the 
Tolland  County  Medical  Association  was  given  a 
testimonial  at  the  recent  semi-annual  meeting  of 
the  Association  at  Somers  in  recognition  of  50  years 
as  a practicing  physician.  Dr.  Converse  is  a member 
of  the  medical  staff  at  Johnson  Memorial  Hospital, 
Stafford  Springs.  The  testimonial  was  in  charge  of 
Doctors  John  P.  Hanley  of  Stafford  Springs,  Ralph 
Thayer  of  Somers,  and  John  Flaherty  of  Rockville. 


News  from  Yale  University 
School  of  Medicine 

A Liberty  Ship,  recently  launched  in  San  Fran- 
cisco, was  named  for  the  late  Dr.  Samuel  W.  Willis- 
ton.  Dr.  Williston  was  graduated  from  the  Yale 
Medical  School  in  1880  and  received  a Doctorate  in 
Philosophy  in  1885.  Yale  University  conferred  upon 
him  the  honorary  degree  of  Doctor  of  Science  in 
1926.  He  was  an  instructor  in  anatomy  in  the  medi- 
cal school  from  1888  to  1890,  and  later  he  served  the 
City  of  New  Haven  as  health  officer.  He  was  a pro- 
fessor at  the  University  of  Chicago  when  he  died 
in  1918. 
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Professor  Henry  Gray  Barbour,  Research  Associ- 
ate in  Pharmacology  at  the  Yale  Medical  School, 
died  on  September  23.  Dr.  Barbour  first  came  to 
Yale  as  Assistant  Professor  in  Pharmacology  in  1912 
and  remained  until  1921.  After  a ten  years  interlude, 
during  which  he  served  as  Professor  of  Pharma- 
cology first  at  McGill  and  later  at  the  University 
of  Louisville,  he  returned  to  Yale  as  Associate  Pro- 
fessor in  Pharmacology  and  Toxicology. 

Dr.  Louis  S.  Goodman,  until  recently  assistant 
professor  of  Pharmacology  and  Toxicology,  has 
joined  the  faculty  of  the  College  of  Medicine  of  the 
University  of  Vermont.  He  is  professor  and  chair- 
man of  the  Department  of  Physiology  and  Pharma- 
cology. 

Dr.  Alfred  Gilman,  until  recently  assistant  pro- 
fessor of  Pharmacology  and  Toxicology,  is  now  a 
captain  with  the  Chemical  Warfare  Division  of  the 
U.  S.  Army. 

NEW  BOOKS  IN  REVIEW 

ORTHOPEDIC  SUBJECTS:  MILITARY  SURGICAL 
MANUALS  IV  NATIONAL  RESEARCH  COUNCIL. 
Prepared  by  subcommittees  of  the  Committee  on  Surgery 
of  the  Division  of  Medical  Sciences  of  the  National 
Research  Council-Edited  by  the  Committee  on  Informa- 
tion. Philadelphia:  W.  B.  Saunders  Co.  1942.  306  pp. 

Illustrated.  $3.00. 

Reviewed  by  Maurice  M.  Pike 

This  book,  as  the  name  implies,  is  not  a complete  ortho- 
pedic text  book  by  any  means.  It  has  been  edited  by  the 
Sub-Committee  on  Orthopedic  Surgery  of  the  Committee 
on  Surgery  of  the  Division  of  Medical  Sciences  of  the 
National  Research  Council  headed  by  Dr.  George  E.  Ben- 
nett of  Baltimore  in  association  with  some  of  the  leading 
orthopedists  in  the  country.  It  has  been  prepared  primarily 
for  use  in  the  Army  and  Navy  and  those  subjects  most 
commonly  encountered  by  such  services  are  stressed. 

This  manual  deals  in  a very  direct  and  detailed  manner 
with  general  surgical  principles  as  applied  more  specifically 
to  bone.  Often  at  the  risk  of  repetition  are  these  points 
emphasized.  Preparation  of  the  patient,  technique  of  surg- 
ical procedure  and  after-care  are  all  stressed,  as  is  the 
element  of  time  in  reconstruction  or  bone  graft  surgery. 
Prolonged  immobilization  and  fixation,  periods  which  would 
make  a general  surgeon  restless,  are  essential  months  are 
considered  rather  than  weeks. 

The  section  on  fractures  and  dislocations  of  the  spine  is 
written  by  Dr.  Arthur  G.  Davis  of  Erie,  Pennsylvania,  whose 
articles  in  the  Journal  over  a period  of  years  have  been  t er\ 
sane  and  instructive.  I he  pitfalls  of  treatment  and  the 


seriousness  of  these  injuries,  with  or  without  partial  or 
complete  paralysis,  are  well  stressed.  Do  not  treat  a broken 
back  lightly! 

The  last  half  of  the  book  is  dominated  by  a well  known 
personality.  Dr.  J.  Albert  Key  of  St.  Louis.  The  section  on 
compound  fractures  very  definitely  reflects  his  personality. 
It  discusses  in  detail  immunization  against  tetanus  and  the 
prophylactic  therapy.  An  important  conclusion  is  that  in- 
ternal fixation  in  war  wounds  is  inadvisable  except  under 
unusual  circustances.  However,  transfixion  pins  are  permis- 
sible. A rather  long  section  on  osteomyelitis  considers  this 
subject  in  great  detail,  particularly  with  its  mode  of  occur- 
rence. Treatment  by  means  of  the  now  well  accepted  Orr 
or  Trueta  method  is  described  in  detail.  It  is  Dr.  Key’s 
personal  belief  that  an  osteomyelitis  of  the  upper  extremi- 
ties which  has  been  healed  for  several  years  may  be  accepted 
for  military  service  but  such  is  not  the  case  in  the  lower 
extremities.  Antitoxin,  as  well  as  the  sulfonamide  drugs,  is 
favored  in  the  acute  cases. 

A MANUAL  OF  CARDIOLOGY.  By  Thomas  J.  Dry, 
m.a.,  m.b.,  ch.b.,  m.s.  in  Medicine.  Assistant  Professor  of 
Medicine,  University  of  Minnesota  (Mayo  Foundation); 
Consultant  in  Section  on  Cardiology,  Mayo  Clinic. 
Philadelphia  and  London:  W.  B.  Saunders  Company.  1943. 
310  pp.  80  illustrations.  $3.00. 

Reviewed  by  Arthur  J.  Geiger 

In  this  day,  when  acceleration  is  the  keynote  of  the  prin- 
ciples of  teaching  and  the  processes  of  learning,  the  appear- 
ance of  a small  book  that  endeavors  to  encompass  a large 
field  is  entirely  natural.  The  constant  danger  is  that  con- 
densation and  abbreviation  may  lead  to  superficiality.  In  this 
volume  the  author  has  struck  an  exceptionally  good  com- 
promise between  quantity  of  material  and  quality  of  pre- 
sentation. The  scope  is  adequate  for  the  medical  student, 
fundamentals  and  essentials  are  properly  emphasized,  and 
the  modern  view  and  current  status  of  fields  marked  by 
recent  advances  are  intelligently  expressed.  References  for 
further  reading  and  study  might  have  been  more  abundantly 
provided.  The  style  is  lucid  and  readable,  and  the  section 
on  congenital  heart  disease  is  a classic  of  brevity,  clarity  and 
simplicity  in  a field  usually  characterized  by  verbosity, 
irrelevancies  and  confusion  in  textbook  treatments.  A care- 
ful reading  brought  to  light  only  a few  points  of  possible 
controversy  or  criticism,  but  the  matters  concerned  are  too 
minor  to  dwell  upon.  Students  should  find  this  a decidedly 
worthwhile  manual  of  cardiology. 

A MANUAL  OF  CLINICAL  THERAPEUTICS,  A 
GUIDE  FOR  STUDENTS  AND  PRACTITIONERS. 
By  Windsor  C.  Cutting,  m.d.,  Associate  Professor  of 
Therapeutics,  Stanford  University  School  of  Adedicine, 
San  Francisco,  Cal.  Philadelphia  and  London:  W.  B. 
Saunders  Company.  1943.  609  pp.  $4.00. 

Reviewed  by  Albert  J.  Geiger 

The  treatment  of  practically  every  disease  of  man  is 
briefly  presented  from  the  general  and  specific  standpoints 
together  with  references  to  recent  literature  for  further 
reading.  Eleven  appendices  contain  compilations  of  data  and 
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information  of  the  sort  that  house  officers  particularly  may 
find  useful;  these  include  descriptions  of  technics  of  special 
procedures,  diagnosis  and  treatment  of  poisoning,  diet  lists, 
tables  for  equivalents  in  the  metric  and  English  systems  of 
weights  and  measures,  clinical  physiological  data,  drug  lists 
and  doses,  aids  in  prescription  writing,  quantitative  clinical 
laboratory  methods,  etc.  There  is  a good  index. 

This  book  is  much  like  many  that  have  preceded  it,  but 
it  has  the  virtue  of  being  quite  up-to-date.  Unfortunately 
it  it  too  thick  for  a pocket  manual,  but  it  is  small  enough 
to  fit  easily  inside  the  doctor’s  bag.  Those  who  find  use 
for  this  sort  of  a book  will  probably  like  this  one. 

THE  PRINCIPLES  AND  PRACTICE  OF  INDUSTRIAL 
MEDICINE.  Edited  by  Fred  Wampler , m.a.,  m.d., 
m.p.h.,  Professor,  Preventive  and  Industrial  Medicine,  and 
Administrator,  Out-Patient  Clinic,  Medical  College  of 
Virginia;  Health  Consultant,  Southern  Biscuit  Company, 
Richmond,  Virginia.  Baltimore:  The  Williams  & Wilkins 
Co.  1943.  593  pp.  34  illustrations.  $6.00. 

Reviewed  by  C.  F.  Yeager 

This  book  covers  the  major  problems  of  industrial  medi- 
cine and  should  be  of  extreme  value  to  not  only  physicians 
engaged  in  industrial  work,  but  also  the  general  practitioner, 
who  today,  is  called  upon  to  treat  many  patients  who  are 
suffering  from  industrial  injuries  and  diseases. 

The  first  seven  chapters  cover  a brief  history  of  industrial 
medicine,  the  causes  and  prevention  of  industrial  accidents, 
the  control  of  hazards  and  a discussion  of  governmental 
agencies  in  industrial  hygiene.  Excellent  suggestions  are 


made  as  to  the  layout  of  the  plant  medical  departments,  and 
medical  services.  The  industrial  health  program  recom- 
mended by  the  American  Medical  Association  for  industrial 
health  teaching  is  summarized. 

I he  effects  of  abnormal  atmospheric  pressures,  tempera- 
ture, and  humidity  on  industrial  workers  and  a technical 
explanation  of  light  and  the  effects  of  lighting  are  covered 
in  the  early  chapters.  Electricity,  electric  shock,  burns;  and 
the  effects,  clinical  symptoms,  and  methods  for  the  preven- 
tion of  overexposure  to  gasses,  solvents,  and  other  substances 
causing  occupational  poisoning  are  described  and  therapeu- 
tic measures  recommended.  The  subjects  of  Fatigue,  The 
Physical  Examination,  The  Nurse  in  Industry,  and  Medical 
Service  for  the  Small  Plants  are  also  reviewed.  Dr.  John 
Foulger  presents  an  interesting  discussion  of  the  medical 
control  of  industrial  exposure  to  toxic  chemicals  through 
blood  pressure  measurements.  The  subjects  of  compensa- 
tion, vocational  and  industrial  rehabilitation  are  very  educa- 
tional. 

The  sections  on  “Occupational  Diseases  of  the  Skin”  by 
Dr.  Louis  Schwartz,  “Industrial  Lead  Exposure  and  Lead 
Poisoning”  by  Dr.  Robert  Kehoe,  and  “The  Industrial  Back” 
by  Dr.  Rutheford  Johnstone  are  outstanding.  Each  author 
discusses  his  subject  with  thoroughness  and  understanding 
of  the  problem  confronting  the  plant  doctor  in  his  particular 
field.  Dr.  Schwartz  gives  many  suggestions  which  should 
be  extremely  helpful  to  the  plant  physician  and  general 
practitioner  in  determining  the  causes,  symptoms,  diagnosis, 
and  treatment  of  occupational  dermatitis.  He  also  discusses 
the  incidence  and  predisposing  factors  of  industrial  cancer, 
a problem  not  often  mentioned  in  medical  literature.  Dr. 
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Johnstone,  in  discussing  back  injuries,  describes  in  detail 
the  anatomy  and  physiology  of  the  spine  and  offers  excellent 
suggestions  as  to  the  recognition  and  treatment  of  the  true 
back  injury.  He  strongly  advises  x-ray  and  laboratory  inves- 
tigations in  all  cases. 

Each  of  the  thirty-three  chapters  is  written  by  individuals 
with  backgrounds  of  experience  or  training  in  the  subject 
covered  so  that  the  book  as  a whole  is  extremely  practical 
and  authoritative. 

THE  BOY  SEX  OFFENDER  AND  HIS  LATER 
CAREER.  By  Lewis  ].  Doshay , m.d.,  ph.d.,  Psychiatrist, 
Children’s  Courts,  New  York  City;  formerly  Senior 
Assistant  Physician,  Manhattan  State  Hospital,  and  Attend- 
ing Specialist  in  Neuropsychiatry,  U.  S.  Veterans  Hos- 
pital, New  York  City.  Foreward  by  George  W.  Henry, 
m.d.,  Associate  Professor  of  Clinical  Psychiatry,  Cornell 
University  Afedical  College:  Consulting  Psychiatrist,  De- 
partment of  Correction,  New  York  City;  Attending 
Psychiatrist,  New  York  Hospital.  New  York:  Gmne  ek 
Stratton.  1943.  248  pp.  $3.50. 

Reviewed  by  Henry  Moyle 

In  the  flood  of  literature  which  has  been  produced  on  the 
topic  of  juvenile  delinquency,  there  has  been  a notable  gap 
in  that  no  serious  effort  has  been  made  to  understand  the 
child  who  is  a so  called  sex  offender.  Probably,  also,  there 
is  no  area  in  which  public  attitude,  even  on  the  part  of 
professional  people,  is  less  apt  to  be  objective  and  free 
from  bias.  The  writer  of  the  present  book  has  set  himself 


the  task,  as  far  as  possible,  of  remedying  this  serious  lack  in 
our  knowledge  and  providing  a better  basis  for  treating  these 
cases.  For  this  purpose,  he  has  utilized  the  records  of  all 
the  boys  who  appeared  in  the  juvenile  courts  of  greater 
New  York  between  June  1928  and  June  1934,  charged  with 
sex  offenses.  There  were,  in  all,  some  256  such  cases. 

In  analyzing  these  records,  he  found  that  they  fell  into 
two  distinct  groups.  First  of  all,  there  were  the  boys  who 
were  charged  with  some  type  of  more  or  less  serious  sex 
offense  and  no  other.  The  second  group,  which  he  calls  the 
mixed  group,  were  also  guilty  of  a variety  of  other  offenses 
from  truancy  and  general  incorrigibility  to  burglary  and 
arson.  There  were  some  100  in  the  first  or  primary  group 
and  156  in  the  mixed  group.  While  there  was  considerable 
attention  given  to  the  family  background  and  personal 
make-up  of  both  groups  of  boys,  the  author’s  primary  inter- 
est seems  to  have  been  to  discover,  if  possible,  what  the 
probabilities  were  for  social  adjustment  in  the  future  in 
each  group  of  offenders.  In  other  words,  he  set  himself  to 
find  out  whether  the  committing  of  sex  offenses,  serious 
enough  to  bring  a child  into  court  before  16  years  of  age, 
indicated  the  presence  of  drives  for  illicit  satisfactions  too 
strong  to  make  probable  good  ajustment  in  an  ordinary 
social  and  legal  sense.  The  types  of  offenses  which  were  con- 
sidered, went  all  the  way  from  what  was  called  excessive 
masturbation  to  precocious  attempts  at  sex  intercourse  with 
girls,  all  forms  and  degrees  of  homosexual  activity  and 
attempts  at  sex  relations  within  the  family  group. 

The  author  has  attempted  to  study  as  fully  as  possible, 
the  background  of  these  boys,  with  reference  to  a number 
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of  factors  that  are  often  given  a great  deal  of  importance 
in  discussions  of  this  problem  of  sex  misbehavior.  In  this 
connection,  he  reports  quite  definitely  that  matters  such  as 
a great  difference  in  the  ages  of  parents,  or  even  advanced 
age  of  parents  at  the  time  of  the  child’s  birth,  the  ordinal 
position  of  the  child  in  the  family  or  even  such  physical 
facts  as  glandular  dysfunction,  have  apparently  little  to  do 
with  the  genesis  of  the  sex  offense.  At  any  rate,  they  were 
very  seldom  seen  in  the  group  of  cases  which  he  studied. 
On  the  other  hand,  certain  social  situations  were  apparently 
very  important,  indeed.  The  importance  varied  in  the  two 
groups  of  offenders  but  very  frequently  there  appeared  such 
factors  as  broken  homes  and  conflict  between  parents,  result- 
ing in  the  lack  of  any  effective  discipline  of  the  boy  in 
question. 

Perhaps  the  most  significant  single  finding  is  that  the  per- 
sonality makeup  of  the  primary  group  is  rather  distinctive 
and  differs  very  markedly  from  that  which  characterized  the 
boy  in  whom  sex  offense  was  only  one  of  a number  of  in- 
dications of  serious  social  maladjustment.  In  general,  the 
conditions  in  the  life  of  a boy  in  the  primary  group  are 
more  favorable;  the  family  is  more  stable,  there  is  less 
conflict  between  the  parents  and  the  better  supervision  and 
guidance  of  the  boy  reflects  a greater  interest  in  him.  All 
of  these  things  operated  to  offset,  to  a considerable  degree, 
adverse  environmental  influences  when  they  occurred.  The 
boy’s  own  personality  also  is  more  stable,  he  has  more  self 
restraint,  more  respect  for  law  and  order  and  this  better 
integration  into  his  family  group  and  higher  standards  of 
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his  own  means  a much  greater  likeliness  for  good  read- 
justment after  the  particular  piece  of  sex  misbehavior,  even 
though  it  may  have  been  of  rather  marked  character.  A boy 
of  the  mixed  group,  on  the  contrary,  shows  much  less  in 
the  way  of  favorable  influences  in  the  home,  much  more 
evidence  of  disorganization  of  personality  as  reflected  in 
fear,  anxiety,  restlessness  and  rebelliousness  against  social 
demands  and  identification,  as  the  author  says,  with  the 
practices  of  the  anti-social  element. 

A study  of  the  later  outcome,  in  the  cases  of  the  ioo  boys 
of  the  primary  group,  uncovers  no  sexual  recidivism  what- 
ever. Even  among  the  148  boys  in  the  mixed  group,  where 
the  conditions  were  very  much  less  favorable,  there  were 
only  eight  cases  of  continued  sex  offenses  and  even  these  were 
not  of  the  serious  and  violent  type,  characteristic  of  their 
general  behavior  in  other  ways.  The  author’s  general  con- 
clusion is  that  in  court -treated  cases  sex  delinquency  is  self- 
curing, provided  the  latent  forces  of  shame  and  guilt  are 
properly  stimulated  to  action.  In  comparing  the  unusually 
favorable  results  found  in  this  study  with  other  studies, 
notably  those  by  the  Gluecks  and  Healy,  the  author  feels 
that  the  unusually  good  cooperation  between  the  clinic  and 
court  in  this  series  of  cases,  had  considerable  to  do  with 
the  favorable  outcome.  At  some  points,  his  recommendations 
run  quite  in  accord  witli  the  experience  of  most  workers  in 
the  field,  notably  that  psychiatric  study  and  treatment  should 
be  always  accorded  these  offenders  and,  of  course,  much 
attention  should  be  given  to  changing  unfavorable  environ- 
mental factors. 

It  may  be  commented  that  the  group  of  cases  upon  which 
this  study  is  based,  are  entirely  an  urban  group,  living  under 
the  particularly  disorganized  and  frequently  dangerous  con- 
ditions of  New  York  city  life  and  that,  therefore,  his  con- 
clusions would  hardly  carry  over  into  conditions  over  the 
country  as  a whole.  One  further  point  of  some  importance 
is  that  the  author  is  not  at  all  concerned  with  the  later  suc- 
cess or  failure  of  the  individual  in  his  emotional  and  general 
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social  life  but  merely  in  the  question  as  to  whether  he  comes 
again  in  conflict  with  the  law.  1 here  is  no  question  but 
that  this  is  an  important  point  in  regard  to  the  later  life 
career  of  any  type  of  offender.  However,  from  the  point 
of  view  of  the  psychiatrist  or  anyone,  in  fact,  who  is  thinking 
in  terms  of  the  total  adjustment  of  the  child  to  his  situation 
and  his  development  as  a social  individual,  many  very  im- 
portant problems  are  left  untouched.  Finally,  whether  one 
may  be  inclined,  at  times,  for  various  reasons,  not  to  share 
the  author’s  optimism  or  to  feel,  perhaps,  that  much  more 
study  is  necessary  in  this  very  complicated  and  difficult 
field,  one  can  hardly  fail  to  accept  his  central  and,  to  the 
reviewer,  most  crucial  statement-  that  “this  study  clearly 
reveals  the  need  for  an  importance  of  judging  the  total 
personality  of  the  child,  rather  than  his  exact  sex  acts,” 
applying  this  both  to  the  matter  of  treatment  of  the  behavior 
and  predictions  for  the  future. 

A VENTURE  IN  PUBLIC  HEALTH  INTEGRATION. 
The  1941  Health  Education  Conference  of  the  New  York 
Academy  of  Medicine.  New  York:  Columbia  University 
Press.  1942.  56  pp.  $1.00. 

Reviewed  by  Stanley  B.  Weld 

This  volume  presents  a number  of  significant  papers 
which  were  given  at  the  1941  conference.  The  first  entitled 
“The  Role  of  Health  Education  in  the  Promotion  of  Op- 
timal Health  and  in  the  Retardation  of  Degenerative 
Diseases”  is  by  Edward  J.  Stieglitz,  m.d.  This  paper  deals 
chiefly  with  a discussion  of  the  two  types  of  preventive 
medicine,  (1)  impersonal  or  public  health  and  (2)  personal 
or  private,  and  urges  a greater  emphasis  upon  the  individual, 
recognizing,  however,  the  necessity  of  applying  both  the 
impersonal  and  the  personal  methods  of  preventive  medi- 
cine. 

The  second  paper  is  entitled  “Barriers  to  Health  Educa- 
tion” by  Edward  L.  Bernays.  This  author  bemoans  the 
wasted  efforts  being  expended  in  America’s  health  pro- 
gram. The  individual  is  bewildered.  A national  program 
should  be  formulated.  In  the  third  paper,  “Health  Educa- 
tion, by  the  Private  Practictioner,  The  Voluntary  Agency, 
and  the  Department  of  Health,”  the  author,  Allen  Freeman, 
m.d.,  presents  a very  realtistic  picture  of  what  actually  com- 
prises health  education.  The  failure  of  the  private  practi- 
tioner as  a teacher  of  health,  to  Dr.  Freeman  is  one  of  the 
great  tragedies  of  present  day  medicine. 

ESSENTIALS  OF  GYNECOLOGY.  By  Willard  R. 
Cooke , m.d.,  f.a.c.s.,  Professor  and  Head  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of  Texas. 
Philadelphia:  J.  B.  Lippincott  Co.  1943.  474  pp.  197 

illustrations.  $6.50. 

Reviewed  by  Stanley  B.  Weld 

The  usual  textbook  of  gynecology  is  an  exhaustive  volume 
of  many  hundreds  of  pages,  valuable  because  of  its  en- 
cyclopedic nature.  This  volume  departs  from  the  usual  by 
presenting  within  its  pages  only  topics  which  the  author 
considers  fundamental.  Certain  features  predominate.  De- 
scription of  pathological  conditions  immediately  precede 
clinical  discussion.  Unproved  and  untested  hypotheses,  theo- 
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Often,  today,  the  physician  can’t  get  his  head-cold  patients  to  go  to  bed  — 
because  they  can’t,  or  fee!  they  can’t,  absent  themselves  from  essential  war 
work.  But  he  can  do  much  to  help  these  patients.  He  can  give  them  marked  comfort 
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ries  and  therapies  are  omitted.  Emphasis  is  placed  on  the 
patient  as  a whole,  and  in  particular  on  the  psychology  of 
her  illness.  More  space  than  usual  is  given  to  microscopic 
pathology  because  of  its  importance  in  the  mind  of  the 
author.  By  the  same  token  no  bibliography  is  included. 

Dr.  Cooke’s  “Essentials  of  Gynecology”  is  attractively 
bound  and  with  its  coated  paper,  readable  type  and  illustra- 
tions of  a high  order  does  credit  to  the  publisher.  Since  the 
author  devotes  a chapter  to  “The  Patient  Herself,”  one  might 
rightly  wish  that  the  subject  had  been  covered  more  com- 
pletely. There  are  many  minor  points  in  this  book  with 
which  one  may  not  agree,  such  as  the  wisdom  of  letting 
small  ovarian  cysts  go  unexplored,  the  removal  of  both 
ovaries  during  a hysterectomy  in  the  woman  thirty-five 
or  over,  the  unimportant  place  given  to  intravenous  saline 
in  shock  therapy,  and  the  meagre  attention  given  to  the 
prophylaxis  of  embolism. 

The  final  chapter  on  operative  procedures  is  brief  and 
affords  only  an  outline  of  the  various  steps  in  a few  more 
common  gynecological  operations. 

This  book  was  originally  written  as  an  expression  of  the 
author’s  ideas  and  practice.  As  such  it  affords  an  excellent 
supplement  to  one  of  the  larger,  more  comprehensive  gyne- 
cological texts.  It  is  an  excellent  text  for  medical  students. 

CONVULSIVE  SEIZURES.  By  Tracy  J.  Putnam,  m.d., 
Professor  of  Neurology  and  Neurosurgery,  College  of 
Physicians  and  Surgeons,  Columbia  University;  Director 
of  Services  of  Neurology  and  Neurosurgery,  Neurological 
Institute  of  New  York.  Philadelphia:  J.  B.  Lippincott  Co. 
1943.  158  pp.  12  illustrations.  $2.00. 

Reviewed  by  Louis  H.  Gold 

This  book  is  primarily  intended  for  patients,  their  families 
and  friends,  however,  it  is  surprising  to  find  a great  deal 
of  practical  information  which  has  definite  medical  appeal 
as  well.  To  write  such  a manual  of  combined  value  is  no 
easy  task  but  it  will  be  obvious  to  the  reader  that  Tracy 
Putnam  has  succeeded.  There  is  much  useful  material  which 
cannot  be  found  elsewhere  as  illustrated  by  answers  to  such 
questions  as:  Is  it  safe  to  drive  a car?  Shall  we  have  chil- 
dren? What  work  can  I do?  What  about  exercise,  alcohol? 

There  are  nine  short  chapters  which  tell  all  about  seizures, 
their  causes,  diagnosis,  what  the  patient  can  do  to  help,  how 
bystanders  can  help,  principles  of  treatment  of  recurrent 
seizures,  the  outlook  for  the  individual,  the  outlook  for  con- 
trol of  the  disorder,  medical  writings  on  the  subject  and 
legal  aspects.  There  are,  also,  several  charts  of  instructions 
for  the  patient— a very  novel  idea. 

“Convulsive  Seizures”  is  a rich  little  book,  simply  written 
and  to  the  point.  There  is  some  technical  material  which 
the  author  obviously  could  not  reduce  to  common  terms 
and  this  may  prove  “too  heavy  ’ for  the  layman  but  this 
is  well  compensated  by  the  wealth  of  useful  data.  This 
manual  should  enjoy  universal  appeal  and  it  is  highly 
recommended  to  the  medical  and  nursing  professions,  to 
librarians  of  hospitals  and  educational  institutions  as  well 
as  to  interested  laymen. 

(The  proceeds  to  Dr.  Putnam  from  the  sale  of  this  edition 
are  being  turned  over  by  him  to  medical  research.) 
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MANUEL  OF  DERMATOLOGY.  By  Donald  M.  Pills- 
bury,  m.d.,  Marion  B.  Sulzberger,  m.d.,  and  Clarence  S. 
Livingood,  m.d.  W.  B.  Saunders  Company.  1942. 

Reviewed  bv  Maurice  J.  Strauss 

This  book,  one  of  a series  of  military  manuals  being 
published,  is  so  well  designed  that  it  can  well  serve  as  a 
brief  textbook  on  dermatology  for  all  purposes.  Although 
emphasis  is  placed  upon  the  dermatoses  which  affect  the 
young  adult,  these  are  the  common  dermatoses  with  which 
all  physicians  have  to  deal.  For  that  reason  the  book  should 
be  of  value  to  any  physician  as  a volume  which  can  be 
easily  referred  to.  The  illustrations  have  been  chosen  ap- 
parently for  their  clarity.  The  text  contains  much  of  prac- 
tical importance  without  the  presence  of  unimportant  in- 
formation, and  there  is  an  appendix  containing  the  formulae 
for  the  more  valuable  preparations  for  treatment  of  the 
diseases  of  the  skin. 

MENTAL  HEALTH  IN  COLLEGE.  By  Clements  C.  Fry, 
m.d.,  Lecturer  in  Psychiatry  and  Mental  Hygiene  and 
Psychiatrist  to  the  Department  of  University  Health,  Yale 
University;  with  the  collaboration  of  Edna  G.  Rostow, 
Research  Assistant  in  Psychiatry  and  Mental  Hygiene 
Division  of  College  Psychiatry  and  Mental  Hygiene,  Yale 
University.  New  York:  The  Commonwealth  Fund.  1942. 
365  pp.  $2.00. 

Reviewed  by  Allan  K.  Poole 

Although  timely  when  written,  Dr.  Fry’s  book  is  even 
more  valuable  now  that  the  colleges  have  the  care  of  the 
army  and  navy  students.  Dr.  Fry’s  book  is  based  on  a broad 
experience  and  deals  with  problems  that  confront  all  educa- 
tors. The  problems  of  adjustment  of  the  student  to  college 
are  numerous.  Scholastic  difficulties,  as  it  pointed  out,  need 
the  attention  of  a trained  psychiatrist  as  well  as  help  from 
the  faculty.  This  book  is  of  value  to  the  school  physician 
but  it  also  should  be  familiar  to  the  faculties. 

A HUNDRED  YEARS  OF  MEDICINE.  By  C.  D.  Haa- 
gensen  and  Wyndam  E.  B.  Lloyd.  New  York:  Sheridan 
House,  Inc.  1943.  444  pp.  S3.75. 

Reviewed  by  Stanley  B.  Weld 

'Hie  authors  have  presented  their  material  in  an  interesting 
fashion  with  a racy  style  and  a simple  arrangement.  The 
volume  is  divided  into  four  parts.  Part  One  covers  in  a 
sketchy  way  the  history  of  medicine  up  to  one  hundred 
years  ago.  In  Parts  Two  and  Three  the  heroes  and  accomp- 
lishments of  medicine  are  portrayed,  in  the  field  of  medical 
science  and  in  the  field  of  surgery.  Part  Four  contains  a 
discussion  of  new  social  aspects  of  medicine  and  is  a very 
good  resume  of  the  progress  of  developments  in  this  inter- 
esting field. 

This  “historical  essay,”  as  it  is  called  by  one  of  the  authors, 
is  intended  for  both  laymen  and  physicians.  It  should  be 
welcomed  by  all  seriously  minded  among  the  laity  because 
of  its  clarity  of  expression  and  balance  of  detail.  Many 
controversial  subjects  are  cleverly  presented.  The  remarks 
on  osteopathy  and  chiropractic  are  to  the  point.  Horace 
Wells  is  not  acclaimed  as  the  discoverer  of  anesthesia,  a fact 
which  may  arouse  the  ire  of  tfhe  Connecticut  reader.  The 
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entire  subject  of  specialization  is  extremely  well  handled.  If 
one  were  to  criticize  anything  in  this  volume  it  would  be 
that  the  cuts  consistently  appear  many  pages  beyond  the  text 
to  which  they  belong.  This  is  a detail  which  in  no  way 
detracts  from  the  usefulness  nor  from  the  attractiveness  of 
the  book.  An  extensive  bibliography  is  included. 

MEDICAL  MALPRACTICE.  By  Louis  J.  Regan,  m.d., 

l.l.b.  Member  State  Bar  of  California.  St.  Louis:  C.  V. 

Mosby  Co.  1943.  256  pp.  $5.00. 

Reviewed  by  Stanley  B.  Weld 

This  is  an  excellent  book  for  every  practitioner  of  medi- 
cine, whether  specialist  or  of  the  family  doctor  group;  in 
fact,  the  author  in  his  introduction  recommends  the  volume 
for  the  patient  also  in  order  that  he  “may  attain  an  exact 
realization  of  what  he  may  reasonably  seek  and  expect  from 
medical  authority.”  The  author  emphasizes  the  tremendous 
increase  in  the  number  of  unjustifiable  malpractice  actions 
brought  during  the  past  twenty  years,  producing  a loss  of 
prestige  and  time  to  the  physician  and  creating  for  him  an 
increasingly  heavy  financial  burden. 

Dr.  Regan  is  now  a member  of  the  bar  in  California 
and  thus  holds  the  enviable  position  of  one  who  possesses 
both  medical  and  legal  knowledge.  He  explains  in  detail  the 
causes  of  malpractice  suits,  dealing  in  successive  chapters 
with  such  subjects  as  physician  and  patient,  liability  for 
the  act  of  another,  hospitals,  expert  witnesses,  expert  testi- 
mony. evidence  and  proof,  and  the  physician’s  office  nurse 
and  malpractice.  The  importance  of  the  manner  of  the 
expert  witness  on  the  stand  is  stressed.  A knowledge  of  the 
Statute  of  Limitations  in  the  particular  state  where  a 
physician  is  practising  is  extremely  essential.  Samples  of  the 
forms  used  in  obtaining  consent  for  operation,  for  autopsy, 
etc.,  are  furnished.  A short  but  valuable  chapter  on  mal- 
practice vulnerability'  might  well  be  carefully  read  by  all 
physicians. 

Perhaps  the  most  important  part  of  the  volume  is  the 
chapter  entitled  “Medical  Prophylaxis.”  In  this  the  author 
points  out  that  “malpractice  may  be  regarded  as  a sort  of 
disease  of  the  social  body.”  He  emphasizes  conscientous  care 
of  the  patient,  knowledge  of  one’s  legal  duty  toward  one’s 
patient,  danger  of  criticism,  importance  of  good  records, 
exercise  of  tact,  wisdom  of  consultations,  provision  of  a 
substitute  in  case  of  absence,  and  several  other  measures 
which  will  aid  in  preventing  the  bringing  of  a suit  for 
malpractice. 

The  book  is  replete  with  illustrative  cases  and,  in  addition 
to  a general  index,  carries  a table  of  all  such  cases  cited. 
It  can  be  highly  recommended  for  careful  study,  and  should 
be  kept  close  at  hand  for  reference. 
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DECEMBER. . .the  star  of  Bethlehem  and  the  bombs 
of  Pearl  Harbor... the  Prince  of  Peace  and  the  god  of  war 

Christmas  will  have  little  meaning  to  the  thousands  of  physicians 
who  serve  their  country  and  perhaps  to  thousands  more 
who  strive  to  carry  on  at  home.  There  is  little  time 
for  exchange  of  pleasantries  in  the  grim  business  of  winning 
a war  But  the  Christmas  Season  will  come 
again  when  the  forces  of  evil  are  dead  — when  man  again 

will  do  unto  others  as  he  would  have  done  unto  him. 
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“Therefore  shall  a strong  people  glorify  thee;  . . . 

For  thou  hast  been  a stronghold  to  the  poor,  a stronghold 
to  the  needy  in  his  distress,  a refuge  from  the  storm,  a 
shade  from  the  heat,  when  the  blast  of  the  terrible  ones 
is  as  a storm  against  the  wall.” 

It  is  appropriate  that  we  dedicate  this  number  of  our  Journal  to 
the  physicians  of  Connecticut  now  serving  with  the  armed  forces. 
We  who  remain  at  home  share  the  high  honor  which  they  are  bring- 
ing to  our  profession  by  their  unselfish  devotion  to  the  cause  for 
which  we  are  fighting.  The  fine  response  of  American  Medicine  to 
the  common  necessity  must  again  prove  that,  as  a social  group 
trained  to  a life  devoted  to  combatting  the  forces  of  evil,  our  pro- 
fession will  ever  make  a like  response  to  the  call  of  similar  duties 
of  citizenship.  As  we  are  permitted  to  read  these  letters  from  our 
brother  physicians  now  abroad  from  our  state  we  cannot  but  become 
conscious  of  certain  responsibilities  which  rest  upon  us.  The  duty 
becomes  clear  that  we  must  endeavor  to  preserve  by  every  means 
the  great  values  in  Medicine  which  we  know  to  be  its  life  blood. 
To  do  this  we  must  keep  faith  in  the  dignity  and  worth  of  our 
profession  and  to  foster  that  fraternal  good  will  without  which  the 
great  ideal  of  the  welfare  and  happiness  of  all  men  will  surely  suffer. 
IF  we  would  honor  these  men,  therefore,  we  must  honor  ourselves 
in  the  devotion  with  which  we  must  carry  on  the  work  which  in 
their  absence  has  been  intrusted  to  us.  vos  milites  medicinae  salu- 
tamus. 
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1 o the  Medical  Officers  from  Connecticut  now 
serving  in  the  Army: 

Connecticut,  like  every  other  state  in  the  nation, 
has  furnished  many  of  its  finest  physicians  and  sur- 
geons to  the  Army  to  help  in  the  gigantic  task  of 
conserving  our  military  manpower  during  this  war. 

On  a scale  never  before  equalled  in  history,  our 
soldiers  today  receive  the  best  medical  care  it  is  in 
our  power  to  provide.  Our  medical  officers  and 
enlisted  personnel  have  gone  ashore  with  every  in- 
vasion force.  They  have  saved  the  lives  of  thousands 
of  men. 


We  face  our  greatest  challenge  in  the  months  to 
come.  As  the  battlefronts  expand,  the  casualty  list; 
will  grow.  Our  fight  against  disease  and  death  ii 
every  climate  will  become  more  intense. 

With  the  ability,  the  skill  and  the  courage  medict 
officers  have  already  demonstrated,  I have  the  great 
est  faith  that  our  mission  not  only  will  be  success 
fully  fulfilled,  but  will  always  remain  as  a contribu 
tion  above  and  beyond  the  call  of  duty. 

Norman  T.  Kirk, 
Major  General,  U.  S.  Arm\ 
The  Surgeon  General 


Let  me  thank  you  for  your  letter 
of  October  4,  1943,  in  which  you 
told  me  of  your  proposal  to  publish 
an  Army-Navy  number  in  Decem- 
ber of  this  year. 

Will  you  be  good  enough  to  extend  to  the  mem- 
bers of  the  Connecticut  State  Medical  Society  the 
deep  appreciation  of  the  Medical  Department  of 
the  Navy  for  the  manner  in  which  the  Doctors  of 
Medicine  of  your  State  have  responded  to  the 
Navy’s  call  for  service? 

I want  you  to  know  further  that  your  representa- 
tives are  doing  duty  in  all  parts  of  the  world  and 
performing  in  a manner  of  which  you  may  well  be 


proud.  I could  cite  many  instance 
of  the  fine  work  that  several  of  you 
men  have  done  in  the  South  Pacifi 
areas,  but  suffice  it  to  say  that  w 
are  proud  of  all  of  them. 

As  we  look  forward  to  the  Holiday  Season  let  u 
be  thankful  that  the  medical  profession  is  makin: 
such  an  outstanding  record  in  lifesaving,  and  let  u 
approach  the  coming  year  with  hopefulness  in  tha 
Christmas  1944  will  find  us  well  on  our  way  t< 
victory.  Sincerely  yours, 

Ross  T.  Mclntire, 

Rear  Admiral,  AdC— USN, 
The  Surgeon  General  of  the  Nav' 
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I’m  happy  to  have  this  opportu- 
ity  to  extend,  on  behalf  of  the 
eople  of  Connecticut,  the  greetings 
f the  season  to  members  of  the 
Connecticut  State  Medical  Society 
[eho  are  now  in  the  service.  In  other 
ears  you  were  here  at  home  among 
is  and  you  knew  at  first  hand  how 
incerely  your  friends  and  patients  appreciated  the 
cork  you  had  done  throughout  the  year. 

But  this  year  you  are  away  and  we  who  remain 
>ack  home  know  that  your  good  work  has  not 
topped  for  a moment  since  you  left  us.  We  know 
hat  you  are  still  working  among  and  with  our 
onnecticut  sons  and  daughters;  and  we  know,  too, 


that  your  skill  and  hard  work  is 
keeping  them  well  and  saving  their 
lives. 

We  know  that  you  are  rendering 
the  same  high  service  to  your  coun- 
try that  you  have  rendered  to  your 
community  and  to  your  state  in  the 
past  and  will  again  render  in  days  to 
come.  We  look  forward  to  the  end  of  the  war  and  to 
the  day  of  peace  when  you  will  again  return  to 
take  your  place  among  us. 

We  wish  you  well,  and  we  pray  for  your  speedy 
and  safe  return. 

Raymond  E.  Baldwin, 
Governor  of  Connecticut 


This  number  of  the  Connecticut 
Btate  Medical  Journal  brings  with 
t the  happy  opportunity  to  convey 
[;he  greetings  of  the  State  Medical 
Society  to  all  members  commis- 
sioned in  the  armed  services.  In  the 
gigantic  undertaking  to  insure  our 
own  independence  and  the  inde- 
pendence of  other  peoples  you,  the  medical  officers 
coming  from  our  state,  are  playing  a great  and  vital 
role.  At  home  we  are  deeply  conscious  of  this  and 
realize  the  heavy  burden  and  the  responsibility  you 
are  carrying.  We  take  pride  in  your  achievements 
and  wish  you  the  success  which  you  so  richly 
deserve. 

It  is  the  privilege  of  every  state  in  time  of  war  to 
make  its  principal  contribution  by  sending  forth 
men  for  combat,  and  also  by  fashioning  the  weapons 
for  combat.  It  is  a matter  of  record  that  Connecticut 
is  meeting  these  obligations  in  splendid  spirit.  The 
state  is  now  a widespread  network  of  industries 
engaged  in  war  production,  and  those  of  us  by  cir- 
cumstance left  at  home  are  devoting  ourselves  in 
large  measure  to  the  task  of  caring  for  the  men  and 
women  engaged  in  the  war  effort. 


During  the  past  few  weeks  of 
October  we  have  been  passing- 
through  those  rare  autumn  days 
which  mean  so  much.  This  year,  in 
particular,  they  recall  vividly  the 
beautiful  and  poetic  words  found  in 
a proclamation  made  by  former 
Governor  Cross  which  began,  “As 
the  colors  of  autumn  stream  down  the  wind,  scarlet 
in  sumac  and  maple,  spun  gold  in  the  birches,  a 
splendor  of  smouldering  fire  in  the  oaks  along  the 
hill  . . In  this  lovely  setting  we  have  held  our 
several  county  medical  society  meetings  in  a simple 
and  informal  way.  We  have  listened  eagerly  to 
officers  from  war  fronts  telling  us  about  experiences 
and  giving  11s  an  impression  of  the  unfolding  picture 
of  the  medical  services.  We  have  heard  serious  and 
interesting  discussion  of  present  problems  and  those 
which  we  may  have  to  face  in  the  post  war  period. 
Yet  in  all  these  meetings  I feel  sure  it  is  you  who 
have  been  uppermost  in  our  thoughts.  We  extend 
our  sincerest  regards  and  wish  you  God  speed. 

George  M.  Smith,  President 
Connecticut  State  Medical  Society 


MEMBERS  OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 
NOW  SERVING  WITH  THE  ARMED  FORCES 


EDWARD  A.  ABBEY,  New  Haven  (A) 

MEYER  ABRAHAMS,  New  Canaan  (A) 
MORTIMER  D.  ABRASHKIN,  New  Haven  (A) 
LOUIS  J.  AIELLO,  New  Haven  (A) 

FRANCIS  J.  ALDWIN,  Stamford  (A) 

GEORGE  F.  ALLEN,  Hartford  (N) 

JOHN  C.  ALLEN,  North  Haven  (A) 

MAX  ALPERT,  Bridgeport  (A) 

ISADORE  L.  AMOS,  Danbury  (A) 

CLIFTON  W.  ANDERSON,  Greenwich  (A) 
EGBERT  M.  ANDREWS,  West  Hartford  (A) 
OLIVER  B.  ANDRUS,  Devon  (A) 

HARVEY  B.  ANSELL,  Jewett  City  (PH) 
MAXWELL  J.  ANTELL,  Bridgeport  (A) 
HARRY  APTER,  Hartford  (A) 

ANTHONY  A.  APUZZO,  Middletown  (N) 
HERMANN  B.  ARNOLD,  New  Haven  (N) 
PAYSON  B.  AYRES,  Cos  Cob  (N) 

MAURICE  BAKUNIN,  Bridgeport  (A) 
VINCENT  BALLETTO,  East  Haven  (A) 
FREDERICK  M.  BANNON,  Stamford  (N) 
FRED  C.  BARALD,  New  Haven  (A) 

WALTER  E.  BARNEY,  Milford  (A) 

SHIRLEY  H.  BARON,  New  London  (N) 
ALEXANDER  L.  BASSIN,  New  Haven  (N) 
DAVID  H.  BATES,  Putnam  (N) 

CARL  P.  BAUSCH,  Hartford  (N) 

STANHOPE  BAYNE-JONES,  New  Haven  (A) 
PHILIP  A.  BEARG,  New  Haven  (PH) 

JOSEPH  A.  BEAU  CHEMIN,  Middletown  (N) 
EUGENE  C.  BECK,  South  Norwalk  (N) 
JOSEPH  BECKER,  New  London  (A) 
RAYMOND  F.  BELLEW,  Bridgeport  (N) 
PHILIP  E.  BENTON,  Stratford  (N) 

HAROLD  A.  BERGENDAHL,  Taftville  (A) 
MAX  L.  BERLOWE,  New  Haven  (A) 
BERNARD  A.  BERMAN,  YVaterbury  (A) 

ERIC  L.  BERNSTEIN,  Westport  (A) 
CHARLES  Y.  BIDGOOD,  Hartford  (N) 
DONALD  M.  BIEHN,  Fairfield  (A) 

CHARLES  T.  BINGHAM,  Hartford  (N) 
BENEDICT  BIONDI,  New  Haven  (A) 
FREDERICK  S.  BIRD,  Bristol  (A) 

HENRY  L.  BIRGE,  Hartford  (A) 

COURTNEY  C.  BISHOP,  New  Haven  (A) 
ORPHEUS  J.  BIZZOZERO,  Waterbury  (A) 
DAVID  I.  BLOOM,  Thompsonville  (N) 
EDWARD  J.  BLUMENTHAL,  Ansonia  (A) 
AARON  BOBROYV,  Hartford  (A) 

WILLIAM  J.  BODIE,  Branford  (A) 

ROBERT  A.  BONNER,  Waterbury  (PH) 
JOSEPH  J.  BOWEN,  Waterburv  (A) 
CHARLES  A.  BRECK,  Wallingford  (A) 
HYMAN  D.  BRIER,  Bridgeport  (A) 

WARREN  T.  BROWN,  New  Haven  (A) 
FRANCIS  S.  BUCCHERI,  New  Britain  (A) 


BURDETTE  J.  BUCK,  Hartford  (A) 

GEORGE  A.  BUCKHOUT,  Bridgeport  (A) 
JOHN  W.  BUCKLEY,  Bridgeport  (PH) 
WILLARD  E.  BUCKLEY,  Middletown  (A) 

JOHN  H.  BUMSTEAD,  New  Haven  (A) 
FRANCIS  H.  BURKE,  Rockville  (A) 

VINCENT  A.  CACACE,  Bridgeport  (N) 

HAZEN  A.  CALHOUN,  Middletown  (A) 
SHERBOURNE  CAMPBELL,  Meriden  (N) 
NORTON  CANFIELD,  New  Haven  (A) 

HENRY  CAPLAN,  Meriden  (A) 

WILLIAM  C.  CAREY,  Meriden  (A) 

GEORGE  CARTER,  Greenwich  (A) 

EDWARD  V.  CARVEY,  Wethersfield  (N) 
EDWARD  P.  CASE,  West  Hartford  (A) 

JUSTIN  L.  CASH  MAN,  North  Haven  (N) 

LOUIS  F.  CASTALDO,  Bridgeport  (A) 

LUCA  E.  H.  CELENTANO,  New  Haven  (N) 
VINCENT  P.  CENCI,  Hartford  (N) 

PATRICK  A.  CENTRONE,  New  Haven  (A) 
JOHN  CHASNOFF,  West  Haven  (A) 

LEWIS  CHESTER,  New  Britain  (A) 

SIDNEY  S.  CHIPMAN,  Norwalk  (A) 

JOSEPH  A.  CHOBIAN,  Seymour  (A) 

LOUIE  N.  CLAIBORN,  New  Haven  (A) 

JOHN  J.  CLANCY,  Hartford  (N) 

WILLI  A M T.  CLARK,  Bridgeport  (A) 
CLEMENT  C.  CLARKE,  New  Haven  (A) 
STEPHEN  P.  COATES,  Suffield  (A) 

JOHN  L.  COGLAND,  Hartford  (A) 

SAMUEL  H.  COHN,  Hartford  (A) 

CHARLES  W.  COMFORT,  JR.,  New  Haven  (A) 
EDWARD  R.  COMSTOCK,  New  London  (A) 
WILLIAM  L.  CONLON,  Manchester  (N) 
JOSEPH  P.  CONNOLLY,  Stamford  (N) 
FRANCIS  J.  CORNELIO,  YVinsted  (A) 

MORRIS  COSHAK,  Waterbury  (A) 

A.  JOSEPH  COUTURE,  Moosup  (A) 
MARGARET  D.  CRAIGHILL,  Philadelphia  (A) 
CLAIR  B.  CRAMPTON,  Middletown  (N) 

JAMES  E.  CRANE,  Stamford  (A) 

ROBERT  N.  CREADICK,  New  Haven  (A) 
EDWARD  H.  CROSBY,  Hartford  (N) 

JAMES  R.  CULLEN,  Hartford  (N) 

ROBERT  D.  CUNNINGHAM,  Stamford  (A) 
BURR  H.  CURTIS,  Hartford  (PH) 

HERMANN  S.  CUTLER,  New  Haven  (PH) 
CHARLES  M.  D’ALESSIO,  Derby  (A) 

JOSEPH  L.  DALY,  JR.,  Norwich  (A) 

DOMINIC  C.  D’AMBRUOSO,  Derby  (A) 
MICHAEL  D’AMICO,  New  Haven  (A) 

JACHIN  B.  DAVIS,  New  Haven  (A) 

STANLEY  R.  DEAN,  Stamford  (A) 

WARD  B.  DeKLYN,  Danbury  (A) 

FRANCIS  L.  DePASQUALE,  Hartford  (A) 
JOHN  A.  DePASQUALE,  Hartford  (A) 
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JOSEPH  N.  D’ESOPO,  New  Haven  (A) 
EDWARD  H.  DIAMOND,  Norwalk  (A) 
IRVING  S.  DICHTER,  Stamford  (A) 

JOHN  H.  DILLON,  Waterbury  (A) 

‘ASA  J.  DION,  Hartford  (A) 

ULRIC  A.  DIONNE,  Waterbury  (A) 

A.  ELMER  DISKAN,  Manchester  (A) 
BURWELL  DODD,  Hartford  (A) 

N.  EDWARD  DORIAN,  New  Britain  (A) 
ROBINSON  H.  DORION,  Stamford  (N) 
ROGER  S.  DOWNS,  Litchfield  (N) 

ROBERT  L.  DuBOIS,  Waterbury  (N) 

LEO  T.  DUFFY,  Hartford  (A) 

RALPH  E.  DURKEE,  JR.,  Hartford  (PH) 
PAUL  P.  DUZMATI,  Bridgeport  (A) 

GEORGE  R.  ECKERT,  Danbury  (A) 

MAXON  H.  EDDY,  Bridgeport  (N) 

CHARLES  J.  EPSTEIN,  New  Haven  (PH) 
JOHN  W.  EWELL,  Farmington  (A) 

FRANCIS  X.  FAGAN,  Waterbury  (A) 
THOMAS  M.  FEENEY,  Hartford  (N) 

PHILIP  W. TENNEY,  New  Haven  (N) 
SIDNEY  FEYDER,  New  Haven  (A) 

FRANCIS  G.  FINDORAK,  Stratford  (A) 
JOSEPH  FINE,  Stamford  (A) 

WILLIAM  J.  H.  FISCHER,  JR.,  Milford  (A) 
HAROLD  A.  FLYNN,  New  Haven  (A) 

JAMES  C.  FOX,  JR.,  New  Haven  (A) 
EMERICK  FRIEDMAN,  Norwich  (A) 

IRVING  FRIEDMAN,  New  Haven  (A) 
NATHAN  H.  FRIEDMAN,  Stratford  (N) 
SAMUEL  FRIEDMAN,  Newtown  (A) 

JOHN  G.  FROTHINGHAM,  New  Canaan  (A) 
RUSSELL  V.  FULDNER,  New  Haven  (A) 
i ROGER  H.  FULLER,  Simsbury  (N) 

JOHN  J.  GAFFNEY,  Danbury  (A) 

FRANCIS  GALLO,  Winsted  (A) 

CECIL  R.  GARCIN,  Danielson  (N) 

MARIO  L.  GAROFALO,  New  Haven  (A) 
WILLIAM  A.  GEER,  Bridgeport  (A) 
BENJAMIN  R.  GENDEL,  New  Haven  (A) 
ANGELO  L.  GENTILE,  New  Haven  (A) 
GEORGE  H.  GEROW,  Westport  (N) 
DONALD  F.  GIBSON,  Danbury  (N) 

HARRY  GILLESPIE,  Hartford  (A) 

NORMAN  E.  GISSLER,  Middletown  (N) 
MEYER  GOLDSCHAIIDT,  New  Britain  (A) 
FRANK  M.  GOLDYS,  Danbury  (A) 

ROBERT  A.  GOODELL,  Hartford  (N) 
WILLIAM  A.  GOODRICH,  Waterbury  (A) 
HOWARD  W.  GOURLIE,  Thompsonville  (A) 
JOSEPH  F.  GRADY,  Stamford  (A) 

WILLIAM  F.  GREEN,  Newtown  (N) 
GERALD  G.  GREENE,  Rocky  Hill  (N) 
DAVID  S.  GREENSPUN,  Bridgeport  (A) 
JOHN  E.  GRIGAS,  Bethel  (N) 

! JAAdES  R.  GUDGER,  Hartford  (N) 

FRANCIS  P.  GUIDA,  New  Haven  (N) 

JOHN  R.  GULASH,  Bridgeport  (N) 

CHESTER  E.  HABERLIN,  Stratford  (A) 
EARLE  G.  HALIDAY,  Stonington  (A) 
WENDELL  C.  HALL,  Hartford  (A) 


WILLIAAd  E.  HALL.  Aderiden  (N) 

JOHN  S.  Ad.  HAAdITON,  Stamford  (A) 

PAUL  S.  HANSEN,  Essex  (A) 

DANIEL  B.  HARDENBERGH,  Bridgeport  (A) 
PAUL  HARPER,  Bridgeport  (A) 

BENEDICT  R.  HARRIS,  New  Haven  (N) 

LOUIS  D.  HARRIS,  Hartford  (A) 

FREDERICK  B.  HARTAdAN,  New  London  (N) 
JOHN  E.  HARTY,  Waterbury  (N) 

JOHN  S.  HATHAWAY,  New  Haven  (A) 
RUPERT  A.  HAVILL,  New  Haven  (N) 

DONALD  R.  HAZEN,  Hartford  (N) 

GEORGE  W.  HEBARD,  New  Canaan  (A) 
LUTHER  C.  HEIDGER,  Stratford  (A) 

JAAdES  J.  HENNESSY,  Hartford  (N) 

ALBERT  E.  HERRAdANN,  Waterbury  (A) 
THOMAS  F.  HERSEY,  Hamden  (A) 

REINHOLD  F.  HERTZBERG,  Stamford  (N) 
ORVAN  W.  HESS,  New  Haven  (A) 

GILBERT  W.  HEUBLEIN,  Hartford  (A) 

EBBE  C.  HOFF,  New  Haven  (N) 

JOSEPH  B.  HOLLINSHEAD,  West  Hartford  (PH) 
EDWARD  B.  HOPPER,  Stamford  (N) 

BENJAMIN  HORN,  Bridgeport  (A) 

PERRY  T.  HOUGH,  Hartford  (A) 

GILBERT  R.  HUBERT,  Torrington  (N) 
FREDERICK  A.  HUDON,  Bristol  (A) 

NORBERT  HUAdPAGE,  Winsted  (A) 

EDWARD  G.  HURLBURT,  Bridgeport  (N) 
GEORGE  H.  HURWITZ,  Hartford  (A) 

LEO  HYMOVICH,  Stamford  (A) 

J.  GRANT  IRVING,  Hartford  (A) 

SAAdUEL  A.  JAFFE,  New  Haven  (PH) 

LEWIS  P.  JAMES,  Hartford  (N) 

DERICK  A.  JANUARY,  Hartford  (PH) 

AdlLTON  L.  JENNES,  Waterbury  (A) 

SIDNEY  AAC  JENNES,  Waterbury  (A) 

JOSEPH  F.  JENOVESE,  Hartford  (N) 

PAUL  JOHNSON,  West  Hartford  (N) 

ROBERT  H.  JORDAN,  New  Haven  (A) 

IRAMNG  KATZ,  Aderiden  (A) 

JOHN  J.  KEATING,  New  Milford  (N) 

ROBERT  KEENEY,  Manchester  (A) 

COLAIAN  J.  KELLY,  Old  Greenwich  (A) 
WESTON  M.  KELSEY,  Westport  (A) 

ROBERT  E.  KENNEDY,  Newtown  (A) 

W.  CLEAdENT  KENNEDY,  Torrington  (A) 
RONALD  H.  KETTLE,  Norwich  (A) 

ROBERT  C.  KEYS,  Bridgeport  (A) 

SAMUEL  B.  KIRBY,  New  Haven  (A) 

GERALD  KLATSKIN,  New  Haven  (A) 

HARRA'  KLEBANOFF,  New  Haven  (A) 

JAAdES  W.  KNEPP,  Bridgeport  (A) 

ARTHUR  KOFFLER,  Stamford  (A) 

ALFRED  KORNBLUT,  Bridgeport  (N) 

LEO  KOSTER,  West  Haven  (PH) 

JOSEPH  H.  KOTT,  Torrington  (A) 

WILLIAAd  KOUFMAN,  New  Haven  (A) 

HENRY  W.  KRASZEWSKI,  New  Brtiain  (A) 
GERALD  KROSNICK,  New  Haven  (A) 

AlORRIS  Y.  KROSNICK,  New  Haven  (A) 
EUGENE  F.  LABUZ,  Bristol  (A) 
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JOHN  J.  LACAVA,  Washington,  D.  C.  (A) 
RUTLEDGE  S.  LAMPSON,  Hartford  (N) 
JOSEPH  J.  LANKIN,  Hartford  (A) 

JOSEPH  A.  LaPALME,  Webster,  Mass.  (N) 
ARNAUD  J.  LaPIERRE,  Norwich  (N) 

C.  GEORGE  LaTAIF,  Danbury  (A) 

PAUL  J.  LAUBE,  New  Haven  (A) 

PETER  LEHNDORFF,  New  Haven  (A) 
GEORGE  A.  LEONARD,  Waterbury  (A) 
ROBERT  J.  LEONARD,  Mansfield  Depot  (N) 
AARON  LEVY,  Winsted  (A) 

DAVID  LIEBERMAN,  Chester  (A) 

MILTON  D.  LIEBERTHAL,  Bridgeport  (A) 
AVERILL  A.  LIEBOW,  Meriden  (A) 

STEPHEN  L.  R.  LIROT,  Meriden  (N) 

MERVYN  H.  LITTLE,  Fairfield  (N) 

RALPH  J.  LITTWIN,  Bristol  (A) 

WILLIAM  J.  LOGAN,  New  Haven  (N) 

A.  ARTHUR  LoVETERE,  Kensington  (A) 

W.  HOLBROOK  LOWELL,  JR.,  Hartford  (A) 
WALTER  A.  LUKOSKI,  Norwich  (A) 

FRANCIS  L.  LUNDBORG,  West  Hartford  (A) 
MOSES  MARGOLICK,  Putnam  (A) 

NORMAN  MARGOLIUS,  Waterbury  (A) 
RAYMOND  D.  MARKLE,  North  Woodbury  (A) 
JOHN  G.  MARTIN,  West  Hartford  (A) 
RAYMOND  A.  MARTIN,  Bridgeport  (A) 
DANIEL  M.  MASSEY,  Bridgeport  (A) 

FRANK  P.  MATHEWS,  Southport  (N) 

HARRY  H.  MAYNARD,  New  Haven  (A) 
DONALD  J.  McCRANN,  Hartford  (N) 

RALPH  E.  McDONNELL,  New  Haven  (PH) 
FRANK  J.  McGUIRE,  Guilford  (A) 

PHILIP  G.  McLELLAN,  Hartford  (N) 

JOHN  D.  McMAHON,  South  Norwalk  (A) 
TERENCE  F.  McNULTY,  Hartford  (PH) 
JOSEPH  A.  MEKRUT,  Meriden  (A) 

HENRY  MERRIMAN,  New  Haven  (A) 

ROYAL  A.  MEYERS,  Watertown  (A) 

LOUIS  F.  MIDDLEBROOK,  JR.,  Hartford  (N) 
JOSEPH  MIGNONE,  New  Haven  (N) 

SAMUEL  R.  M1LLEN,  Rocky  Hill  (A) 

HARRY  B.  MILLER,  New  Britain  (A) 

GERALD  V.  MITCHELL,  Bridgeport  (A) 

JOHN  M.  MONACELLA,  Windsor  (A) 

DAVID  MONAHAN,  Bridgeport  (A) 

CHARLES  C.  MONTANO,  Hartford  (PH) 
ROCCO  A.  MONTANO,  Hartford  (A) 
CLIFFORD  D.  MOORE,  Newtown  (PH) 
DONALD  B.  MOORE,  New  Haven  (N) 
GILBERT  E.  MOORE,  Darien  (A) 

MAURICE  R.  MOORE,  Norwich  (A) 

JAMES  P.  MORAN,  New  London  (N) 
FREDERICK  E.  MOTT,  New  Haven  (A) 
BENNIE  A.  MOXNESS,  Hartford  (A) 
ALEXANDER  J.  MOZZER,  Middletown  (A) 
MAURICE  F.  MULVILLE,  Hartford  (N) 
WILLIAM  MURCKO,  Torrington  (A) 

CHARLES  A.  MURPHY,  Stamford  (N) 
THOMAS  D.  MURPHY,  West  Hartford  (N) 
THOMAS  F.  MURPHY,  Hartford  (PH) 
WILLIAM  E.  NEFF,  JR.,  Cheshire  (N) 


WILLIAM  J.  NEIDLINGER,  Hartford  (A) 

ROGER  B.  NELSON,  Waterbury  (N) 

SAMUEL  NESBITT,  New  Haven  (N) 

ROBERT  W.  NESPOR,  Westport  (N) 

ANTHONY  V.  NEVULIS,  New  Britain  (A) 
JACOB  NODELMAN,  New  Haven  (N) 

HENRY  R.  O’BRIEN,  Hartford  (PH) 

DENIS  S.  O’CONNOR,  New  Haven  (N) 

FRANCIS  P.  O’MEARA,  Glenbrook  (N) 
ANDREW  W.  ORLOWSKI,  Rockville  (N) 
EDWARD  J.  OTTENHEIMER,  Willimantic  (A) 
ASHLEY  W.  OUGHTERSON,  New  Haven  (A) 
VINCENT  D.  PADULA,  Hartford  (A) 

JOSEPH  J.  PAGLIARO,  Shelton  (A) 

ANDREW  J.  PANETTIERI,  Bridgeport  (A) 

JOHN  S.  PAPA,  Bristol  (N) 

PHILIP  F.  PARSHLEY,  West  Hartford  (N) 

EDO  PASSETO,  Waterbury  (A) 

FREDERICK  A.  PATTERSON,  Norwalk  (A) 
ALBERT  U.  PEACOCK,  Hartford  (N) 

KURT  PELZ,  Wallingford  (A) 

WILLIAM  L.  PELTZ,  New  Haven  (A) 
ANTHONY  J.  PEPE,  Norwich  (A) 

WILLIAM  S.  PERHAM,  Woodbridge  (A) 

HARRY  S.  PHILLIPS,  Westport  (A) 

PAUL  L.  PHILLIPS,  Norfolk,  Va.  (N) 

PASQUALE  A.  PICCOLO,  New  Haven  (A) 
MAURICE  M.  PIKE,  Hartford  (A) 

ABRAHAM  S.  PINN,  New  Haven  (A) 

MORRIS  P.  PITOCK,  Fairfield  (A) 

WILLIAM  E.  POLA,  New  Britain  (A) 

MICHAEL  S.  POPKIN,  Bridgeport  (A) 

THOMAS  R.  PRESTON,  Hartford  (A) 

RICHARD  W.  PULLEN,  New  Britain  (A) 

MAYO  R.  PURPLE,  East  Hampton  (A) 

JOSEPH  C.  QUATRANO,  Bridgeport  (N) 
EVERETT  S.  RADEMACHER,  New  Haven  (PH) 
JOSEPH  P.  RAFFA,  Glastonbury  (N) 

ALBERT  G.  RAPP,  New  London  (A) 

EDWARD  C.  RAWLS,  Stamford  (N) 

TOHN  G.  RAYMER,  Norwich  (N) 

ALFRED  E.  REICHENBACH,  Waterbury  (A) 
FRANK  REICHENBACH,  Watertown  (N) 
WALTER  J.  REILLY,  Naugatuck  (PH) 

B.  REYNOLDS  REITER,  Bridgeport  (A) 

SAMUEL  B.  RENTSCH,  Derby  (N) 

JOSEPH  A.  REYNOLDS,  Waterbury  (PH) 
WHITMAN  M.  REYNOLDS,  Greenwich  (A) 
HAROLD  RIBNER,  Bridgeport  (A) 

JOSEPH  S.  RICCIO,  Hamden  (A) 

NORMAN  P.  RINDGE,  Clinton  (A) 

CLARENCE  L.  ROBBINS,  New  Haven  (A) 
FREDERICK  W.  ROBERTS,  New  Haven  (N) 
WILFORD  J.  T.  ROBINSON,  Broad  Brook  (A) 
ROY  C.  ROBISON,  New  Canaan  (A) 

GEORGE  E.  ROCH,  Willimantic  (N) 

FREDERICK  P.  ROGERS,  West  Hartford  (PH) 
ROBERT  P.  ROGERS,  Greenwich  (A) 

LOUIS  ROGOL,  Danbury  (A) 

ROCCO  J.  ROMANIELLO,  Hartford  (N) 
SAMUEL  A.  ROSE,  Stamford  (A) 

JOSEPH  L.  ROY,  North  Grosvenordale  (A) 


MEMBERS  IN  THE  ARMED  FORCES 


ALAN  A.  ROZEN,  New  Haven  (A) 

GEORGE  A.  RUBIN,  New  Haven  (A) 

ROBERT  J.  RUBY,  Waterbury  (A) 

(VINCENT  G.  RYAN,  Portland  (PH) 

ROGER  N.  RYLEY,  Mystic  (N) 

JACK  SABLOFF,  New  London  (A) 

JOSEPH  F.  SADUSK,  JR.,  New  Haven  (A) 
JACOB  A.  SALTZMAN,  Waterbury  (A) 
NICHOLAS  T.  SAMPONARO,  Hartford  (N) 
PHILIP  J.  SAVAGE,  New  London  (A) 

DANIEL  O.  C.  SAYERS,  Waterbury  (A) 

JOHN  J.  SAYERS,  Hartford  (A) 

JOHN  J.  SCANLON,  Norwalk  (A) 

NORMAN  L.  SCHMIDT,  Stamford  (N) 
WILLIAM  SCHNEIDER,  Rockville  (A) 

I WILLIAM  B.  SCOVILLE,  Hartford  (A) 
ALFRED  F.  SEIBERT,  Hartford  (A) 

HOWARD  P.  SERRELL,  Greenwich  (A) 
ALFRED  J.  SETTE,  Stamford  (N) 

THOMAS  E.  SHAFFER,  New  Haven  (A) 
RICHARD  E.  SHEA,  Willimantic  (A) 
j SAUL  H.  SHERMAN,  Stamford  (A) 

JOHN  C.  SHULL,  West  Hartford  (N) 

DAVID  N.  SHULMAN,  Hartford  (N) 
ANTHONY  SHUPIS,  JR.,  Hartford  (A) 

I A.  LEWIS  SHURE,  New  Haven  (A) 

GERSHON  B.  SILVER,  Long  Island  (A) 
BENJAMIN  SIMON,  Middletown  (A) 

JOHN  P.  SIMSES,  Washington,  D.  C.  (A) 
SIDNEY  E.  SINCLAIR,  LaPorte,  Pa.  (N) 
JOSEPH  SKLAVER,  Waterbury  (A) 

MORRIS  SLATER,  Hamden  (A) 

FRED  F.  SMITH,  New  Haven  (A) 

STEPHEN  M.  SMITH,  Danbury  (N) 

WILLIAM  B.  SMITH,  Wethersfield  (A) 
WILSON  F.  SMITH,  Hartford  (A) 

GEORGE  I.  SNEIDMAN,  Hartford  (A) 
CHARLES  V.  SNURKOWSKI,  New  Haven  (A) 
ALEXANDER  SOLLOSY,  Bridgeport  (A) 
ANTHONY  SPERANDEO,  New  Haven  (A) 
CHARLES  M.  SPIEGEL,  New  Haven  (A) 
SAMUEL  SPINNER,  New  Haven  (A) 

WELLES  A.  STANDISH,  Hartford  (N) 
WILLIAM  F.  STANKARD,  Springdale  (A) 

JAY  E.  STARRETT,  Stamford  (A) 

CHARLES  G.  STETSON,  Milford  (A) 
MARVIN  A.  STEVENS,  New  Haven  (N) 
WILLIAM  R.  STEVENSON,  Bristol  (A) 
LESTER  Q.  STEWART,  West  Hartford  (A) 
LUTHER  M.  STRAYER,  Bridgeport  (A) 
HAROLD  STRICKLAND,  Meriden  (A) 
ARTHUR  B.  SULLIVAN,  West  Hartford  (A) 
ALFRED  B.  SUNDQUIST,  Manchester  (A) 
FRANCIS  A.  SUTHERLAND,  Torrington  (A) 
WILLIAM  B.  S WARTS,  Stamford  (A) 
i EMIL  A.  SZLEMKO,  Groton  (A) 


819 

ARTHUR  A.  TAIT,  West  Hartford  (A) 

WILLIAM  J.  TATE,  Deep  River  (A) 

ANDREW  TAYLOR,  Hartford  (N) 

LLOYD  J.  THOMPSON,  New  Haven  (A) 

SIDNEY  A.  THOMPSON,  Greenwich  (N) 

LEWIS  THORNE,  Atlanta,  Ga.  (A) 

DONALD  E.  TINKESS,  Greenwich  (A) 

FRED  F.  TIRELLA,  Bristol  (N) 

LOUIS  C.  TONKEN,  Hartford  (A) 

RALPH  M.  TOVELL,  Hartford  (A) 

WILMOT  C.  TOWNSEND,  Hartford  (A) 

ARTHUR  TRANTOLO,  East  Hartford  (A) 

FRANCIS  W.  TRAPP,  New  Britain  (N) 

WILLIAM  D.  TROY,  Stamford  (A) 

EDWARD  H.  TRUEX,  JR.,  Hartford  (A) 

GEORGE  L.  TUNICK,  Greenwich  (A) 

ERIC  TWACHTMAN,  New  Canaan  (N) 

PAUL  H.  TWADDLE,  Hartford  (PH) 

LEO  L.  TYLEC,  Union  City  (A) 

ARTHUR  C.  UNSWORTH,  Hartford  (A) 

THADDEUS  J.  VALENSKI,  Thompson ville  (A) 

LEE  VAN  ANTWERP,  Meriden  (A) 

VINCENT  VERMOOTEN,  Germantown,  Pa.  (A) 
SIDNEY  L.  VERNON,  Willimantic  (A) 

CHARLES  VERSTANDIG,  Fairfield  (A) 

ROBERT  WALKER,  Cornwall  (A) 

VICTOR  G.  H.  WALLACE,  Norwalk  (A) 

FREDERICK  C.  WEBER,  JR.,  Greenwich  (A) 

LUTHER  A.  WEIGLE,  JR.,  New  Haven  (N) 

NATHAN  WEINSTEIN,  Norwalk  (A) 

NATHAN  WEISENFELD,  Hartford  (A) 

JOHN  H.  WENTWORTH,  New  Haven  (A) 
BENJAMIN  B.  WHITCOMB,  Hartford  (A) 

BENJAMIN  V.  WHITE,  Hartford  (N) 

JOHN  C.  WHITE,  New  Britain  (N) 

WILLIAM  M.  WIEPERT,  Avon  (A) 

CARL  H.  WIES,  New  London  (A) 

FREDERICK  A.  WIES,  New  Haven  (A) 

FREDERICK  C.  WILCOX,  Hamden  (N) 

EDWARD  E.  WILLIAMS,  Naugatuck  (A) 

ARCHIBALD  C.  WILSON,  West  Hartford  (N) 
GEORGE  C.  WILSON,  Wallingford  (N) 

WILLIAM  A.  WILSON,  Hartford  (N) 

WILLIAM  R.  WILSON,  New  Haven  (N) 

HYMAN  W.  WINTERS,  Bristol  (A) 

JOHN  T.  WINTERS,  West  Hartford  (N) 

DEXTER  WOLFSON,  Bethel  (A) 

HORATIO  C.  WOOD,  New  Canaan  (A) 

LORANDE  M.  WOODRUFF,  Boston,  Mass.  (N) 

JOSEPH  C.  WOODWARD,  New  London  (N) 
EDWARD  H.  WRAY,  JR.,  Litchfield  (N) 

JOHN  C.  YAVIS,  New  Haven  (A) 

ALBERT  K.  YOHN,  Norwalk  (A) 

EDMOND  R.  ZAGLIO,  Manchester  (A) 
CONSTANTINE  A.  P.  ZARIPHES,  Hartford  (A) 

I.  SIDNEY  ZAUR,  Bridgeport  ( A) 
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HOW  THE  FLYING  FIGHTERS’  DOCTOR  IS  MADE 

Eugen  G.  Reinartz,  Brigadier  General , AUS , Commandant , The  School  of  Aviation 

Medicine 


T^or  eons  of  ages,  man  has  watched  birds  in  their 
solitary  or  massed  flight  and  has  waxed  poetic  in 
his  expression  of  wonderment,  and  marveled  at  the 
precision  of  their  unerring  flight.  However,  man  is 
not  biologically  adapted  bv  nature  to  such  empyreal 
existence  and  must  do  mechanically  that  which  the 
birds  do  naturally. 

Nature  in  all  her  forms  is  harsh  and  man  in  his 
attempt  to  overcome  nature  in  an  element  for  which 
he  was  not  fashioned,  is  waging  a battle,  which  con- 
tinually faces  him  with  dissolution.  Man’s  adapt- 
ability, however,  has  permitted  him  to  do  this  suc- 
cessfully. Nevertheless,  this  mechanical  adaptation 
creates  stresses  and  strains  that  call  for  rapid  adjust- 
ment to  numerous  situations  depending  on  the  de- 
gree to  which  man  is  physically  and  psychically 
able  to  adapt  himself  to  his  new  task.  As  difficulties 
appear,  they  naturally  fall  into  the  medical  field  and 
the  practice  of  medicine  has  been  most  closely  linked 
with  aviation  since  its  inception.  One  cannot,  there- 
fore, discuss  the  one  without  telling  the  story  of  the 
other,  at  least  in  part.  This  is  produced  by  the  very 
intimate  relationship  between  certain  basic  prin- 
ciples of  aviation  medicine,  the  fact  that  the  pilot 
plays  such  an  important  role,  and  the  success  in  the 
design,  operation,  and  piloting  of  aircraft. 

It  might  be  well  to  say  something  of  the  types  of 
individual,  in  my  experience,  to  whom  flying  ap- 
peals. These  are  the  adventurers,  the  individuals 
looking  for  excitement  and  the  thrill  of  flying— the 
extrovertive  nomads,  who  go  out  to  meet  reality 
with  a vengeance  and  enjoy  the  exhilaration  that 
accompanies  flying.  Then  there  are  those  intro- 
vertive  types,  who  by  reason  of  the  glamour  asso- 
ciated with  aviation,  attempt  to  compensate  for  their 
deficiencies  by  endeavoring  to  excel  in  a profession 
that  has  such  popular  acclaim.  The  compensated 
introvert— the  stable,  thinking-feeling  type  is  the 
ideal  type.  It  is  the  type  that  wears  well  through  the 
stresses  and  strains  incident  to  flying.  However,  in 
those  who  .are  not  able  to  adjust  themselves,  diffi- 


culties arise  and  this  is  readily  understood  when  one 
realizes  the  problems  with  which  the  beginning 
flyer,  particularly,  is  faced.  These  individuals,  de- 
veloping difficulties,  manifest  them  for  the  most  part 
in  the  mental  field  and  their  reactions  will  be 
dependent  upon  their  particular  personality  types. 

A great  many  of  the  difficulties  experienced  bv 
the  embryo  flyer,  and  by  those  of  more  mature 
flying  experience  are  based  on  a conscious  or  un- 
conscious fear.  Since  sickness  from  time  immemorial 
has  been  the  one  and  only  universally  accepted 
excuse  from  work,  so  individuals  engaged  in  flying, 
when  they  break,  frequently,  unconsciously,  fly 
into  disease.  If  their  personality  type  is  such  as  toi 
preclude  this  method  of  reacting,  they  may  respond 
by  a withdrawal  and  the  development  of  an  anxiety | 
state,  a fear  reaction,  or  psychic  panic,  or  reactive' 
depression. 

Since  the  development  of  symptoms  lies  largely  I 
in  the  mental  field,  one  may  encounter  all  sorts  of 
hysterical  manifestations,  anesthesias,  paralyses, 
blindness,  contractures,  deafness,  airsickness,  head- 
aches or  manifestations  of  bodily  disease. 

The  symptoms  of  disease  encountered  in  flying 
personnel  are  the  same  as  one  finds  in  civil  life  and 
yet  they  may  well  be  compatible  with  terrestrial 
existence  while  their  development  in  aviators,  would 
be  incompatible  with  flying. 

There  are  few  occupations  which  so  frequently 
subject  those  engaged  to  such  marked  shocks  as  does 
aviation— crashes,  fatigue,  anoxia,  the  effect  of 
terrific  speeds,  the  application  of  gravitational 
forces,  the  so-called  “G,”  loneliness  when  flying  at 
extreme  altitudes,  the  effect  of  numbing  cold,  and 
finally  combat.  The  hazards  that  continually  face1 
flying  personnel  from  the  time  of  take-off  until  a 
successful  landing  has  been  made,  especially  in  time 
of  war  and  operational  assignments,  are  such  as  to  ( 
jeopardize  their  mental  and  physical  well-being,  yes, 
even  their  lives. 
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This,  then  in  brief,  is  a partial  statement  of  the 
problems  with  which  a fighting  flyer’s  doctor  is 
faced.  How  has  this  problem  been  met  by  your 
Government  and  by  those  upon  whom  the  training 
of  the  pilot’s  doctor  had  devolved? 

Early  in  World  War  I,  the  British  in  an  analysis 
of  their  air  accidents  arrived  at  the  conclusion  that 
2%  of  the  fatalities  were  due  to  enemy  action,  8% 
were  due  to  structural  failure,  while  the  overwhelm- 
ing 90%  were  due  to  defects  in  the  pilots  them- 
selves. This  sharply  focused  the  attention  of  the 
authorities  on  the  medical  aspects  of  aviation  and 
resulted  in  aviators  being  selected  with  greater  care, 
with  particular  stress  laid  on  their  mental  make-up 
as  well  as  a consideration  of  those  qualifications  that 
are  distinctly  physical.  It  is  a matter  of  record  that 
as  a result  of  the  examination  then  instituted,  the 
proportion  of  those  killed  in  aircraft  accidents  in 
which  the  charge  might  be  laid  to  the  pilot  himself, 
was  reduced  to  12%.  Physical  standards  in  the 
United  States  Army  were  first  developed  in  1914 
but  nothing  much  was  done  concerning  them  until 
1917.  No  medical  officers  were  trained  especially 
for  the  selection  and  care  of  the  pilot  until  the  latter 
part  of  that  year  when  special  examining  teams  were 
organized  and  a Chief  Surgeon  was  appointed  for 
the  Aviation  Section,  Signal  Corps,  as  the  Air  Forces 
were  then  known. 

Early  in  1918,  a Medical  Research  Laboratory  was 
formed  at  Hazelhurst  Field,  Mineola,  Long  Island. 
This  was  the  progenitor  of  the  present  School  of 
Aviation  Medicine  and  here  was  given  the  first  for- 
mal instruction  in  the  United  States,  to  medical 
officers,  who  were  to  select  and  care  for  pilots.  The 
School  of  Aviation  Medicine  has  just  last  week  cele- 
brated its  25th  anniversary  with  appropriate  cere- 
monies. 

In  1918,  following  the  death  of  Major  Ream, 
A4C,  the  first  medical  officer  to  be  killed  in  an  air- 
plane crash,  the  name  “Flight  Surgeon”  was  born. 
In  1919,  the  Medical  Research  Laboratory  was  ex- 
panded and  a teaching  section  was  added  for  the 
purpose  of  training  those  who,  upon  graduation, 
were  to  be  designated  as  “Flight  Surgeons.”  It  must 
be  remembered  that  in  the  Army  all  medical  officers 
are  designated  as  surgeons,  whether  they  perform 
surgical  operations  or  not  and  the  term  “Flight 
Surgeon”  does  not,  therefore,  signify  an  individual 
who  performs  surgery  solely  on  flying  personnel 
except  in  its  broadest  application. 

Since  the  Flight  Surgeon  is  assuming  such  an  im- 


portant place  in  the  war  effort  anu  nis  duties  are 
bulking  large  in  the  ever  expanding  Air  Forces,  it 
might  be  well  to  speak  of  him,  through  whom  the 
impetus  for  the  modern  advances  in  Aviation  Medi- 
cine, was  given. 

Even  to  the  present  and  without  a doubt  in  this 
and  in  the  listening  audience,  there  are  many  who 
fail  to  realize  or  have  never  known  previously  who 
and  what  a Flight  Surgeon  is. 

He  is  a doctor 'who  is  assigned  to  Air  Forces  duty 
and  who  must  be  a graduate  of  the  School  of  Avia- 
tion Medicine;  he  is  a picked  man,  of  high  ideals, 
young,  under  35  years  of  age  for  the  most  part, 
energetic,  robust  and  with  a sincere  desire  to  prac- 
tice Aviation  Medicine.  He  must  be  an  example  to 
others,  of  pleasing  personality  and  with  the  ability 
to  make  friends.  He  must  be  in  excellent  physical 
condition  and  have  a liking  for  athletics  in  which 
he  must  show  dexterity.  It  is  insisted  that  every 
Flight  Surgeon  must  engage  in  flying,  so  that  he  has 
a proper  personal  appreciation  of  the  problems  that 
beset  the  pilot.  He  must  not  be  a “fair  weather” 
flyer  but  rather  one  who  is  willing  to  and  does 
experience  all  the  vicissitudes  of  wind,  weather  and 
altitude  to  which  the  pilot  is  subjected.  In  no  other 
way  is  a Flight  Surgeon  able  to  get  into  such  close 
contact  with  his  flying  personnel  as  when  he  “goes 
on  cross  country”  with  his  pilots,  especially  if  the 
flight  has  been  a hazardous  one  where  the  safety  of 
both  or  of  the  entire  air  crew,  has  been  jeopardized. 

It  is  mandatory  that  the  Flight  Surgeon  have  a 
solid  foundation  in  general  medicine  complimented 
by  a large  fund  of  special  knowledge.  So  equipped, 
he  will  have  poise  and  dignity  and  his  judgments 
will  carry  weight  and  his  opinions  will  be  respected. 
Furthermore,  a Flight  Surgeon,  so  implemented 
will  inspire  confidence  in  the  flying  personnel  whom 
he  lias  to  examine  and  with  whom  he  must  be  in  the 
closest  contact.  He  must  be  free  from  prejudice, 
racial,  religious,  political,  and  show  no  favoritism. 
He  must  be  courageous  and  be  prepared  to  defend 
his  opinions  with  facts  and  logic.  He  must  be  just, 
firm,  and  tolerant,  always  keeping  an  open  mind. 
His  loyalty  and  integrity  must  be  unquestioned.  His 
understanding  of  human  nature  must  be  profound 
so  that  those  with  whom  he  associates  will  instinc- 
tively turn  to  him  for  guidance  and  advice.  A £>ood 
Flight  Surgeon,  therefore,  must  be  a combination  of 
an  outstanding  physician,  priest  and  lawyer  with  a 
strong  leaning  toward  the  psychopathological  side 
of  medicine. 
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In  the  past  a Flight  Surgeon  was  taught  those 
things  that  were  believed  to  fit  him  for  peacetime 
duty  with  the  Air  Forces.  Since  all  Flight  Surgeons 
during  peacetime  were  regular  Army  officers,  only 
certain  subjects  were  deemed  essential  in  the 
curriculum,  with  the  remainder  of  his  knowledge  to 
be  gotten  by  actual  experience  in  association  with 
the  personnel  of  the  organization  to  which  he  was 
assigned.  ^ 

Throughout  these  years,  the  School  of  Aviation 
Medicine  quietly  has  been  training  those  who  now 
occupy  commanding  positions  and  who  give  direc- 
tion to  the  present  training  of  those  who  are  to  care 
for  our  pilots  on  the  battle  line. 

A Flight  Surgeon  has  four  principal  duties.  First 
and  foremost,  he  must  be  an  outstanding  physician 
so  that  he  may  care  for  his  personnel  from  a medical 
standpoint.  When  it  is  at  all  possible,  he  should  be 
the  family  doctor  and  in  this  way  come  into  closer 
contact  again  with  his  pilots,  knowing  them  in  their 
relaxed  home  environment.  Secondly,  his  is  the  duty 
of  selecting  those  aviation  cadet  applicants  who 
would  become  pilots.  He  is  also  charged  with  the 
maintenance  and  care  of  pilot  personnel  so  that  as 
far  as  lies  within  his  power,  his  flyers  will  always 
be  ready  to  take  to  the  air.  Lastly,  his  is  the  respon- 
sibility of  making  such  investigations  and  research 
into  those  medical  problems  which  beset  the  pilot 
and  for  which  no  solution  has  been  achieved  as  yet. 

In  1926,  one  of  the  most  far  reaching  contribu- 
tions to  aviation  was  made,  in  my  opinion  second 
only  to  flying  itself,  by  a Flight  Surgeon  working 
in  conjunction  with  an  Air  Corps  officer.  They 
correlated  the  illusions  of  the  senses  as  related  to  the 
internal  ear  with  the  large  number  of  crashes  that 
had  been  occurring.  J his  resulted  in  the  formula- 
tion and  promulgation  of  the  principles  of  blind  or 
instrument  flying  and  was  the  basis  for  tremendous 
upswing  in  aviation.  It  is  my  opinion  that  as  the 
years  pass,  the  names  of  these  two  officers  will  be 
emblazoned  in  the  Halls  of  Fame  and  they  will  be 
placed  on  pedestals  with  other  outstanding  figures 
in  aviation  history. 

Realizing  the  need  for  organized  research,  in  1929, 
the  speaker  began  experimentation  on  a modest 
scale  at  Wright  Field,  Ohio,  investigating  the 
deleterious  effects  on  flying  personnel  of  noxious 
gases  created  by  gasoline  combustion  and  the  break- 
ing down  of  oils;  the  effect  of  flight  on  hearing;  the 
development  of  corrective  segments  in  goggles  for 
those  pilots  who  were  becoming  presbyopic  and 


began  studying  the  condition  that  was  later  desig- 
nated as  aeroneurosis. 

This  meagre  beginning  came  to  fruition  with  the 
development  of  a physiological  research  unit  at 
Wright  Field  in  1935.  At  that  time,  this  was  the  only 
laboratory  doing  any  medical  research  work,  pri- 
marily, in  connection  with  problems  concerning  ; 
aviation.  With  the  organization  of  the  physiological 
research  unit,  a new  chapter  in  aviation  medicine 
was  begun.  The  , research  work  carried  on  by  this 
laboratory  had  and  now  has  for  its  solution  problems 
having  to  do  almost  exclusively  with  the  pilot  in  the 
air— clothing,  parachutes,  masks,  oxygen  equipment, 
food,  goggles,  first  aid  packets  and  many  other  prob- 
lems, the  nature  of  which  is  confidential. 

Although  the  primary  purpose  of  the  School  of 
Aviation  Medicine  is  that  of  training  medical 
officers  for  duty  with  the  Air  Forces,  it  was  in- 
evitable that  investigations  of  various  tvpes  should 
be  carried  on  at  this  school  as  well. 

I he  School  of  Aviation  Adedicine  throughout  the 
years  had  been  attempting  to  solve  some  of  the 
problems  with  which  Flight  Surgeons  had  been 
faced,  studying  the  various  effects  of  flight  upon 
personnel  and  attempting  to  devise  equipment  to 
obviate  these  effects.  However,  its  efforts  were 
devoted  largely  to  its  routine  medical  duties;  to 
problems  having  to  do  with  physical  standards,  and 
the  faculty  found  itself  engrossed  in  these,  almost 
to  the  exclusion  of  all  other  considerations.  The 
school  also  was  occupied  in  developing  Flight  Sur- 
geons for  duty  at  the  increasing  number  of  Air  ] 
Corps  stations  and  stressed  particularly  the  selection 
and  physical  care  of  Air  Corps  personnel. 

The  School  of  Aviation  Medicine  laboratory  in  1 
contrast  with  the  one  at  the  Materiel  Division,  Day-  1 
ton,  Ohio,  has  latterly  had  for  its  goal  the  solution  : t 
of  problems  concerned  with  the  selection  of  appli-  : 
cants  for  air  crew  training  and  for  a determination, j 1 
if  possible,  as  to  what  physical  and  psychological  j t 
characteristics  are  necessary  for  those  who  would  t 
aspire  to  become  military  aviators.  Both  labora-  f 
tories  have  moved  into  recently  built  commodious  I ? 
quarters,  of  permanent  construction,  equipped  with  a 
the  very  latest  of  research  facilities  with  which  to  I si 
work.  0 

The  School  of  Aviation  Medicine  as  now  con- 1 0 
stituted  consists,  therefore,  of  a teaching  section  and ! ti 
a research  section.  This  division  is  not  as  sharp  as  ' 
it  might  seem  at  first  glance,  for  most  of  the  per-  » 
sonnel  participate  both  in  teaching  and  in  research,  ji 
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Progressive  teaching  institutions  must  frequently 
change  their  curricula  to  keep  abreast  of  the  times 
and  project  their  studies  so  as  to  meet  ever  chang- 
ing situations.  This  has  been  true  of  the  School  of 
Aviation  Medicine  since  its  inception  because  new 
problems  or  new  phases  of  older  problems  were 
arising  continually  in  the  Air  Forces.  In  the  recent 
past,  however,  powerful  forces  have  been  brought 
to  bear  on  the  institution  with  the  result  that  several 
imajor  alterations  and  more  than  the  usual  number 
of  minor  ones  have  been  and  are  continuing  to  be 
made  in  the  schedule  during  this  period. 

The  most  important  of  these  forces  has  been  the 
advent  of  war,  which  has  brought  with  it  a whole 
[train  of  significant  events  which  in  turn  have 
[affected  the  school  by  reason  of  their  effect  on  fly- 
ing personnel.  Among  these  may  be  mentioned  the 
progressive  multiplication  of  the  quantity,  range, 
land  altitude  of  airplanes,  the  tremendous  expansion 
in  the  numbers  of  Air  Forces  personnel;  the  world- 
wide theater  of  operations  of  the  Army  Air  Forces; 
and  the  consequent  increase  in  the  number  of  medi- 
cal officers  who  have  had  to  be  trained  to  carry  this 
additional  burden. 

The  almost  simultaneous  increase  in  the  number 
of  medical  officers  entering  the  school  and  the  crea- 

Ition  of  the  Aviation  Cadet  Classification  Centers 
were  circumstances  of  which  the  Commandant 
immediately  took  advantage.  The  course  in  resi- 
dence at  the  school,  prior  to  the  declaration  of  war 
1 was  three  months  in  length  and  given  entirely  at 
Randolph  Field,  three  classes  being  conducted  each 
year.  With  large  groups  of  Aviation  Medical 
Examiner  students  now  present,  and  the  consequent 
increase  in  the  number  of  examinees  needed,  it  often 
was  impossible  to  get  sufficient  cadet  applicants  for 
the  proper  training  of  the  medical  officers  in  attend- 
ance at  the  School  of  Aviation  Medicine.  Enlisted 
men,  not  at  all  interested  in  being  subject  for  physi- 
cal examination,  had  to  be  used,  and  situations  de- 
veloped which  were  frequently  not  entirely  satis- 
factory. The  creation  of  the  Classification  Centers 
with  the  tremendous  number  of  cadets  being 
processed  daily,  changed  all  this  and  made  it  pos- 
sible to  divide  the  course  into  two  equal  parts  each 
of  six  weeks’  duration.  At  present  the  first  six  weeks 
of  a Flight  Surgeon’s  training  are  devoted  to  didac- 
tic work  at  the  school  at  Randolph  Field.  Here  the 
; theoretical  aspects  of  aviation  medicine  are  stressed 
and  sufficient  practical  work  and  demonstrations  are 
; given  to  make  the  student  reasonably  proficient  in 
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the  handling  of  the  instruments  he  will  be  called 
upon  to  use. 

The  second  six  weeks  or  the  practical  portion  of 
the  course  is  given  at  the  Branch  Schools  at  the 
Army  Air  Forces  Classification  Centers  at  Nash- 
ville, Tennessee;  San  Antonio,  Texas;  and  Santa 
Ana,  California.  The  class,  following  the  completion 
of  the  theoretical  portion  of  its  course,  is  divided 
into  three  relatively  equal  parts,  one  section  being 
sent  to  each  of  the  Classification  Centers  mentioned. 
At  the  Classification  Centers,  the  section  is  divided 
again  into  three  groups,  each  group  spending  two 
weeks  performing  certain  prescribed  practical  work. 
All  three  sections  are  rotated  so  that  all  students  get 
the  same  training.  During  the  first  two  weeks,  they 
perform  the  physical  examination  in  the  processing 
line  of  the  Center  and  are  rotated  from  station  to 
station,  in  that  line,  so  that  at  the  completion  of 
their  two  weeks’  tour,  they  will  have  performed 
each  part  of  the  physical  examination  (eye,  heart, 
chest,  abdomen,  bones  and  joints,  equilibrium,  ear, 
nose,  throat,  etc.)  on  hundreds  of  actual  air  crew 
applicants.  In  this  way,  the  student  fastens  indelibly 
upon  himself  the  technique  of  the  complicated  air 
crew  examination. 

The  second  two  weeks  are  spent  in  investigating 
the  mental  make-up  of  these  same  aviation  cadets, 
in  order  to  determine  the  potentialities  of  the  indi- 
vidual and  to  determine  whether  there  is  anything 
in  his  background  that  would  make  for  failure  in 
flying. 

The  last  two  weeks  are  devoted  to  the  study  of 
practical  problems  in  connection  with  burns, 
ophthalmological  injuries,  fractures,  dermatology, 
basic  principles  of  plastic  surgery,  anesthesia  in  the 
field,  identification  of  personnel  involved  in  air- 
craft accidents  as  well  as  the  operation  of  the  various 
aid  stations,  defense  against  chemical  warfare.  Air 
Forces  medical  supply  problems,  practical  field 
sanitation,  air  evacuation,  and  similar  practical  as- 
pects of  combat  duty. 

The  arrangement  described  has  accomplished 
much.  It  has  made  it  possible  for  the  student  to 
make  an  adequate  number  of  physical  examinations 
for  flying  under  supervision,  without  permitting  him 
to  become  chronically  fatigued  by  remaining  on 
such  a tedious  routine  for  a prolonged  period.  It  has 
made  it  possible  to  double  the  number  of  students 
undergoing  instruction,  and  therefore,  to  double  the 
number  of  graduates  without  the  necessity  of  in- 
creasing the  amount  of  equipment  needed  and  finally 
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it  has  made  the  school  sessions  continuous,  one 
group  leaving  on  Saturday  with  new  classes  begin- 
ning on  the  following  Monday. 

This  is  the  manner  of  teaching  those  who  are  to 
select  and  care  for  our  Air  Forces  personnel.  Now 
briefly,  you  should  be  informed  what  they  are 
taught.  In  the  didactic  work,  the  most  radical 
changes  have  resulted  from  the  need  for  greater 
emphasis  on  the  maintenance  of  the  fiver. 

To  better  prepare  the  student  who  will  have  a 
combat  assignment,  so  that  he  may  carry  out  the 
proper  care  and  maintenance  of  the  pilot,  the  stu- 
dent is  given  a very  comprehensive  course  in  the 
diagnosis  of  heart  disease,  the  physiology  of  respira- 
tion, the  recognition  of  beginning  staleness,  tests  for 
determining  of  physical  efficiency  and  those  con- 
ditions that  evidence  fatigue.  In  the  past  little  atten- 
tion was  paid  to  intestinal  conditions  as  peacetime 
flying  was  not  the  high  presssure  flying  that  is  now 
being  done.  The  incidence  of  peptic  ulcer  is  low 
because  the  average  age  at  which  this  disease  mani- 
fests itself  is  somewhat  above  the  age  of  the  young 
fighter  pilot.  Nevertheless,  the  Flight  Surgeon  is 
taught  concerning  gastric  conditions  because  of  the 
almost  daily  missions  at  extreme  altitude,  the  in- 
creasing problems  of  evacuation  by  air  of  abdom- 
inally wounded  personnel;  the  psychic  effect  of  pro- 
longed dangerous  missions  on  the  function  of  the 
gut— these  all  have  made  it  necessary  to  stress  those 
conditions  affecting  the  gastrointestinal  tract. 

Barometric  pressure  changes,  coincidental  with 
changes  in  altitude  affect  all  closed  cavities  of  the 
body.  All  gases  undergo  relative  expansion  during 
ascent  and  relative  contraction  during  descent.  One 
of  the  most  important  cavities  so  affected  is  the 
abdominal  cavity.  Aduch  has  come  to  light  concern- 
ing the  symptoms,  the  causes  and  dietary  relation- 
ships of  expanding  intestinal  gases  on  ascent. 

The  student  is  taught  the  dangers  incident  to  the 
transportation  at  high  altitudes  of  casualties  who 
have  recently  undergone  abdominal  surgery.  He  is 
taught  to  be  ever  mindful  of  the  possible  contingen- 
cies in  aerial  transportation  of  cases  of  intestinal 
obstruction  or  such  diseases  where  perforation  of 
the  bowel  is  not  an  infrequent  concomitant.  The 
psychic  effects  of  combat  missions  not  infrequently 
cause  gastrointestinal  symptoms  such  as  pyloro- 
spasm  and  “irritable  bowel.”  Tt  is,  therefore,  neces- 
sary to  indoctrinate  the  student  in  these  matters  so 
that  he  may  adequately  differentiate  between  func- 
tional syndromes  and  organic  disease. 


Recent  teaching  with  reference  to  physiology  in 
general  has  been  markedly  influenced  by  the  tre- 
mendous stresses  and  strains  now  being  placed  on 
the  terrestrial  animal  called  man.  Operational  ceil- 
ings have  increased  to  35  or  40,000  feet,  where 
atmospheric  pressures  are  reduced  to  approximately 
one-fifth  of  sea  level  pressures;  gravitational  forces, 
both  positive  and  negative,  have  been  brought  into 
play  that  never  had  been  dreamed  of  in  their 
application  to  the  human  body. 

As  one  ascends  to  an  altitude,  the  partial  pressure 
of  oxygen  in  the  air  becomes  less  and  the  air  becomes 
“thinner;”  above  20,000  feet,  one  will  lapse  into 
unconsciousness  without  the  use  of  supplementary 
oxygen.  Above  30,000  feet,  one  will  die  if  additional 
oxygen  is  not  administered.  These  altitudes  are 
routine  in  bombing  and  fighter  missions  in  the 
present  war.  By  reason  of  these  effects  at  the  high 
altitudes  at  which  flying  is  now  performed,  oxygen 
equipment  had  to  be  improved,  to  meet  these  in- 
creased demands.  The  use  of  this  equipment,  its 
limitations  and  the  installations  in  tactical  airplanes 
must  be  taught  to  the  medical  officer.  He  is  kept 
abreast  of  advances  in  connection  with  pressurized 
cabins,  pressurized  suits,  heated  flying  clothing  and 
other  devices  for  increasing  the  tolerance  of  man  to 
the  cold  anoxic  stratosphere. 

Some  of  the  most  serious  effects  of  cold  upon  the 
pilot  are  in  the  mental  field  as  they  cause  distress 
due  to  physical  discomfort.  It  is  a numbing  expe- 
rience and  creates  a desire  to  cut  short  the  mission. 
A lethargy  creeps  over  the  pilot  quietly,  quickly, 
but  certainly,  and  if  not  relieved  will  end  in  stupor 
and  possibly  death.  As  part  of  the  medical  officer’s 
training  in  connection  with  the  aeroemphysema 
developing  at  high  altitude,  he  is  taught  concerning 
decompression  by  means  of  which  flying  personnel 
are  classified  with  respect  to  their  ability  to  fly  at 
altitudes  and  their  tolerance  to  aeroembolism,  the 
so-called  “bends”  of  aviation.  This  is  a procedure 
whereby  pilots  are  placed  in  a large  steel  chamber 
and  the  air  pressure  is  reduced  and  the  partial  pres- 
sure of  oxygen  is  decreased  in  a manner  simulating 
rising  to  an  altitude.  In  some  of  these  chambers  an\; 
condition  found  at  any  altitude  can  be  reproduced 
At  certain  high  altitudes,  even  with  oxygen,  nitro- 
gen bubbles  form  in  the  blood  stream,  lodge  ir 
various  tissues  of  the  body  and  cause  excruciating 
pains,  and  may  cause  the  termination  of  a mission 
The  Flight  Surgeon  himself  is  subjected  to  a fligh 
in  the  high  altitude  chamber  at  simulated  altitude: 
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of  35,000  feet  for  several  hours,  in  order  that  he 
might  obtain  first  hand  information  regarding  the 
psychological  and  physical  effects  of  this  procedure, 
which  is  readily  comparable  to  rising  to  the  same 
altitude  in  an  airplane. 

With  the  obvious  destination  of  most  of  the 
present  graduates  of  the  school  in  temporary 
bivouacs  in  all  parts  of  the  world,  it  has  been  neces- 
sarv  to  familiarize  the  student  with  as  many  of  the 
problems  as  possible  that  he  is  likely  to  meet  in  the 
field  and  which  adversely  affect  the  personnel  for 
whom  he  is  responsible.  To  this  end,  a course  in 
“medicine  in  the  field”  has  been  added  to  the 
curriculum.  It  is  divided  into  four  important  parts, 
military  medicine,  military  preventive  medicine, 
equipment  in  the  field,  and  evacuation  of  wounded 
by  air. 

Military  medicine  includes  the  classification,  diag- 
nosis and  treatment  of  shock  with  blood  and  blood 
substitutes,  the  newer  conceptions  in  the  treatment 
of  burns,  the  use  of,  indications  for,  and  the  toxic 
manifestations  of  the  sulfonamides,  chemical  war- 
fare, flash  burns,  blast  injuries  and  crushing  injuries. 
Much  time  is  spent  in  discussing  the  injuries  to  the 
head  and  face  as  these  are  so  frequent  in  aircraft 
accidents  and  in  aerial  combat. 

Military  preventive  medicine  consists  of  lectures 
on  aerial  and  general  sanitation.  Sanitary  appliances 
for  the  comfort  and  well  being  of  combat  crews  are 
practically  non  existent  where  our  present  war  is 
being  waged,  except  in  England.  The  Flight  Surgeon 
is  shown  how  to  prepare  sanitary  devices,  to  install 
improvised  shower  baths  and  such  other  conven- 
iences that  may  make  life  more  livable  for  his  per- 
sonnel. Idle  Flight  Surgeon  must  ever  be  on  the  alert 
by  reason  of  the  great  dangers  incident  to  the  con- 
: veying  of  infected  personnel  or  the  transmitting 
agencies  of  disease  by  aircraft  and  the  urgent  need 
for  and  strict  conformity  with  international  sani- 
tary regulations. 

The  demonstrations  in  connection  with  equip- 
ment in  the  field  consist  of  acquainting  the  pros- 
pective Flight  Surgeon  with  the  tools  with  which 
he  will  have  to  work.  He  is  schooled  in  the  use  of 
the  flight  service  chest,  the  crash  splint  unit,  the 
first  aid  aeronautic  kit,  the  first  aid  parachute  kit, 
squadron  and  group  aid  equipment.  An  Arctic 
rescue  unit  and  the  Jungle  kit  are  demonstrated  as 
he  never  knows  to  what  climate  or  where  he,  with 
his  personnel,  will  be  assigned. 

In  regard  to  the  instruction  in  connection  with 


evacuation  of  wounded  by  air,  he  is  taught  the 
organization  of  the  Air  Evacuation  Unit  both  for 
the  field  army  and  the  task  force.  The  relationship 
of  this  type  of  evacuation  with  other  methods  of 
evacuation  used  by  the  Ground  Forces  is  discussed. 
Actual  demonstrations  of  how  an  aerial  ambulance 
is  loaded,  are  given  and  the  method  of  operation  of 
the  same  by  the  use  of  evacuation  teams,  including 
nurses  is  demonstrated.  It  is,  furthermore,  pointed 
out  that  certain  types  of  cases  are  not  evacuable  by 
air  and  such  cases  must  be  avoided  scrupulously 
when  aerial  transportation  is  being  considered. 

Since  the  present  air  war,  as  far  as  the  United 
States  Forces  are  concerned  is  primarily  a tropical 
war,  it  is  mandatory  that  all  Flight  Surgeons  must, 
of  necessity,  be  conversant  with  tropical  diseases 
and  conditions  of  jungle  warfare;  consequently,  a 
course  has  been  instituted  to  make  the  student  aware 
of  these  conditions  and  to  prepare  him  for  any  con- 
tingency with  which  he  may  be  faced. 

At  the  same  time,  by  reason  of  prolonged  active 
operations  in  arctic  regions,  it  has  been  found  neces- 
sary to  make  the  student  equally  conversant  with 
subzero  weather  effects  on  personnel.  Many  of  these 
studies  are  made  in  cold  chambers  where  the  tem- 
peratures can  be  reduced  to  that  comparable  to  the 
coldest  weather  experienced  on  the  face  of  the 
globe. 

In  ophthalmology  and  otorhinolaryngology, 
changes  in  the  recent  teaching  methods  have  also 
been  made.  Much  consideration  is  given  to  trauma 
and  burns  of  the  eye,  as  well  as  the  maxillofacial 
region,  with  particular  emphasis  placed  upon  the 
emergency  treatment  of  these,  and  to  the  manner 
in  which  they  are  affected  by  air  evacuation. 

Since  bombardment  missions  are  carried  out  prin- 
cipally at  night,  night  vision  is  explained  in  detail 
and  the  factors  influencing  it,  such  as,  age,  anoxia, 
alcohol,  tobacco,  recent  exposure  to  light,  cockpit 
lighting  and  Vitamin  A.  assimilation  are  discussed. 
The  Flight  Surgeon  is  enjoined  to  indoctrinate  fly- 
ing personnel  so  that  operational  personnel  may 
function  at  night  with  the  greatest  possible  degree 
of  visual  efficiency. 

With  the  advent  of  faster  climbing  and  faster 
diving  pursuit,  interceptor  and  bomber  aircraft, 
the  problems  of  aerotitis  media  and  aerosinusitis  have 
taken  on  new  significance  simply  by  virtue  of  the 
volume  of  cases  that  occur.  These  conditions  result 
from  the  barometric  pressure  changes  occurring 
particularly  in  rapid  descent,  and  represent  a physi- 
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cal  process  due  to  pressure  differentials  on  the  inside 
and  outside  of  the  ear  drum.  It  is  for  the  more  rapid 
equalization  of  these  air  pressures  that  air  line  host- 
esses give  passengers  chewing  gum  when  a landing 
is  being  made.  In  high  speed  operations,  Flight  Sur- 
geons advise  their  pilots  to  yell,  yawn,  or  swallow 
forcibly.  Much  time  is  spent  on  the  recognition, 
prevention  and  treatment  of  these  common  ailments 
peculiar  to  high  speed  aviation. 

Before  the  war,  the  aviation  cadet  applicant  was 
given  a mental  examination  with  psychometer  tests, 
the  same  being  conducted  by  a Flight  Surgeon  with 
adequate  training  in  this  method  of  investigation. 
The  purpose  of  the  examination  was  not  to  select 
aviators  necessarily  but  to  select  those  men  who 
had  the  psychological  make-up  and  stability  neces- 
sary for  them  to  learn  how  to  fly,  to  become  officers 
of  the  Army,  and  to  withstand  the  psychological 
trauma  inherent  in  aerial  combat. 

Because  of  the  rapidly  expanding  Air  Forces,  the 
personal  interview  early  had  given  way  to  a ques- 
tionnaire which  the  applicant  accomplished.  At  the 
Classification  Centers,  aptitude  for  training  as  a 
pilot,  as  a bombardier  or  as  a navigator  is  determined 
by  a battery  of  psychological  pencil  and  paper  tests 
and  a number  of  psychomotor  tests.  The  result  of 
these  tests  when  correlated  with  success  in  flying  is 
a coefficient  of  correlation  between  .3  and  .4.  They 
are,  therefore,  of  value  in  eliminating  those  who 
probably  will  not  learn  to  fly.  These  tests,  how- 
ever, do  not  measure  personality  nor  do  they 
evaluate  the  individual  as  a functioning  whole.  It 
has,  therefore,  been  found  necessary  to  reinstitute 
the  neuropsychic  examination  so  that  a fully 
rounded  picture  of  the  applicant’s  psychosomatic 
make-up  may  be  had.  These  changes  have  made  it 
necessary  to  alter  the  program  of  psychological 
instruction  at  the  school.  In  addition,  greater  em- 
phasis is  being  placed  on  maintenance  in  the  psycho- 
logical sphere  with  the  problems  of  operational 
fatigue,  the  relation  of  anoxia  to  fatigue,  the 
psychology  of  combat  operations  and  the  psycho- 
logical factors  of  importance  in  the  development  of 
the  aeroneuroses  and  the  war  neuroses. 

In  the  field  of  neuropsychiatry,  tremendous  strides 
have  been  made.  The  hazards  involved  in  aviation 
have  always  made  it  a fertile  field  for  the  develop- 
ment of  minor  psychoses.  Present  and  past  expe- 
riences teach  that  the  environment  of  war  with  the 
potent  agent  of  fear  always  present,  and  the  self 
preservative  instinct  constantly  stimulated  is  also 


ideal  for  the  development  of  mental  disorders  and 
for  the  activation  of  latent  psychotic  tendencies. 

The  triple  threat  of  “aeroneuroses,”  “operational 
fatigue,”  “war  neuroses,”  (these  are  three  conditions 
that  are  basically  the  same),  and  the  obvious  need 
for  maintaining  all  flying  personnel  at  a high  level 
of  efficiency  has  resulted  in  greater  emphasis  being 
placed  on  early  recognition  and  early  treatment  of 
psychiatric  and  psychoneurotic  casualties.  Detailed 
instruction  is  given  at  the  school  concerning  the 
medical  and  administrative  handling  of  neuro- 
psychiatric cases  in  the  Theater  of  War  and  in  the 
Zone  of  the  Interior.  In  aviational  psychiatry,  as,  in 
the  other  specialties,  the  problem  of  maintenance  has 
become  as  important  as  the  problem  of  selection. 

It  may  be  of  interest  to  you  to  know  that  when 
a doctor  has  finished  the  prescribed  course  of  study 
and  is  assigned  to  an  Air  Forces  organization,  he 
eats,  sleeps,  lives,  plays  and  flies  with  his  personnel. 
In  no  other  branch  of  the  Services  does  the  doctor 
come  into  such  contact  with  his  personnel.  Fie  is  i 
constantly  motivated  in  their  interest.  It  is  the  duty 
of  the  Flight  Surgeon  to  organize  athletic  teams, 
so  that  his  organization  may  get  the  necessary  j 
amount  of  exercise.  FFe  supervises  their  periods  of 
relaxation  and  sees  to  it  that  his  pilots  get  the  suffi- 
cient amount  of  rest.  He  watches  their  diet  in  an 
effort  to  keep  it  well  balanced,  properly  cooked  and 
palatable.  He  supplies  his  personnel  with  vitamin 
tablets  when  such  adjunctive  treatment  is  necessary. 

An  interesting  personal  sidelight  on  this  phase  of 
a Flight  Surgeon’s  duties  is  given  in  a letter  from  a 
Lieutenant  General,  Air  Corps,  to  his  wife  in  which 
he  informed  her  that  she  need  not  worry  about  his 
health,  for  every  time  he  turned  around  his  Flight 
Surgeon  was  sticking  a pill  of  some  sort  or  another 
into  his  mouth.  The  Flight  Surgeon  supervises  the 
sterilization  of  the  drinking  water  in  infected  areas 
and  in  the  tropics  prescribes  the  minimum  amount 
of  water  necessary  as  well  as  looking  after  the 
proper  distribution  of  salt,  for  the  prevention  of 
heat  exhaustion.  He  looks  after  the  sanitation  of  the 
camp,  treats  his  personnel  when  ill  or  injured  and  is 
available  immediately  when  his  services  are  needed. 

The  Flight  Surgeon  is  the  confidant  of  the  Com- 
manding Officer  and  has  entree  to  that  officer 
directly.  This  liaison  should  be  of  the  closest.  Any- 
thing that  affects  the  health  or  well  being  of  the 
command  is  a proper  subject  of  discussion  between 
the  Flight  Surgeon  and  his  Commanding  Officer. 
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The  Flight  Surgeon  is  always  on  the  “flying  line” 
before  the  take-off  on  a mission,  discussing  with  each 
pilot  casually  some  matter  of  little  moment  all  the 
while  sizing  up  the  pilot  and  air  crew  members, 
whom  he  knows  intimately,  to  determine  whether 
there  is  any  deviation  from  the  individual’s  known 
normal  state.  If  he  finds  any  change,  investigation 
is  immediately  made  privately  with  the  individual 
and  an  evaluation  of  its  significance  is  made.  If  it 
denotes  inefficiency,  recommendation  is  made  to  the 
Commanding  Officer  for  the  relief  of  the  air  crew 


members  from  that  specific  mission,  for  it  is  one  of 
the  Flight  Surgeon’s  primary  duties  to  see  that  any 
one  who  may  jeopardize  the  success  of  a mission  be 
replaced  by  one  who  is  fit. 

So  it  is  seen  that  the  Flight  Surgeon  touches  the 
lives  of  his  fighter  flyers  in  almost  every  situation 
and  if  the  storms  of  war  are  weathered  safely,  last- 
ing intimate  friendships  are  made  and  the  Flight 
Surgeon  has  assumed  his  valued  place  in  the  respect 
and  affections  of  his  personnel  and  has  accomplished 
his  mission. 


ANXIETY  AND  FATIGUE 

Commander  Francis  J.  Braceland,  mc— usnr  and  Lieutenant  Howard  P.  Rome,  mc— usnr 


The  phenomena  of  anxiety  and  fatigue  are  ex- 
tremely important  in  military  life;  in  fact,  they 
are  transition  points  on  the  road  between  health  and 
disease.  The  direction  taken  by  the  syndrome 
formed  by  the  interaction  of  these  symptoms  deter- 
mines whether  or  not  the  Armed  Forces  will  lose  or 
retain  the  services  of  a fighting  man. 


There  is  a reciprocal  relationship  between  the 
degree  of  fatigue  and  the  degree  of  anxiety  expe- 
rienced by  an  individual.  The  psychosomatic 
couplet  which  results  is  physiologically  initiated  in 
a normal  person;  fatigue,  in  this  instance,  functions 
as  a catalyst  to  activate  anxiety  which  is  latent  in 
all  persons.  Thoreau  spoke  of  it  as  “that  quiet 
desperation  which  rests  in  the  heart  of  the  great 
mass  of  men.”  On  the  other  hand,  in  the  frankly 
psychoneurotic  personality  this  dynamic  state  of 
affairs  is  reversed  and  the  patient’s  fatigue  is  not 
only  proportional  to  his  anxiety  but  is  also  induced 
by  it. 

The  dynamic  interdependence  which  exists  be- 
tween the  thresholds  of  anxiety  and  fatigue  varies 
greatly  in  the  same  individual  at  different  times  as 
well  as  between  individuals— yet,  there  is  a constancy 
in  the  relationship  between  the  degree  of  fatigue 
and  the  height  of  the  anxiety  threshold.  Then,  too, 
within  themselves  these  two  phenomena  vary  in- 
dependently in  regard  to  a number  of  factors. 
Environmental  conditions,  both  internal  and  exter- 
nal, have  been  recognized  in  recent  years  to  exert 
important  influences  upon  the  degrees  of  fatigue 
and  anxiety  experienced.  For  instance,  a deprivation 
of  oxygen  and  an  increase  in  the  atmospheric  pres- 
sure, both  independently  and  in  combination,  bring 
about  the  rapid  onset  of  fatigue  in  all  of  its  char- 
acteristics, and  this,  in  accordance  with  the  indi- 
vidual’s personality  makeup,  has  a direct  bearing 
upon  his  emotional  state.  Despite  a very  real  physio- 
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logical  basis,  the  vulnerability  of  the  individual  to 
these  effects  is  not  necessarily  a matter  of  constitu- 
tional predisposition.  This  is  demonstrated  by  the 
variations  in  susceptibility  to  both  anxiety  and 
fatigue  in  the  same  individual  at  various  times. 

A convenient  way  to  visualize  these  relationships 
is  in  the  light  of  mathematics.  The  resultant  in  this 
example  represents  the  state  of  the  individual  as  a 
whole.  The  factors  enumerated  above  can  be  seen  as 
vectors  influencing  the  final  direction  and  quantity 
of  the  end  state.  It  should  be  remembered  in  the 
analogy  that  some  of  the  vectors  have  greater 
potency  than  others  at  different  times.  To  evaluate 
these  separate  functions,  they  have  to  be  considered 
as  independent  entities,  even  though  in  reality  they 
are  not. 

There  are  two  postulates  which  are  basic  in  a 
description  of  these  relationships:  First,  fatigue  in 
the  human  has  psychic  consequences  which  are 
incident  to  all  physical  expenditures  of  energy.  The 
second  postulate  states  the  converse— anxiety  has 
somatic  consequences  which  are  incident  to  all  such 
psychic  expenditures  of  energy.  Stating  the  propo- 
sitions in  this  fashion  begs  the  question  of  which 
came  first,  psychic  or  somatic  origins.  In  recent 
years,  this  concept  of  psychosomatic  interrelation- 
ships has  been  seen  to  be  the  most  reasonable  way  to 
regard  human  functions,  T he  indissolubility  of 
these  manifestations  is  self  evident.  The  individual 
strength  or  value  of  the  component  vectors  in  the 
organism  as  a whole  is  affected  by  a host  of  other 
factors.  With  this  as  a descriptive  background,  we 
can  now  discuss  these  phenomena  as  they  are 
encountered  in  the  psychosomatic  life  of  military 
personnel. 

As  it  concerns  the  Naval  Service,  there  are  four 
possible  gradations  of  response  into  which  the 
psychosomatic  reaction  to  combat  may  be  pictured. 
Fatigue  and  anxiety  occur  in  varying  proportions 
and  in  different  types  of  personalities.  The  final 
effect  is  seen  as  one  of  the  following  groups: 

1.  Simple  fatigue  and  fear  states. 

2.  Combat  fatigue. 

3.  Psychoneurotic  reaction  types. 

4.  Psychotic  reaction  types. 

In  the  simple  fatigue  and  fear  states,  particularly 
as  we  have  encountered  them,  there  is  a preponder- 
ance of  the  somatic  element  (fatigue).  In  well 
integrated  persons  who  are  subjected  to  the  stresses 
of  battle  situations  for  indefinite  periods,  the  physio- 


logical response  may  be  designated  by  the  collective 
term,  fatigue.  The  etiology  is  fairly  obvious.  Long 
hours  of  constant  vigilance  and  deprivation  of  food 
and  rest  are  the  basic  elements  to  which  may  be 
added  pathology  in  the  form  of  infection  or  injury. 
The  totality  of  the  response  is  characterized  by  the 
symptoms  of  restlessness,  increased  irritability 
(meaning  increased  response  to  stimuli),  disturbance 
in  the  homeostatic  equilibrium  (which  includes  dis- 
turbed visceral  functioning  as  well  as  those  phe- 
nomena usually  thought  of  as  being  distinctively 
psychogenic),  and  compulsive,  repetitive  thinking 
in  varying  degrees.  Although  this  general  reaction 
type  can  be  seen  in  pure  culture,  in  some  persons, 
because  of  the  nature  of  the  circumstances  surround- 
ing the  occurrence  of  the  syndrome,  the  reaction, 
in  its  early  phase,  often  is  overlooked  by  the  medical 
officers  as  well  as  by  the  patients  themselves.  Gen- 
erally, it  is  thought  to  be  appropriate  to  magnitude 
and  duration  of  the  operation  in  which  the  indi- 
vidual was  engaged.  Now,  however,  the  alert  medi- 
cal officer  is  aware  of  the  importance  of  the  early  1 
recognition  of  this  symptom  complex  and  he  realizes 
that  rest,  sedation,  and  a temporary  change  of  scene 
may  save  a man  who  would  be  otherwise  lost  to  the 
combat  units.  It  is  probable  that  the  reports  of 
success  with  psychiatric  treatment,  which  are  ap- 
pearing in  the  lay  press,  are  concerned  with  this  I 
group  of  patients. 

CRITERIA  OF  COMBAT  FATIGUE 

1.  Heightened  irritability  (startle  response,  night  terrors, 
vigil  state). 

2.  Autonomic  nervous  system  svmptoms  (tachycardia,  G.I. 
disturbances,  sweating,  etc.). 

3.  Fatigue— a diminished  capacity  for  work. 

4.  Personality  changes— depression,  anxiety,  panic,  apathy, 
confusion. 

5.  Recoverability. 

PLATE  2 

If  the  totality  of  response  in  normal  persons 
assumes  more  severe  proportions,  as  was  the  case  in 
the  early  campaigns  in  the  South  Pacific,  Group  2 
(Combat  Fatigue ) as  a symptom  complex  is  then 
said  to  exist.  T he  term  “combat  fatigue,”  as  used  in 
Navy  nomenclature,  may  need  some  explanation. 
The  deficiencies  of  the  term  are  well  recognized  and: 
at  once  admitted.  The  term  was  chosen  to  fit  a 
certain  group  of  patients  who  had  been  exposed  to 
conditions  which  were  close  to  the  limit  of  physical 
and  emotional  endurance.  The  response  of  these 
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patients  is  not  that  of  a true  neurotic  and,  conse- 
quently, many  of  them  have  been  returned  to  duty 
after  a regimen  of  rest,  sedation,  and  psychotherapy. 
One  advantage  of  the  term  is  that  it  is  not  malignant. 
A fatigue  resulting  from  combat  implies  that  the 
patient  should  recover  with  rest,  provided  he  is 
treated  appropriately.  Unlike  the  term  “shell  shock” 
the  person  will  not  be  able  to  trade  upon  it  for  the 
remainder  of  his  life.  No  patient  is  ever  discharged 
from  the  Navy  with  this  diagnosis— it  is  simply  an 
intramural,  working  diagnosis  for  our  own  use  and 
to  prevent  the  term  “nervous,”  with  all  of  its  impli- 
cations, from  being  entered  on  the  record  of  a man 
until  he  is  proven  to  be  neurotic. 

The  symptom  response  is  rather  a characteristic 
one  and  occurs  in  the  normal  as  well  as  those 
psychoneurotically  predisposed.  Among  the  more  or 
less  arbitrary  criteria  is  heightened  irritability  to  a 
greater  degree  than  that  seen  in  the  simple  fear  and 
fatigue  states  of  Group  1.  Usually  this  manifests 
itself  as  an  exaggerated  startle  reaction.  The  sub- 
jective feeling  of  fatigue  is  replaced  frequently  by 
what  might  be  termed  a vigil  state  which  is  equiva- 
lent to  a chronic,  emotional,  startle  reaction.  If 
sleep  ensues,  as  it  often  does  because  of  extreme 
exhaustion,  it  is  disturbed  by  terrifying  dreams, 
usually  of  battle  actions.  These  nightmares  are  so 
distressing  that  the  individual  frequently  has  to 
arise  and  is  forced  to  seek  companionship.  The  dis- 
turbance in  visceral  function  assumes  more  pro- 
nounced proportions,  and  tachycardia,  gastro- 
intestinal disturbances,  and  respiratory  difficulties 
are  substituted  for  the  milder  somatic  reprecussions 
of  anxiety  seen  in  Group  1.  Objectively,  there  is 
also  a quantitative  addition  to  the  anxiety  expe- 
rienced by  Group  1 patients  and  this  is  severe 
enough  to  deserve  the  designation  “panic.”  All  of 
these  characteristics,  in  recoverable  degrees,  are 
commonly  combined  in  the  syndrome  designated  as 
Combat  Fatigue. 

The  third  arbitrary  gradation  of  the  general 
i response  can  be  designated  under  the  general  head- 
ing of  Psy choneurotic  Reaction  Types.  This  is 
purely  descriptive,  since  the  form  that  the  reaction 
takes  is  typical  of  the  accepted  classical  form  of  the 
psychoneuroses.  Despite  the  incidence  of  frank 
psychoneuroses  in  troops  subjected  to  battle  situa- 
tions, it  is  significant  that  there  is  interlarded  an 
admixture  of  anxiety  and  fatigue  characteristic  of 

I the  traumatic  situation  of  combat.  This  does  more 
than  merely  color  the  general  response;  it  alters  it 


perceptibly  to  the  point  where  in  hysteria,  for 
instance,  the  classical  “belle  indifference”  is  sup- 
planted by  frank  anxiety. 

The  fourth  category,  that  of  the  Psychotic  Re- 
action Type , represents  the  most  severe  form  that 
the  general  response  can  take.  This  differs  from  most 
psychoses  in  that  the  somatic  element  assumes 
greater  proportions.  Fatigue,  as  was  seen  in  Groups 
1,  2,  and  3,  amounts  to  exhaustion  and  collapse  in 
this  category.  There  is  a characteristic  disintegration 
of  synergy  of  system-functioning,  and  the  dissocia- 
tion which  results  is  reflected  in  all  phases  of  func- 
tioning of  the  organism.  Thought,  behavior,  and 
judgment,  which  are  dependent  upon  harmonious 
integration,  assume,  in  this  reaction  type,  independ- 
ence and  autochthony.  The  result  is  a picture  in 
which  the  fragments  are  completely  separate. 

The  final  picture  is  similar,  descriptively,  whether 
the  situation  was  one  in  which  fatigue  predisposed 
the  patient  to  anxiety  or  whether  existing  anxiety 
made  the  patient  more  vulnerable  to  fatigue.  In  cases 
where  fatigue  is  predominant  the  trend  of  events  is 
fairly  obvious.  On  the  other  hand,  in  the  psycho- 
neurotic personality  there  is  an  escape  into  fatigue 
as  an  outlet  for  the  disproportionate,  unproductive 
tension  of  anxiety.  This  mechanism  is  too  familiar 
to  take  time  at  this  point  to  reformulate  the  psycho- 
dynamics whereby  the  gain  which  accrues  through 
the  sympton  of  fatigue  benefits  the  anxiety  bur- 
dened patient.  Suffice  it  to  say  that  there  is  a pre- 
ponderance of  the  psychological  vectors  in  this 
etiology.  Since,  in  a military  program,  prognosis  is 
of  paramount  importance,  it  is  extremely  beneficial 
to  be  able  to  predict  the  percentage  of  patients 
who  may  be  returned  to  active  duty  following 
treatment.  Other  things  being  equal,  patients  of  the 
first  group  should  make  a rapid  recovery.  Rest  in 
the  form  of  sleep  is  the  natural  antidote  for  fatigue 
and  mild  fear  states.  Not  only  are  the  metabolic 
vectors  dissipated,  but  there  is  also  a raising  of  the 
threshold  of  anxiety  following  adequate  rest.  In  the 
second  group,  because  of  the  intensity  of  the 
symptoms  (and  this  is  usually  related  to  the  dura- 
tion), recovery  is  a somewhat  slower  process.  The 
criterion  which  may  be  used  in  describing  the 
gradation  of  response  to  treatment  is  one  of  recov- 
erability. In  broad  terms,  it  may  be  categorically 
stated  that  there  is  a point  beyond  which  restitution 
to  normal  is  not  completely  obtainable.  Variations 
in  the  dynamic  states  up  to  that  point  are  remediable, 
provided  that  adequate,  timely  intervention  can  be 
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accomplished.  All  those  factors  which  predispose 
to  a persistence  of  the  symptoms  or  their  heightened 
intensity  beyond  the  point  of  recovery  bring  about 
permanent  alterations  in  the  functioning  and  struc- 
ture of  the  personality,  and  the  result  is  that  recov- 
ery, if  accomplished,  is  only  possible  in  degrees  less 
than  complete. 

A word  about  operational  fatigue  should  be 
interpolated  here.  Roughly,  the  term  is  synonymous 
with  the  syndrome  “Flying  Stress”  which  is  recog- 
nized by  the  R.  A.  F.  and  our  Army  Air  Corps. 
The  constant,  mounting  tension  and  anxiety  result- 
ing from  constant  vigilance  and  constant  daily  oper- 
ations should  be  considered.  That  fatigue  should 
occur  in  some  prolonged  operations  can  be  well 
imagined.  In  addition  to  constant  watching,  frequent 
calls  to  battle  stations,  and  preparedness,  there  is 
interminable  waiting— waiting  for  something  which 
does  not  happen.  The  situation  is  comparable  to  that 
of  a boxer  finally  trained,  in  position,  poised  to 
fight,  and  the  opponent  never  appears.  Picture  men 
in  daily  routine  flights,  constant  prolonged  patrols, 
or  even  watchers  in  far  off,  lonely  islands.  It  is 
reasonable  to  suppose  that  anxiety  and  fatigue  will 
be  apparent  in  these  situations,  as  there  is  never  an 
opportunity  to  discharge  the  stored  up  emotional 
tension.  The  Navy  recognizes  the  possibility  of  a 
definite  symptom  complex  arising  from  the  situa- 
tions mentioned  above  and  calls  the  resultant 
phenomenon  operational  fatigue. 

Treatment 

As  in  other  branches  of  medicine,  the  best  treat- 
ment of  these  syndromes  is  prevention.  It  is  the 
task  of  the  medical  officer  to  be  alert  to  these  pos- 
sibilities and,  upon  noticing  any  of  the  prodromal 
symptoms  which  indicate  mounting  anxiety  or 
excessive  fatigue,  to  remove  the  prospective  patient 
from  the  area  or  petition  the  commanding  officer  to 
change  his  duty.  There  will  be  times  when  this  can- 
not be  done.  The  happenings  in  the  Guadalcanal 
theatre  of  operations  are  an  indication  of  this— there 
was  no  way  possible  to  relieve  these  men.  We  must 
bear  in  mind  that  military  necessity  comes  first  and 
all  of  the  refinements  of  medical  thought  can  only 
be  used  as  the  military  situation  permits. 

Should  the  patient  react  with  the  simple  fatigue 
and  fear  states  mentioned  first,  it  is  best  to  tempor- 
arily remove  him  from  combat  for  a few  days. 
Since  rest  affords  not  only  a recovery  from  fatigue 
but  also  a diminution  in  psychiatric  tension,  all 
efforts  at  therapy  should  include,  as  a preliminary 


phase,  the  guarantee  of  sufficient  rest.  In  almost  all 
instances,  this  means  employment  of  enough  seda- 
tion to  accomplish  the  desired  purposes.  The 
dosage  of  sedative  should  be  graded  from  mild  pal- 
liative doses  up  to  complete  deep  narcosis,  depend- 
ent upon  the  estimated  severity  of  the  symptom 
picture. 

Although  the  choice  of  available  drugs  in  the 
treatment  of  these  patients  is  wide,  yet  the  selection 
narrows  down  to  a consideration  of  two  main 
classes— the  opium  alkaloids  and  the  hypnotic 
hydrocarbons  (paraldehyde,  chloral  hydrate,  bar- 
biturates. The  barbiturates  are  the  drugs  of  choice 
for,  in  most  instances,  they  offer  the  greatest  margin 
of  safety.  In  the  larger  doses,  so  frequently  required 
to  produce  narcosis,  the  barbiturates  are  less  toxic 
than  the  other  two  groups  in  comparably  effective 
doses.  We  have  found  pentobarbital  sodium,  seconal, 
and  sodium  amytal  to  be  the  safest  forms  for  intra- 
venous therapy.  They  are  readily  soluble  and,  with 
the  minimal  precautions  of  slow  administration, 
narcosis  to  the  point  of  anesthesia  can  be  accom- 
plished within  the  period  of  a few  minutes. 

In  giving  the  sedative,  we  should  keep  in  mind  the 
fact  that  the  physiology  of  anxiety  is  such  that  it  is 
not  conducive  to  the  rapid  absorption  of  material 
from  the  upper  gastro-intestinal  tract.  The  variations 
in  tonus  and  secretions,  along  with  sphincteric  altera- 
tions, preclude  rapid  absorption.  This  disadvantage 
may  be  overcome  by  using  the  intravenous  route 
initially.  As  the  narcosis  continues,  various  measures 
can  be  used  to  facilitate  absorption  of  the  drug,  such 
as  multiple  pinpoint  punctures  in  the  capsule  where- 
in it  is  contained.  The  alternative  of  suspension  of 
the  drug  in  liquid  vehicles  has  several  disadvantages. 
Most  barbiturates  are  only  slightly  soluble  in  the 
usual  vehicles  and,  in  addition,  these  only  poorly 
disguise  the  drug’s  acrid,  bitter  taste. 

Once  unconsciousness  has  been  achieved,  it  can  be 
maintained  by  the  periodic  administration  of  addi- 
tional drugs  by  gavage  or  parenterally.  The  criteria 
for  the  need  of  additional  medication  are  progressive 
wakefulness,  increased  response  to  environmental 
and  physical  stimulation,  with  associated  evidence; 
of  continued,  increased,  emotional  tension.  The: 
optimum  narcotic  state  is  one  in  which  the  patient 
is  kept  in  a non  rousing  stupor  for  20  to  22  out  of 
each  24  hours.  It  is  advisable  to  allow  the  patient  to 
rouse  sufficiently  once  in  the  morning  and  once 
during  the  night  so  that  nursing  care  and  food  in- 
take can  be  accomplished  more  easily.  The  dura- 
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tion  of  the  narcosis  depends  upon  the  type  and 
duration  of  the  symptoms  and  the  end  which  is 
intended  to  be  accomplished. 

It  is  not  our  place  here  to  discuss  narcosis  therapy 
in  great  detail;  the  methods  of  procedure,  the  con- 
traindications, and  the  pitfalls  are  well  known  to 
you.  Suffice  it  to  say  that  the  greater  the  care  with 
which  the  narcosis  therapy  is  given  and  the  more 
effort  made  to  administer  psychotherapy  at  the 
logical  periods,  the  greater  the  opportunity  for  the 
success  of  the  treatment.  Most  of  these  men  can  be 
returned  to  duty  in  a relatively  short  period  of  time. 

In  the  treatment  of  Combat  Fatigue  naval  psychi- 
atrists use  the  sedative  therapy  mentioned  above 
early  in  the  illness.  Then,  as  soon  as  is  feasible,  the 
patients  in  continental  United  States  are  transferred 
to  one  of  the  Navy  convalescent  hospitals.  Here 
the  patient  undergoes  “round  the  clock”  treatment 
for  his  illness.  These  institutions  are  conducted  along 
the  lines  of  reconditioning  sanitaria  with  enough 
military  discipline  to  prevent  the  patients  from 
luxuriating  in  their  symptoms.  In  addition  to  drug 
therapy,  physiotherapy,  occupational  therapy,  and 
athletics,  the  greatest  stress  is  placed  upon  group 
psychotherapy. 

The  necessity  for  the  use  of  group  psychotherapy 
is  obvious.  Its  advantages,  as  used  in  the  Navy, 
should  be  briefly  mentioned.  They  are  as  follows: 

1.  The  similarity  of  symptoms  as  the  ticket  of 
admission  relieves  the  therapeutic  burden  from  one 
individual. 

2.  Tensions  based  on  feeling  unique  are  dissipated. 

3.  The  stigma  is  ameliorated. 


4.  The  doctor-patient  relationship  is  eased. 

5.  Emotional  release  is  controlled. 

6.  A too-penetrating  analysis  is  precluded. 

7.  Individual  sessions  may  be  added  if  indicated. 

8.  A 24  hour  schedule  avoids  lulls  in  treatment, 
such  as  those  experienced  when  patients  are  handled 
on  an  individual  basis. 

9.  Monotony  is  avoided  by  presenting  material 
familiar  to  the  group  in  a variety  of  ways. 

10.  The  method  is  an  expedient  one. 

It  is  believed  that  the  optimum  duration  of  treat- 
ment is  six  weeks  and,  even  if  the  patient  is  not  fit 
for  return  to  combat  duty,  he  will  at  least  become 
better  able  to  carry  on  in  civilian  life.  Patients  suf- 
fering from  what  has  been  designated  “Operational 
Fatigue”  may  also  be  benefited  by  this  routine, 
although  frequently,  in  milder  states,  all  that  is 
necessary  is  change  of  duty  and  a furlough. 

The  unsuitable  psychoneurotics  are  returned  to 
civilian  life  after  efforts  are  made  to  return  them 
at  least  to  a pre-enlistment  level.  Even  though  the 
Navy  cannot  cure  many  of  them,  efforts  are  made 
to  make  them  responsible  and  useful  citizens.  The 
psychotics  are  transferred  to  United  State  Public 
Health  Hospital,  Fort  Worth,  Texas,  or  to  St.  Eliza- 
beth’s Hospital  until  such  time  as  they  have  recov- 
ered or  are  deemed  to  be  chronic,  when  they  are 
transferred  to  Veterans  Bureau  facilities. 

The  Medical  Corps  of  the  Navy  is  aware  of  the 
importance  of  anxiety  and  fatigue  symptoms  in  the 
military  life  and  is  making  an  effort  to  treat  and  con- 
trol them  before  more  serious  symptoms  appear. 
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SUBACUTE  MENINGOCOCCAL  SEPTICEMIA 

Report  of  a Case 

Wilson  F.  Smith,  m.d.,  Hartford 


The  Author.  Medical  Corps,  Army  of  the  United 
States,  Station  Hospital,  New  Orlean  Port  of  Em- 
barkation, New  Orleans,  Louisiana 


T'Xuring  the  latter  part  of  1942  and  the  early 
months  of  1943  there  has  been  an  increase  in 
the  incidence  of  meningococcal  meningitis  with 
several  localized  small  epidemics  reported.1’2’3’4’5 
This  is  partially  caused  by  wartime  housing  short- 
age with  resulting  crowded  living  conditions,  and 
partially  by  the  mobilization  of  a large  number  of 
susceptible  men,  subjecting  them  to  the  rigors  of 
rapid  physical  hardening  and  housing  them  in 
cramped  quarters.2’3  Fortunately  the  widespread, 
early  use  of  sulfonamide  therapy  has  produced  a 
remarkably  low  mortality  from  this  disease  which 
had  a very  high  death  rate  during  World  War  I.2>4’6 

A few  cases  of  subacute  and  chronic  meningo- 
coccal septicemia,  without  meningitis,  are  being 
recognized  as  a variant  of  an  infection  which  has 
several  stages  depending  on  the  dosage  and  virulence 
of  the  organisms  and  the  immunity  and  resistance 
of  the  individual.7’8’9’10’11  The  carrier  stage,  the 
septicemia  stage,  the  metastatic  meningitis  stage,  and 
the  fulminating  form  with  massive  purpura  and 
adrenal  hemorrhages  are  all  well  known,  but  the 
atypical,  chronic  septicemia  variant,  though  well 
described  in  the  literature,12  often  is  not  recognized 
until  by  a long  process  of  elimination  the  correct 
diagnosis  is  reached.  The  irregular  fever  may 
resemble  malaria  or  undulant  fever,  the  chronic 
joint  pains  may  suggest  rheumatic  fever,  and  the 
rash  may  resemble  a rickettsial  infection.  Once  seen, 
however,  one  of  these  cases  is  not  easily  forgotten. 

The  following!1  case  is  reported  because  it  was  not 
diagnosed  until  after  three  weeks  of  observation  and 
study,  although  it  was  typical  of  this  form  of 
meningococcal  infection.  The  cure  was  dramatic 
and  permanent  to  date,  in  spite  of  the  delay  in 
starting  treatment. 

Case  Report 

A 24  year  old  2nd  lieutenant  was  admitted  to  the  Officers’ 
Medical  Service  of  the  Station  Hospital,  New  Orleans  Port 
of  Embarkation,  New  Orleans,  Louisiana,  on  March  14,  1943, 


complaining  of  a sore  throat  and  generalized  achings.  He 
had  been  well  prior  to  this  illness,  and  his  family  history 
and  previous  medical  history  were  non-contributory,  al- 
though he  had  a tonsillectomy  at  the  age  of  six.  His  first 
symptoms  appeared  two  days  before  admission  and  were 
generalized  aching,  especially  in  the  knees  and  ankles.  At 
about  the  same  time  he  noticed  a moderately  sore  throat. 
I hat  night  he  had  a shaking  chill  and  soon  felt  feverish. 
The  next  day  he  noticed  a rash  on  his  arms,  thighs,  and 
trunk.  That  evening  he  had  another  chill  followed  by  fever. 
He  had  received  no  medication  before  the  appearance  of 
the  rash. 

On  admission  to  the  hospital  he  appeared  acutely  ill  with 
a fever  of  ioo°  F.  and  a pulse  of  92.  There  was  a variable, 
rose-pink  or  dusky  red,  erythematous,  grouped,  maculopap- 
ular  eruption  with  lesions  2-5  mm.  in  diameter  on  the  trunk 
and  extensor  surfaces  of  arms  and  legs.  The  rash  in  a few 
scattered  lesions  became  hemorrhagic  on  the  second  day 
and  usually  faded  after  three  or  four  days,  leaving  brownish 
spots  that  lasted  a few  days  longer.  A few  hemorrhagic 
vesicles  lasted  as  long  as  a week.  His  throat  was  diffusely 
reddened  without  exudate.  There  was  moderate  stiffness 
and  tenderness  of  knees  and  ankles,  but  no  swelling.  The 
spleen  could  not  be  felt,  the  heart  was  normal,  and  there 
were  no  petechiae  in  the  conjunctivae.  He  had  no  headache 
and  no  stiff  neck. 

Treatment  was  symptomatic  and  during  the  first  week  his 
sore  throat  disappeared.  The  rash  faded  and  the  soreness  in 
his  joints  subsided.  The  temperature,  however,  varied  con- 
siderably, tending  to  be  normal  during  the  day  with  an 
afternoon  rise  from  ioo°  to  103.6°.  At  the  beginning  of  the 
second  week  in  the  hospital  a similar  rash  reappeared  in 
crops  on  the  extensor  surfaces  of  arms  and  legs.  At  the 
same  time  joint  pains  developed  in  one  wrist,  an  elbow  and 
an  ankle.  The  afternoon  elevation  of  temperature  persisted, 
but  there  were  no  further  chills.  During  the  second  week 
the  spots  again  faded  and  the  joint  pains  cleared.  In  the 
third  week  there  were  two  more  exacerbations  of  rash  and 
joint  pains.  Surprisingly  enough,  the  patient  felt  and  ap- 
peared quite  well  except  for  the  sore  joints  and  the  evening 
fever. 

Bv  this  time  a formidable  array  of  negative  laboratorv 
reports  had  accumulated:  X-rav  of  chest;  EKG;  repeated 
agglutinations  for  B.  abortus,  tularemia,  B.  proteus— X-19, 
E.  typhosa  “H”  and  “O”,  Paratvphoid  A and  B,  and 
syphilis;  stool  culture;  tourniquet  test;  bleeding  and  clotting 
times;  7 urinalyses;  3 blood  cultures;  nose  and  throat  cul- 
tures; and  repeated  malaria  smears.  Blood  counts  showed  no 
anemia  developing,  but  WBC  varied  from  5,000  to  14,000 
with  a persistent  shift  to  the  left  in  the  differential.  The 
spleen  was  never  palpable,  no  heart  murmurs  were  heard, 
and  no  focus  of  infection  was  found. 

On  the  twentieth  day  in  the  hospital,  although  many  sug- 
gestions had  been  offered,  no  diagnosis  had  been  made.  It 
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was  decided  to  try  sulfadiazine  empirically.  From  that  day 
on  there  was  no  further  temperature  elevation.  The  rash 
faded  and  the  joint  pains  subsided,  never  to  return.  The 
patient  made  an  uneventful  recovery  and  has  had  no  relapse 
to  date. 

The  dosage  of  sulfadiazine  was  2 grams  for  the  first  dose 
and  1 gram  every  six  hours  for  four  days,  then  Vi  a gram 
every  six  hours  for  two  more  days.  A total  of  27  grams  of 
sulfadiazine  was  given  with  blood  levels  of  10.6%  on  the 
third  and  fifth  days  of  therapy. 

On  the  twenty-seventh  day  in  the  hospital,  one  week 
after  his  temperature  had  returned  to  normal,  the  laboratory 
reported  a type  2 meningococcus  isolated  from  blood  cultures 
taken  on  the  sixteenth  and  eighteenth  hospital  days.  This 
gave  the  definite  diagnosis  of  chronic  meningococcus  sep- 
ticemia, without  meningitis.  There  have  been  three  negative 
blood  cultures  since  recovery  and  the  patient  is  back  at 
full  duty. 
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The  Author.  Commander,  MC—USNR,  On  duty 
outside  the  United  States 


This  case  report  is  presented  not  because  of  its 
clinical  value  but  because  the  tremendous 
hypertrophy  of  both  feet  with  the  peculiar  deform- 
ity makes  this  case  unusual  because  of  its  rarity. 
The  boy  presented  in  this  report  was  seventeen 
years  old  and  he  was  found  in  a small  typical  Central 
American  town.  His  name  was  Frisco  and  the  natives 
seemed  to  take  him  more  or  less  for  granted.  He 
earned  his  living  by  begging,  and  some  of  his  beg- 
ging was  more  on  the  nature  of  blackmail.  He 
would  find  a woman  who  was  showing  the  signs  of 
pregnancy  and  follow  her  around.  All  the  women 
were  superstitous  and  believed  that  their  offspring 
would  be  deformed  if  they  continually  looked  at 
any  abnormality.  The  pregnant  victim  would  pay 
this  boy  to  keep  out  of  her  sight. 

Frisco  could  not  remember  his  father  and  his 


mother  was  dead  so  that  no  family  history  could  be 
obtained  from  him.  Nothing  was  known  about  his 
birth  except  that  his  feet  were  very  large  and  he 
did  not  walk  until  after  he  was  five  years  old. 
Frisco  was  sure  that  his  feet  had  not  changed  in 
size  during  the  past  five  years,  he  had  never  worn 
shoes,  and  his  feet  had  never  caused  him  pain  or  dis- 
comfort. Frisco  never  went  swimming  because  the 
buoyancy  of  his  large  feet  would  not  allow  him  to 
keep  his  head  out  of  water  and  his  feet  would  not  go 
under  water  when  diving.  Although  Frisco  had  no 
pain  in  his  feet,  they  were  so  large  and  heavy  that 
he  could  hardly  lift  them  off  the  ground  and  he  had 
a peculiar  shuffling  gait. 

General  physical  examination  showed  a young 
man  of  sluggish  mentality  with  moderate  hyper- 
trophy  of  the  left  breast  and  lemon  sized  deposits 
of  fat  across  the  front  of  the  chest  at  both  costal 
margins.  The  head,  heart  and  lungs,  abdominal 
viscera,  and  genitalia  were  normal. 


Figure  i 


Right  foot  showing  dorsal  view  and  lateral  inside 
view 


The  orthopedic  examination  was  normal  except 
for  the  back  and  the  lower  extremities.  There  was 
marked  “S”  type  scoliosis  to  the  left  in  the  dorsal 
spine  and  to  the  right  in  the  lumbar  spine.  This 
scoliosis  was  easily  corrected  and  the  spine  was 
freely  moveable  in  all  directions.  The  cause  of  the 
scoliosis  was  apparently  due  to  the  inequality  in  the 
length  of  the  legs,  the  left  leg  being  4 inches  longer 
than  the  right.  The  left  hip  was  prominent  but  the 
motion  in  both  hips  was  normal  in  all  directions. 
The  left  knee  could  not  be  fully  extended  and  it  was 
believed  that  this  deformity  was  due  to  the  habitual 
position  of  the  knee  during  walking  and  standing. 
Figure  1 shows  a dorsal  view  and  a lateral  view 
taken  from  the  inside  of  the  right  foot  and  ankle. 


Figure  2 

Left  foot  showing  dorsal  view  and  lateral  inside 
view 


The  upward  position  of  the  toes  allowed  Frisco  to 
push  his  right  foot  through  the  dust  and  the  mud 
like  a boat  while  walking.  Motion  in  the  right  ankle 
was  normal  but  motion  in  the  forefoot  and  toes 
was  very  limited.  Forced  flexion  of  the  right  toes 
caused  pain.  The  left  foot  (Figure  2)  was  much 
larger  and  longer  than  the  right  and  more  grotesque. 
Adotion  in  the  left  ankle  and  toes  was  present  but 
more  limited  than  in  the  right  foot  and  in  walking 
the  foot  was  swung  around  in  a lateral  arc.  The 
second  and  third  toes  were  webbed  on  each  foot  and 
the  fourth  and  fifth  toes  were  normal  in  size  and 
shape  but  pushed  laterally  to  the  side  of  the  foot. 
The  skin  on  the  bottom  of  both  feet  was  thick  and 
calloused.  The  ankle  and  plantar  reflexes  were  ab- 
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sent  in  both  feet  but  all  other  reflexes  were  present, 
equal,  and  active.  It  was  felt  that  the  ankle  and 
plantar  reflexes  were  absent  because  of  the  anatomi- 
cal deformities  rather  than  derangement  of  the  nerv- 
ous system.  The  following  table  shows  the  measure- 
ments of  the  legs  and  feet. 

right  left 


Length  of  legs 

33 

in. 

37 

in. 

Circum.  of  thigh 

16 

in. 

17 

in. 

Circum.  of  calf 

1 2 14 

in. 

13 14 

in. 

Feet 

length 

10 

in. 

14/2 

in. 

width  mid-foot 

4/2 

in 

614 

in. 

cir.  mid-foot 

I2>/2 

in. 

17 

in. 

Great  toe 

right- 

left 

length 

314  in. 

4 14  in. 

circum. 

6 in. 

10  in. 

2nd.  and  third  toes  webbed 

length 

3/4  in. 

3/2  in. 

circum. 

7 14  in. 

9 in. 

It  was  impossible  to  obtain  roentgen  examinations 
of  the  feet  but  from  the  physical  examination  it  is 
safe  to  say  that  all  the  toes  of  the  right  foot  were 
dislocated  upward,  the  left  great  toe  was  in  its  rela- 
tively normal  position,  and  the  toes  of  the  left  foot 
with  the  exception  of  the  great  toe  were  all  dis- 
placed laterally. 


ACUTE  OSTEOMYELITIS  OF  THE  CERVICAL  SPINE  WITH  SPINAL  CORD 

PRESSURE 

Report  of  One  Case  With  Surgical  Cure 
William  B.  Scoville,  m.d.  and  Robert  A.  Raskind,  m.d. 

William  B.  Scoville.  Associate  in  Neurology  and 

N eurosurgery , Hartford  Hospital.  At  present  Cap-  Robert  A.  Raskind.  Assistant  resident  in  Neurology 

tain,  M.C.,  Chief  of  Neurosurgical  Section,  McCaw  and  N euro  surgery , Hartford  Hospital,  1940 

General  Hospital,  Walla  Walla,  Wash. 


A cute  osteomyelitis  of  the  cervical  spine  proper 
has  been  considered  both  rare  and  generally 
fatal.  The  clinical  picture  is  often  confused;  the 
etiology  obscure  and  the  diagnosis  usually  made  at 
the  autopsy  table.  It  is  therefore  of  interest  to 
present  a case  of  fulminating  staphylococcic  osteo- 
myelitis with  complete  destruction  of  the  body  of 
the  cervical  vertebra  and  secondary  bony  collapse 
with  cord  compression.  A cure  was  effected  by  sur- 
gical laminectomy,  and  catheter  drainage  of  the 
bony  cavity  from  in  front  of  the  spinal  cord.  Other 
diagnostic  and  therapeutic  measures  were  tried 
before  ultimate  success  was  achieved  by  this  radical 
surgery. 

LITERATURE 

Philip  Turner1  of  London  reports  twelve  cases  of 
acute  infectious  osteomyelitis  of  the  spine.  Two  of 
these  involved  the  cervical  region  with  subperiosteal 
abscesses  of  the  atlas  or  axis.  Although  there  was 
inflammatory  exudate  within  the  spinal  canal  neither 


case  involved  the  vertebral  bodies.  Both  cases  died. 
Browder  and  Meyers2’3  added  7 cases  of  epidural 
abscesses  to  the  203  cases  gleaned  from  the  literature 
in  1935,  and  an  additional  7 cases  in  1941.  They  be- 
lieve that  the  majority  of  such  abscesses  are  second- 
ary to  osteomyelitis  of  the  adjacent  vertebra.  Three 
out  of  their  14  cases  were  located  in  the  cervical 
spine;  all  were  found  to  have  osteomyelitis  and  all 
died  (2  with  operation  and  one  without).  Kulowski4 

in  19 reported  one  case  involving  the  second  and 

third  cervical  vertebrae  with  the  clinical  picture  of 
a retropharyngeal  abscess,  cured  by  drainage 
through  the  lateral  triangle  of  the  neck.  Carson5  in 
1930  reported  one  case  involving  the  body  of  the 
fourth  cervical  vertebra,  giving  a picture  of  toxemia, 
urinary  retention,  and  pus  around  the  ligaments  of 
this  vertebra.  This  is  the  only  reported  case  cured  by 
deep  drainage  through  the  lamina  of  the  spine  it- 
self. Wilensky6  found  involvement  of  the  spine  in 
1.5%  out  of  578  cases  of  osteomyelitis  occurring  in 
Mt.  Sinai  Hospital,  N.  Y.  He  reviewed  the  litera- 
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ture  and  found  12  instances  of  cervical  involvement 
out  of  71  cases  of  spinal  osteomyelitis. 

PATHOLOGY 

Cervical  osteomyelitis  occurs  largely  in  the  first 
three  decades  of  life.  The  causes  are  generally  trivial 
skin,  tooth  or  sinus  infections.  Trauma  is  rarely  con- 
tributory. When  infectious  metastasis  to  the  spine 
occurs,  the  vertebral  body  is  usually  involved  in  the 
cervical  region  while  the  spinous  arch  and  transverse 
processes  are  sites  of  predilection  in  the  thoracic  and 
lumbar  regions.  When  they  do  occur,  infections  of 
the  cervical  pedicle  and  transverse  process  migrate 
to  the  posterior  triangle  of  the  neck;  of  the  laminae 
to  the  deep  cervical  muscles;  of  the  atlas  and  axis  to 
the  suboccipital  triangle;  and  of  the  vertebral  body 
or  neural  arch  to  the  spinal  canal  with  resulting 
epidural  abscess  or  meningitis.  Spinal  collapse  with 
cord  compression  is  common  in  this  last  location. 
Involvement  of  only  a small  superficial  area  of  a 
single  vertebra  is  usual.  Sequestrum  formation  is  un- 
usual. Involucra  do  not  occur.  This  is  because  of  the 
peculiar  blood  supply  of  the  spinal  vertebrae.7 
Staphylococcus  aureus  is  the  predominant  infecting 
organism. 

DIAGNOSIS 

The  clinical  picture  suggests  a hidden  focus  of 
infection  with  a spiking  temperature,  a possible 
septicemia,  a rather  marked  toxemia  and  generally 
pain  at  the  site  of  involvement.  There  is  generally  a 
splinting  or  tilting  of  the  neck  with  pain  on  motion 
and  local  tenderness.  In  the  early  stages  a general- 
ized blood  stream  or  gastro-intestinal  infection  must 
be  ruled  out,  including  undulant  fever,  typhoid 
fever,  dysentery  and  subacute  bacterial  endocarditis. 
In  the  later  stages,  especially  with  collapse  of  a cer- 
vical vertebra,  metastatic  malignancy,  tuberculosis, 
spinal  tumor,  trauma,  myelitis  and  metabolic  bone 
disease  must  be  ruled  out.  Strangely  enough  x-ray 
is  of  little  help  until  the  lesion  is  well  advanced. 
Surgery  plays  no  part  until  precise  localization  is 
achieved  by  neurologic  signs  or  x-ray  findings. 
Chemotherapy  is  in  order  from  the  start  but  will 
mask  the  signs  and  symptoms  and  prevent  sharp 
localization.  Penicillin  was  not  in  use  at  the  time  of 
this  case  study. 

Case  Report 

A 35  year  old  white  draftsman  was  admitted  to  the  Hart- 
ford Hospital  on  Sept.  23,  1940,  complaining  of  inability  to 
void  and  “bloating  of  the  abdomen.”  He  had  had  a severe 
upper  respiratory  infection  17  days  previously,  subsiding  and 


again  recurring  one  week  before  admission.  Since  the  recur- 
rence, he  had  noted  pain  between  his  shoulder  blades,  radi- 
ating into  the  neck,  especially  upon  motion.  On  the  day  of 
admission,  he  had  developed  urinary  retention  and  become 
drowsy.  He  appeared  acutely  ill,  with  a continuing  upper 
respiratory  infection,  right  nasal  obstruction  and  injection 
of  the  posterior  pharynx.  The  bladder  reached  the  umbilicus 
by  percussion  and  there  was  loss  of  anal  sphincter  tone. 
His  head  was  deviated  to  the  left  and  his  neck  was  stiff  and 
acutely  painful  on  motion.  All  the  deep  reflexes  were  mod- 
erately depressed  and  there  was  a vague  sensory  level  at  the 
fourth  dorsal  vertebra.  His  temperature  was  100.4;  pulse  95 
and  respirations  22.  The  blood  pressure  was  125/80. 

LABORATORY 

Tests  revealed  a normal  urine  except  for  a 1 plus  albumin; 
a 91%  hemaglobin;  a white  blood  count  of  20,000,  with  95% 
polymorphonuclears.  Examination  of  stool  and  blood  agglu- 
tinations for  the  typhoid  and  melitensis  group  were  negative. 
Syphilitic  tests  were  negative.  Blood  NPN  was  38  mgs.%.  A 
lumbar  puncture  yielded  an  initial  pressure  of  95  mms.  of 
water  with  a good  fluid  reserve  and  no  block.  This  fluid  con- 
tained 40  r.b.c.  and  40  w.b.c.  with  93%  monocytes.  The  spinal 
fluid  chemistry  yielded  90  mgs.%  of  total  protein,  710  mgs.% 
of  chlorides  and  73  mgs.%  of  sugar.  Careful  admission  x-ray 
examinations  of  the  skull  and  total  cervical  spine,  even  in 
retrospect,  were  entirely  normal. 

COURSE  IN  HOSPITAL 

The  patient  continued  to  run  an  unexplained  septic  course 
with  fluctuations  of  fever  from  ioo°  up  to  102 °,  without 
any  distinct  diurnal  rise.  He  was  transferred  to  the  neuro- 
logical service  ten  days  after  induction  because  of  slowly 
increasing  neurological  signs:  his  reflexes  were  normal  in 
his  arms;  depressed  and  unequal  in  his  abdominals  with  an 
absent  left  cremasteric  reflex;  absent  in  his  knees  and  present 
at  the  ankles,  with  normal  plantars.  Sensory  examination  sug- 
gested a vague  level  at  the  7th  dorsal  segment  especially  on 
the  left  and  patchy  hypesthesia  of  the  right  leg.  There  was 
no  saddle  anesthesia.  His  bladder  paralysis  increased,  requir- 
ing catheter  drainage.  Following  his  transfer  to  the  neuro- 
logical service,  he  was  put  on  sulfathiazole  therapy  with  a 
prompt  fall  to  normal  of  his  temperature.  It  remained  nor- 
mal for  one  week  and  then  spiked  again  because  of  an 
ischial  rectal  abscess  which  was  drained.  At  all  times  this 
patient  appeared  exceedingly  toxic  and  his  neurological 
signs  increased,  rather  than  improved.  Differential  diagnosis 
lay  between  an  infectious  myelitis  and  an  epidural  abscess. 
At  no  time  could  the  writers  satisfy  themselves  of  localizing 
signs  nor  was  there  any  initial  spinal  fluid  block. 

One  month  after  admission  he  developed  a partial  block 
of  his  spinal  fluid,  still  without  localizing  signs  except  for 
the  vague  level  in  the  upper  dorsal  area  and  the  depressed 
abdominal  and  knee  reflexes.  His  spinal  fluid  continued  to 
yield  only  a slight  elevation  in  total  protein  and  monocyte 
count.  Cervico-dorsal  spine  x-rays  were  again  repeated  and 
this  time  there  was  evidence  of  a clear  cut  acute  osteo- 
myelitic destruction  of  the  bodies  of  the  5th  and  6th  cervical 
vertebrae  and  a definite  collapse  of  these  vertebra,  giving  a 
partial  compression  syndrome  of  the  spinal  cord. 

Accordingly,  on  Oct.  30th,  the  patient  was  taken  to  the 
operating  room  and  a permanent  skull  traction  apparatus 
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Figure  i 

Admission  x-rays  without  evidence  of  osteomyelitis 
or  soft  tissue  swelling 


was  set  up  preliminary  to  a cervical  laminectomy.  This  trac- 
tion was  accomplished  by  threading  strong  piano  wire 
through  bilateral  parasagittal  burr  holes  in  the  skull  (as 
recommended  by  Penfield  and  Cone)  and  passing  these  wires 
over  a pulley  to  a 20  lb.  weight,  maintained  during  the  oper- 
ation and  later.  In  the  prone  position,  with  the  head  in 
traction,  a cervical  laminectomy  was  then  done,  centering 
over  the  5th  and  6th  cervical  vertebra,  and  the  dura  was 
exposed.  There  was  no  evidence  of  granulation  nor  gross 
epidural  pus,  although  the  dura  did  not  pulsate.  The  lami- 
nectomy was  extended  far  laterally  on  the  right  side,  and  the 
dura  was  retracted  to  the  left.  Underneath  and  in  front  of 
the  dura  a small  amount  of  sero-sanguinous  fluid  was  visible, 
but  no  gross  pus.  But  the  entire  body  of  the  underlying  5th 
vertebra  had  eroded  away  and  collapsed,  leaving  a hole  as 
large  as  an  English  walnut  into  which  forceps  could  be 
dropped  for  a distance  of  four  cm.  With  the  head  kept  in 
strong  traction  extension,  a small  catheter  was  slipped  around 
and  in  front  of  the  dura  into  the  large  cavity.  Its  distal  end 
was  then  sutured  to  the  skin  edge  of  the  laminectomy 
wound.  The  wound  was  left  wide  open  and  packed  lightly 
with  vaseline  gauze.  The  patient  left  the  operating  room 
in  fair  condition. 

His  post-operative  course  was  stormy  and  septic  for  3 
weeks.  He  was  handled  as  a fracture  dislocation  of  the  neck. 
Skeletal  skull  traction  of  from  15  to  20  pounds  was  main- 
tained for  9 weeks.  His  neck  was  kept  in  hyperextension  by 
putting  his  head  at  the  foot  of  the  bed  with  the  foot 


Figure  2 

Postoperative  x-rays  revealing  a focus  of  bone 
destruction  in  the  upper  half  of  the  5th  cervical 
vertebral  body  adjacent  to  the  disk.  The  clearly  de- 
marcated borders  indicate  beginning  healing.  The 
widening  of  the  interspace  is  due  to  the  traction 
apparatus 


gatch  cranked  up  to  support  a % fracture  board  and  a sponge 
rubber  mattress  was  flexed  over  this.  Exquisite  nursing  care 
was  carried  out  to  prevent  bed  sores;  a closed  irrigation 
drainage  apparatus  was  used  for  the  bladder  paralysis.  Tidal 
drainage  was  not  necessary  as  his  bladder  remained  atonic 
throughout  as  checked  by  frequent  cystometrograms.  Turn- 
ing of  the  patient  from  side  to  side  for  back  care  was  easily 
accomplished  with  the  type  of  skull  traction  used.  Specific 
treatment  consisted  of  frequent  small  transfusions,  massive 
sulfathiazole  therapy  and  daily  irrigations  of  the  spinal  ver- 
tebral cavity  by  1%  sodium  sulfathiazole  solution  injected 
into  the  catheter.  The  irrigations  were  started  5 days  after 
the  operation:  the  vaseline  gauze  was  changed  10  days  after 
the  operation.  The  catheter  was  removed  3 weeks  after  the 
operation,  at  which  time  the  wound  was  clean  with  fresh 
granulation  tissue.  Spontaneous  closure  occurred  6 weeks 
after  the  operation.  A temporary  complication  of  sulfathia- 
zole toxicity  and  granulopenia  occurred  3 weeks  post 
operatively  which  was  cured  by  stopping  of  this  drug. 
Skeletal  traction  was  continued  until  evidence  of  bone 
regeneration  was  revealed  by  x-ray  (9  weeks  after  opera- 
tion); although  decision  as  to  exactly  when  to  replace  the 
traction  by  a supporting  plaster  collar,  was  made  for  us,  by 
one  of  the  piano  wires  eroding  through  the  skull. 
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Improvement  was  progressive  from  the  first  three  weeks 
postoperatively  onwards.  His  neurological  signs  disappeared 
almost  immediately  following  the  application  of  skeletal 
traction.  He  required  closed  urinary  drainage  for  a total  of 
two  months  before  and  one  month  after  the  operation. 
Thanks  to  the  drainage  system  and  chemotherapy,  at  no  time 
did  he  develop  any  but  the  mildest  of  urinary  infections. 
At  the  time  of  his  discharge,  the  patient  was  able  to  walk. 
He  had  an  anterior  root  type  of  atrophy  of  the  intrinsic 
muscles  of  the  hands  without  loss  of  gross  movements.  His 
bladder  function  was  normal  by  cystometrogram  and  with- 
out evidence  of  infection.  A follow-up  examination  one  and 
two  years  later  showed  continuing  improvement  in  the  arms, 
but  a permanent  atrophy  of  the  intrinsic  muscles  of  the 
hand  and  flexor  groups  of  the  forearms.  Deep  reflexes  in  his 
legs  were  slighly  increased,  but  equal.  Movements  of  the 
neck  were  normal  without  pain  or  spasm.  There  was  slight 
ulnar  hypesthesia,  and  an  hypalgesia  over  the  left  side  of 
the  body  below  the  6th  dorsal  vertebra.  He  required  no  neck 
support  and  was  able  to  do  any  work  except  that  requiring 
precise  finger  movements. 

DISCUSSION 

This  case  is  of  interest  because  of:  ( i ) The  grati- 
fying cure  following  radical  surgical  and  chemo- 
therapeutic intervention.  (2)  The  difficulties  in  the 
diagnosis  and  localization  of  the  lesion  in  order  to 
permit  surgical  drainage.  Acute  pyogenic  osteo- 
myelitis of  a cervical  vertebral  body  is  almost  always 
fatal.  When  diagnosed,  the  mechanical  and  technical 
difficulties  encountered  in  the  adequate  drainage  and 
proper  support  of  the  neck  are  great.  Mechanical 
collapse  with  cord  compression  must  first  be  over- 
come. This  can  only  be  accomplished  by  Crutchfield 
tongs  or  wires  threaded  through  holes  in  the  skull. 
No  other  method  will  permit  a sufficient  pull  (15 
to  25  lbs.)  over  such  a prolonged  period  of  time  (1 
to  4 months)  and  at  the  same  time  permit  frequent 
turning  for  the  care  of  the  back,  and  the  bladder  and 
bowel  paralysis.  Drainage  of  the  lesion  itself  is  diffi- 
cult because  it  lies  in  front  of  the  spinal  cord. 
Catheter  irrigation  with  a sulfathiazole  solution 
worked  in  this  case. 

The  absence  of  gross  pus;  the  absence  of  seques- 
trum formation  and  the  known  excellent  blood 
supply  in  this  location  bring  up  the  question  as  to 
whether  this  patient  would  not  have  recovered  on 
general  sulfonamide  therapy  plus  skeletal  traction 
without  surgical  drainage.  But  the  steady  progres- 
sion of  the  bony  erosion  and  spinal  collapse  during 
one  month’s  intensive  sulfonamide  therapv  makes  it 
appear  most  improbable.  Certainlv  sulfathiazole 
masked  the  precise  localization  by  preventing  gross 
pus  formation. 


Diagnosis  in  this  case  proved  most  difficult.  An 
epidural  abscess  with  or  without  osteomyelitis  was 
suspected  from  the  start  but  it  required  one  month’s 
time  to  adequately  localize  it.  There  was  no  local 
surface  infection  nor  history  of  systemic  infection. 
There  was  no  spot  tenderness  as  is  usually  seen  in  an 
epidural  abscess.  X-ray  failed  to  reveal  the  site  of  the 
lesion  for  the  first  month  and  if  we  had  been  gov- 
erned by  our  neurological  examination,  we  should 
have  operated  on  the  spine  at  a level  too  low  by  some 
8 spinal  segments.  The  abnormally  splinted  and 
tender  neck,  the  irritation  without  infection  of  the 
spinal  fluid  and  the  neurological  changes  did  put 
the  lesion  unequivocally  in  the  cervico-dorsal  spine. 

This  article  makes  no  mention  of  penicillin.  It 
may  well  prove  the  drug  of  choice  in  such  deeply 
situated  infections.  In  the  fall  of  1942  the  author 
(WBS)  assisted  Dr.  George  Wulp  of  Hartford, 
Conn.,  in  the  penicillin  treatment  of  an  elderly 
physician  (W.S.)  suffering  from  a staphylococcic 
bacteremia;  an  upper  lumbar  epidural  abscess  and  a 
small  area  of  progressive  cervical  osteomyelitis,  in- 
volving the  body  of  the  4th  cervical  vertebra.  This 
was  demonstrated  by  x-ray  and  manifested  by  a stiff 
neck  and  weakness  of  the  right  shoulder  girdle 
musculature.  Sulfathiazol  and  lumbar  laminectomy 
with  drainage  were  used  for  the  epidural  abscess  but 
the  fever  and  progression  of  the  cervical  lesion  con- 
tinued. Penicillin,  q.  4-8  hrs.  i.v.  for  4 weeks,  cleared 
up  the  bacteremia  in  24  hours,  gradually  cured  his 
fever  and  arrested  the  osteomyelitis  by  x-ray,  with 
improvement  in  the  stiff  neck  and  nerve  weakness. 
Three  months  later  he  died  from  repeated  cerebral 
apoplectic  attacks  and  old  age.  At  autopsy  there  was 
gross  healing  of  the  involved  vertebra. 

SUMMARY 

1 . Report  is  here  made  of  a case  of  acute  pyogenic 
osteomyelitis  involving  the  body  of  the  5th  cervical 
vertebra. 

2.  A destruction  of  the  body  resulted,  with  spinal 
collapse  and  cord  compression. 

3.  Diagnosis  was  difficult  because  of  the  lack  of 
clinical  localization  and  normal  x-ray  findings  in  its 
early  stages. 

4.  Treatment  included  systemic  sulfathiazol, 
drainage  and  irrigation  of  the  cavity  with  sodium 
sulfathiazol  through  an  inlying  catheter,  and  skele- 
tal traction. 

5.  Recovery  resulted. 
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LETTERS  FROM  MEMBERS  IN  THE  ARMED  FORCES 


Drs.  Crane  of  Stamford, 

Claiborn,  Bumstead  and  Perham  of  New  Haven 


From  Francis  A.  Sutherland,  Torrington 

39th  General  Hospital, 

APO  715  c/o  P.M.  San  Francisco,  Calif. 

Sept.  43 

Army  censorship  is  such  that  any  letter,  article, 
etc.,  for  publication  must  first  be  sent  through 
channels  to  the  War  Dept,  and  from  there  sent  on  to 
the  Journal— if  it  is  approved.  I am  at  present  pre- 
paring such  a letter  for  you  which  in  due  time  will 
reach  the  Editor  but  some  time  of  course  will  elapse 
before  he  receives  it. 

We  do  have  many  interesting  clinical  problems 
at  present— and  have  had  a great  variety  of  surgical 
cases  recently.  I will  say  more  about  these  in  my 
other  letter. 

Our  experience  to  date  in  the  Army  has  been 
pleasant  enough  and  we  have  been  favoured  with 
freedom  from  all  physical  discomfort  and  hardship. 
We  do  miss  our  families  and  separation  from  home 
ties  seems  to  be  the  only  real  cross  wTe  bear— however 
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the  recent  good  news  in  Europe  has  bolstered  our 
morale  greatly. 

We  have  lived  in  our  present  institution  now  for 
about  seven  months— during  which  time  the  physi- 
cal plant  has  doubled  in  size  and  we  are  taking  care 
of  twice  the  number  of  patients  originally  intended. 
Yet  the  army  system  is  such  that  none  of  us  who 
were  in  private  practice  work  as  hard  as  we  did 
before. 

As  you  have  heard  by  this  time  Col.  Oughterson 
has  had  a promotion  to  the  very  important  post  of 
surgical  consultant  for  this  area.  We  were  proud  of 
him  but  did  sorely  hate  to  see  him  depart.  The 
weight  of  the  entire  service  has  fallen  to  Major 
Ottenheimer  who  became  chief  and  to  me  the  Asst. 
Chief.  However  the  problems  have  not  been  too 
great.  The  surgical  service  as  originally  set  up  re- 
mains the  same.  Charlie  Breck  has  developed  a severe 
arthritis  and  will  be  home  soon.  Bill  Bruckner  has 
already  reached  New  Haven.  My  family  are  in  Vir- 
ginia and  are  well. 

Thank  you  for  your  letter.  With  best  wishes 
always. 

Francis  Sutherland 

From  Alexander  L.  Bassin,  New  Haven 

U.  S.  Naval  Hospital, 

St.  Albans,  L.  I.,  N.  Y., 
Wed.  Aug.  18,  1943 

I was  happy  indeed  in  getting  your  letter  and  shall 
try  to  comply  with  your  request  for  an  idea  of  how 
we  are  doing  in  the  Navy. 

I can  now  express  an  opinion  after  six  months  at 
St.  Albans,  particularly  about  my  own  reaction  and 
experiences.  The  adjustment  from  civil  to  Navy 
life  was  quite  gentle  and  full  of  new  and  exciting 
situations.  The  type  of  patients  which  we  have  been 
called  upon  to  treat  was  a conspicuous  departure 
from  the  usual  clinic  and  hospital  tvpes.  These  men 
are  young  and  healthy  and  the  orthopedic  condi- 
tions usually  are  confined  to  traumatic  or  post 
traumatic  lesions.  Congenital  anomalies  and  deform- 
ities are  usually  picked  up  and  screened  out  before 
entry  into  the  Navy.  There  are,  however,  the 
stimulating  diagnostic  problems  associated  with 
joint  and  bone  disabilities.  The  interesting  adjust- 
ment for  me  was  the  difference  of  the  period  of 
hospitalization  of  these  men  here  as  compared  to  our 
custom  in  civil  life.  These  men  must  be  returned  to 
active  duty  fully  able  to  do  their  work  and  until  that 


time  are  under  treatment  or  are  convalescing  here. 

One  of  the  interesting  and  instructive  conditions 
is  the  smoothly  functioning  organization  where  the 
turn  over  is  so  large,  to  have  all  sorts  of  details 
promptly  and  properly  expedited  is  an  example 
worth  following. 

Another  situation  which  I should  like  to  see 
adopted  in  some  of  the  hospital  organizations  is  a 
flexible  but  concise  “book”  of  regulations  and  in- 
structions which  outlines  within  reasonable  limits 
not  only  an  explanation  for  certain  duties  but  speci- 
fies what  those  duties  are  and  this  encourages  con- 
fidence and  respect  for  proper  authority. 

You  can  see  that  what  little  I am  asked  to  do  for 
the  Navy  is  more  than  compensated  by  what  the 
Navy  is  doing  for  me  and  my  colleagues. 

With  kindest  regards, 

Alex  Bassin 

From  William  E.  Neff,  Cheshire 

1 st  Marine  Division 
Fleet  Marine  Force 

c/o  Fleet  PO,  San  Francisco,  Cal. 

4 Sept.,  1943 

Your  kind  letter  of  July  6 is  just  here  a few  days, 
and  I was  quite  surprised  and  pleased  to  receive  it. 
I might  add  that  I am  also  not  a little  flattered,  but 
you  have  presented  me  with  an  insoluble  problem, 
since  it  is  quite  out  of  the  question  to  write  you  of 
the  work  I have  been  doing  in  the  service  in  the  last 
year,  shall  I say,  since  it  would  have  to  be  subjected 
to  censorship  all  the  way  from  here  to  Washington, 
and  you  will  agree  that  you  would  get  a poor  bit  at 
the  end  of  it  all.  It  is  also  unfortunate  that  the  char- 
acter of  the  work  I am  doing  is  now  more  or  less 
restricted  in  character,  and  would  not  go  out  at  all. 

The  management  and  experiences  of  a medical 
company  in  the  field  would  not  in  the  slightest  inter- 
est my  friends  and  colleagues  at  home,  even  though 
I must  admit  we  had  a lot  of  quite  interesting  (to 
us)  times,  and  not  a few  anxious  ones.  It  is  nice  to 
think  that  they  probably  will  not  be  repeated  under 
circumstances  such  as  we  had  before,  since  we  are 
now  quite  able  to  take  care  of  ourselves  in  many 
respects  that  we  were  not  as  adequate  in  before,  if 
one  can  believe  what  the  current  papers  have  to  say. 

As  far  as  a clinical  paper  goes,  we  had  a lot  of 
work,  but  the  data  are  not  available  to  me  at  this 
moment,  and  may  never  be  so  again.  The  work  we 
had  to  do,  and,  as  I said  before,  we  had  enough  to 
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keep  cares  away,  would  not  be  the  sort  of  thing 
that  would  be  interesting  for  publication. 

The  thing  I should  like  to  ask  of  you  is  that  I be 
permitted  to  take  a “rain  check”  on  this  proposition, 
since  I may  at  some  future  time  be  in  a much  more 
advantageous  position,  as  regards  time,  subject 
matter  and  lack  of  restriction.  I have  had  the  ad- 
vantage of  considerable  recent  training  in  a subject 
which  I may  not  at  this  time  discuss,  but  which 
might  make  very  fine  material  at  some  future  date. 
Nothing  would  please  me  more  than  be  able  to 
prepare  a paper  for  publication  but  I should  not 
just  write  anything  that  happens  to  be  at  hand.  Fact 
is,  I worked  quite  a lot  on  the  preparation  of  a case, 
which  to  me  was  most  interesting,  but  I just  never 
got  it  finished.  Uncle  called  me  before  it  got  to  the 
state  of  being  submitted.  The  patient  is  still  alive 
and  writes  me  often,  and  is  an  outstanding  exception 
to  the  old  adage  that  gratitude  is  not  lasting  in 
patients. 

That  is  just  about  all  at  this  time.  Thank  you  for 
your  kind  consideration.  I hope  that  I may  be  able 
to  favor  you  in  the  future. 

Sincerely  yours, 

W.  E.  Neff,  Jr., 

Lt.  Comdr.  (MC)  USNR 

From  William  R.  Wilson,  New  Haven 

Norfolk,  Va., 

August  2,  1943 

As  you  see  from  the  above,  your  letter  of  July 
14  addressed  to  Solomons  had  to  be  forwarded  and 
only  reached  me  July  31.  I was  delighted  to  hear 
1 from  you  and  glad  to  cooperate  in  any  way  possible 
with  an  Army  and  Navy  number  of  the  Journal. 

One  of  the  stock  questions  asked  Navy  Doctors 
is  “What  is  your  specialty,  Doctor?”  1 hey  usually 
show  at  least  mild  surprise  at  my  answer,  “Pedi- 
atrics,” sometimes  even  make  some  facetious  re- 
mark. Contrary  to  a widespread  impression  that 
most  of  the  work  is  surgical,  well  over  half  the 
day-to-day  routine  work  is  of  a medical  character. 
Now  this  is  where  a pediatrician  in  the  Navy  is  not 
as  far-fetched  an  idea  as  appears  on  the  surface.  I he 
medical  ward  of  a dispensary  as  closely  resembles  a 
pediatric  ward  as  medical  in  that  a very  large  per- 
centage are  boys  from  18  to  22  and  are  apt  to  be 
turned  in  with  acute  infections. 

My  own  experience  I consider  very  valuable  and 
enjoyable.  The  two  assignments  before  coming  to 


Norfolk  were  in  Naval  Dispensaries  at  Naval  Bases 
in  which  I ran  the  medical  wards.  A dispensary  is 
really  a small  hospital  and  as  a rule  is  pretty  well 
equipped.  We  had  several  wards,  operating  rooms, 
x-ray,  laboratory  capable  of  all  the  frequently  used 
procedures,  ECG,  and  BMR  apparatus  and  various 
physio-therapy  devices.  We  sent  only  serious  or 
complicated  things  to  a naval  hospital  some  distance 
away. 

The  cases  included  quite  a variety  of  acute  in- 
fections, lots  of  upper  respiratory  infections, 
measles,  mumps,  virus  pneumonias,  a little  menin- 
gitis, a scattering  of  rheumatic  fever  and  an  assort- 
ment of  other  things.  The  functional  GI  disturbances 
were  fairly  numerous  and  almost  always  of  a gastric 
type,  usually  simulating  ulcer  with  epigastric  pain 
relieved  by  taking  food,  occasional  hyperacidity 
and  vomiting,  in  a thin  high  strung  individual.  We 
proved  ulcer  only  twice  in  the  number  we  saw,  but 
we  did  not  make  too  much  progress  with  them 
either.  Off  hand  I can  hardly  remember  a con- 
stipated sailor  or  one  who  did  not  sleep  and  there 
were  almost  none  of  the  functional  disturbances  of 
the  colon  that  are  common  among  civilians  and  an 
older  age  group. 

It  was  a new  experience  to  assume  entire  charge 
of  a ward  and  be  responsible  for  nursing,  cleaning, 
discipline  and  about  everything  else.  We  had  some 
excellent  boys  as  corpsmen  and  a lot  of  them  very 
willing  workers.  Unfortunately  a man  does  not  take 
naturally  to  nursing  and  with  almost  all  green  help 
the  ward  doctor  has  to  do  a great  deal  watching 
and  checking  up  in  that  direction.  They  are  all 
taught  to  keep  things  spotless,  however,  and  with 
the  aid  of  convalescent  patients  the  place  certainly 
got  thoroughly  cleaned  at  frequent  intervals.  Diets 
are  difficult  outside  a naval  hospital  which  has  its 
own  galley.  Dispensary  patients  are  fed  from  the 
general  mess  and  the  food  carried  in  in  tureens  to 
be  served  on  trays.  This  makes  it  very  difficult  to 
serve  trays  hot  and  in  an  appetizing  style,  which  is 
a constant  struggle  of  devising  ways  and  means. 
Any  sort  of  special  diet  requires  particular  effort. 
We  had  a few  extra  items  of  canned  goods  and  were 
furnished  with  the  menu  a week  in  advance.  In  that 
way  it  was  possible  to  accomplish  a little  on  the 
morning  rounds  by  specifying  which  articles  from 
that  day’s  menu  certain  patients  could  have.  We 
never  tried  anything  very  fancy  in  the  diet  line, 
however. 

It  has  all  been  very  different  from  practice  but 
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refreshing  and  instructive  and  I have  enjoyed  it. 
However,  very  few  of  us  do  not  look  eagerly  for  the 
day  when  we  may  be  back  with  our  old  friends 
again.  I hope  they  haven’t  worked  themselves  to 
death  in  the  meantime. 

With  kindest  personal  regards  and  best  wishes 
for  the  continued  success  of  the  Journal,  I am, 
Sincerely  yours, 

Wm.  R.  Wilson, 

Lt.  Comdr.  (MC)  USNR 

From  Lloyd  J.  Thompson,  New  Haven 

U.  S.  Army  P.O.  871 

Office  of  the  Chief  Surgeon 
5 August  1943 
^LJT/sm. 

Your  letter  of  7 July  has  been  received,  and  I am 
glad  to  give  a prompt  answer,  although  as  you 
know,  the  amount  of  information  given  must  be 
limited.  Col.  Canfield  is  also  writing  from  the  next 
office,  and  I believe  he  is  giving  a general  picture  of 
the  consulting  group,  so  I will  limit  myself  to  re- 
marks about  psychiatry. 

During  the  past  year  there  has  been  a steady  and 
satisfactory  development  of  the  neuro-psychiatric 
program  in  this  Theater.  The  problems  have  been 
more  or  less  as  anticipated.  T must  say  that  we  saw 
many  conditions  that  should  have  been  obvious  at 
the  time  of  selection  and  induction,  but  I know  that 
improvement  in  these  procedures  is  coming  with 
time  and  experience. 

We  now  feel  that  our  hospitalization  plans  are 
fairly  well  settled.  Station,  General  and  special 
Neuropsychiatric  hospitals  are  well  coordinated  in 
the  Service,  and  expansion  of  all  facilities  is  going 
forward  at  the  proper  pace.  We  shall  have  arrange- 
ments in  our  Neuropsychiatric  hospitals  so  that 
psychoses  can  be  separated  from  neuroses.  Special 
types  of  treatment  for  use  in  the  Evacuation  Hos- 
pitals and  for  medical  service  forward  of  the  Evacu- 
ation Hospitals  have  been  worked  out.  These  have 
been  tested  with  success  in  another  Theatre  by  a 
psychiatrist  who  was  formerly  with  us. 

Courses  in  psychiatry  for  medical  specialists, 
nurses,  medical  officers  with  field  units,  and  enlisted 
men  who  work  on  psychiatric  wards  are  being  given 
regularly.  All  our  psychiatrists  gain  practical  first- 
hand knowledge  by  spending  some  time  with  troops 
in  the  field.  Tf  I may  say  so,  we  are  quite  proud  of 
our  School. 


At  one  of  the  General  Hospitals  we  have  a 
special  unit  devoted  to  the  treatment  of  combat  ex-  ti 
haustion  conditions.  Naturally,  at  the  present  time  e 
this  is  serving  the  flying  personnel.  Good  results  are  1 
being  obtained.  Outside  of  the  hospitals  installations,  } 
we  have  psychiatrists  assigned  in  certain  strategic  y 
places.  s 

Our  “Opposite  Numbers”  in  the  British,  and  1 
Canadian  Services  have  been  extremely  cooperative  i 
and  helpful  and  we  have  profited  by  their  expe-  - 
riences.  Frequently  we  have  meetings  of  the  psy-  j 
chiatric  consultants  from  all  the  Allied  Services  and  t 
within  the  past  3 months  we  have  had  two  meet-  i 
ings  of  our  Canadian  and  U.  S.  A.  psychiatrists  at 
British  neurosis  centers.  ! 

Personally,  I have  traveled  about  England  to  the  I 
extent  that  now  I am  confident  of  going  anywhere  ! 
without  getting  lost.  The  countryside  and  the  1 
villages  are  always  interesting  and  pleasant  to  see,  1 
but  more  important  is  the  finding  of  excellent  hos-  I 
pitality  and  helpfulness  among  the  English  people.  ; 

No  doubt  there  are  statistical  and  clinical  details  1 
which  would  be  of  interest,  but  they  must  be  saved 
for  a later  date.  I promise  you  that  much  valuable 
information  is  being  accumulated. 

With  kind  personal  regards,  I remain, 

Sincerely  yours, 
Lloyd 

From  Norton  Canfield,  New  Haven 

Office  of  the  Chief  Surgeon 
European  Theater  of  Operations 
A.P.O.  871 
3 August  1943 

My  sudden  transfer  from  civilian  life  to  the  army 
last  fall  has  impressed  upon  me  the  absolute  reality 
of  interdependence  of  the  armed  forces,  and  the 
energies  we  deal  with  in  civil  life.  Great  credit  is  due 
the  army  for  planning  the  care  of  the  sick  and 
wounded.  The  intense  desire  on  the  part  of  civilian 
physicians  to  adjust  their  professional  ability  to 
army  routine  and  the  willing  tolerance  of  the  regu- 
lar army  officers  for  the  transgressions  of  doctors 
untrained  in  military  affairs  is  resulting  in  the  high 
order  of  professional  care  which  is  returning  a 
notable  percentage  of  casualties  to  duty.  It  is  a 
tribute  to  the  flexibility  of  the  American  way  of 
life  that  such  a short  time  is  necessary  for  each 
group  to  realize  the  necessity  of  acceding  to  the 
pressure  of  the  other. 
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In  this  theater  we  have  been  fortunate  in  having 
time  for  preparation  and  we  have  profited  by  the 
experience  of  others.  The  British  have  taken  particu- 
lar pains  to  give  us  information  and  assistance. 
Neighboring  hospitals  have  been  used  by  us  both, 
with  cordial  relations  which  have  been  a constant 


been  freely  discussed  and  there  is  much  interest  here 
in  medical  progress  emanating  from  the  United 
States.  Great  damage  has  been  done  to  their  hos- 
pitals throughout  the  country  by  the  air  raids  and 
they  will  look  to  us  for  cooperation  in  the  rebuild- 
ing of  their  institutions. 

The  Professional  Service  Division  of  the  Chief 
Surgeon  comprises  a group  of  consultants  ably 
headed  by  Colonel  James  C.  Kimbrough  who  is 
Senior  Urologic  Consultant  and  keeps  us  informed 
in  regard  to  army  routine.  Colonel  Elliot  C.  Cutler 
is  Chief  Consultant  in  Surgery  and  has  been  awarded 
honorary  membership  in  the  Royal  College  of  Sur- 
geons. Colonel  Wm.  Middleton  is  Chief  Medical 
Consultant  with  Colonel  Lloyd  Thompson  of  New 
I Haven  as  Senior  Psychiatrist  and  Lieutenant 
Colonel  Don  Pilsbury  the  Senior  Dermatologist. 
The  surgical  specialties  are  represented  by  Senior 
Consultants  Colonel  Rex  Dively,  orthopedist,  Lieu- 
tenant Colonel  Ambrose  Storck,  general  surgery, 
Lieutenant  Colonel  Loyal  Davis,  neuro-surgery, 
Lieutenant  Colonel  Derrick  Vail,  ophthalmology, 
Lieutenant  Colonel  Kenneth  Allen,  radiology,  Lieu- 
tenant Colonel  Ralph  Tovell,  anaesthesiology,  Major 
Eugene  Bricker,  plastic  surgery,  and  your  corres- 
pondent as  senior  otolaryngologist. 

Details  of  fixed  hospital  construction  include 
amazing  attention  to  medical  refinements  developed 
during  the  past  twenty-five  years.  Temporary  hos- 
pitals include  a few  whimsical  ideas  of  heating  and 
plumbing,  but  the  ingenuity  of  the  Americans  over- 
comes most  of  these  so  they  exist  only  as  nuisances 
incident  to  war  permitting  vital  materials  to  be 
diverted  for  more  important  items  of  modern  war- 
fare. 

Medical  reports  from  this  theater  are,  for  obvious 
reasons,  so  far  nothing  dramatic  from  the  standpoint 
of  war  medicine.  Adequate  preparations  for  the 
advent  of  the  armed  forces  were  well  planned  and 
no  undue  illness  from  nutritional  deficiencies  or  in- 
fectious epidemics  has  occurred.  The  impact  of 
thousands  of  men  upon  a man-depleted  population 
has  resulted  in  the  expected  incidence  of  venereal 
disease,  but  the  army  program  of  intensive  arseno- 


therapy  is  returning  most  of  these  casualties  to  duty. 
Respiratory  infections  are  frequent  with  the  usual 
complications.  They  are  the  cause  of  about  thirty 
per  cent  of  hospital  admissions  in  the  winter  months 
and  about  twenty  per  cent  during  the  warmer 
weather.  As  is  well  known,  certain  respiratory 
systems  do  not  tolerate  environmental  changes 
without  disabling  symptoms  and  army  personnel  is 
no  exception  in  this  respect.  Air  raids  over  this 
country  are  now  infrequent,  so  that  war  casualties 
treated  in  our  troops  have  included  some  from 
North  Africa  training  accidents  and  returning  air 
force  wounded. 

Where  we  will  be  when  this  is  read  by  my  Con- 
necticut colleagues  we  can  only  guess.  Considering 
our  time  here  so  far  as  in  preparation  for  more 
activity  we  are  ready.  With  admiration  for  the  Brit- 
ish characteristic  to  withstand  devastation  with 
fortitude  we  do  not  lack  inspiration.  With  the  tools 
which  are  provided  by  our  own  front  we  do  not 
lack  equipment.  With  the  combination  of  these  and 
a good  bit  of  luck  we  will  return  to  help  work  out 
a way  of  life  that  should  thrive  without  tyranny. 

Though  space  separates  us,  our  spirit  is  with  you 
always,  and  it  will  be  a memorable  day  when  we 
sail  away  without  the  fear  that  a “tin  fish”  may 
poke  his  nose  into  the  side  of  our  ship. 

Yours  with  sincere  regards, 
Norton  Canfield, 

Lt.  Col.  Med.  Corps,  AUS 

From  Louis  A.  Lobes,  Milford 

iMilford,  Conn. 

I received  your  letter  and  regret  that  I am  not 
a member  of  your  Society.  The  reason  is  that  I went 
straight  from  my  residency  into  the  Army  in  July 
1941. 

I endorse  your  principles  wholeheartedly  for 
changes  are  apt  to  be  both  radical  and  rapid.  It  is 
encouraging  to  me,  and  I believe  other  young  doc- 
tors, that  someone  is  looking  out  for  our  welfare  at 
home.  It  gives  you  the  strength  so  necessary  at  times. 

My  time  in  the  army  has  been  spent  in  interesting 
work  with  Tank  Destroyers  as  battalion  surgeon  and 
I would  not  transfer  from  this  hard  riding,  straight 
shooting,  cocky,  confidence,  fighting  men  because 
to  me  they  are  the  spirit  of  American  youth.  Yes, 
progressive,  persevering,  confident  yet  behind  it  a 
gentility  of  soul  which  is  inborn  and  truly  Ameri- 
can. 
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As  I read  your  letter  I could  not  help  picturing 
tiled  floors,  air-conditioned  rooms,  perfect  asepsis, 
nurses,  operating  rooms,  etc.  Truly  I’m  envious  but 
not  maliciously.  I only  wish  we  could  have  that 
for  every  soldier  in  the  field.  It  is  a tribute  to  the 
medical  profession,  that  is  the  work  the  doctors  are 
doing  in  field  and  evacuation  hospitals. 

Me?  I have  lived  in  a tent,  pup  and  pyramidal  for 
the  past  1 8 months  in  Texas,  Louisiana,  Virginia, 
N.  Y.  and  Vermont.  I am  seeing  America. 

Sincerely, 

Louis  A.  Lobes 

From  William  J.  Tate,  Deep  River 

August  27,  1943 

“Somewhere  in  Iran” 

We  have  been  over  here  more  than  five  months 
now.  Our  hospital  is  comfortably  housed  in  build- 
ings and  operating  efficiently.  There  is  little  work 
for  the  surgeons  but  this  is  a medical  man’s  para- 
dise. We  have  seen  all  the  diseases  peculiar  to  this 
part  of  the  world  and  it  has  been  quite  an  expe- 
rience. 

The  heat  and  dust  this  summer  have  been  very 
bad  (shade  temperatures  range  from  115-1250)  but 
we  have  learned  to  take  siestas  and  work  in  the  cool 
hours  of  the  day. 

Major  Holland  (from  the  State  Hospital  at 
Middletown)  is  over  here  and  I see  him  frequently. 
He  is  the  only  Connecticut  man  I have  found  over 
here. 

Received  my  first  copy  of  the  Hartford  Hospital 
Bulletin  the  other  day.  It  was  good  to  hear  news  of 
the  other  men  in  service. 

With  best  regards, 

Bill  Tate 

From  Ralph  M.  Tovell,  Hartford 

Office  of  the  Chief  Surgeon 
European  Theater  of  Operations 
August  12,  1943 

I was  glad  to  hear  from  you  but  was  somewhat 
disappointed  when  I realized  it  was  because  you 
wanted  something.  I fear  that  I have  little  informa- 
tion to  offer  you  regarding  clinical  experiences  be- 
cause my  work  has  not  been  in  that  direction 
primarily.  I thought  that  you  might  be  interested  in 
an  abbreviated  diary  covering  my  time  in  the  E.T.O. 
serving  as  Senior  Consultant  in  Anesthesia. 


I arrived  in  this  theater  in  September  1942  and 
after  going  through  the  motions  of  signing  in,  which 
by  the  way  is  a rather  involved  procedure,  I was 
assigned  to  the  group  of  consultants  working  direct- 
ly under  the  Chief  Surgeon.  The  first  task  proved 
to  be  an  accumulation  of  the  knowledge  and  expe- 
rience gained  by  the  British  and  Canadians  prior 
to  the  entry  of  the  United  States  into  the  war.  This 
survey  is  called  Establishment  of  Liaison  with  my 
opposite  numbers  in  the  British  Army,  R.  A.  F.,  Brit- 
ish Navy,  Emergency  Medical  Services  and  the 
Canadian  Army.  I would  like  to  emphasize  at  the 
outset  that  reception  by  the  representatives  of  these 
services  was  most  cordial  and  the  contacts  have 
proved  extremely  helpful. 

The  work  of  a consultant  is  to  observe  and  to 
recommend.  Such  an  individual  is  not  blessed  or 
shoidd  I say  plagued  with  command  functions  but 
nevertheless  he  is  supposed  to  get  things  done,  and 
thereby  hangs  many  a tale.  At  this  juncture  may  I 
boast  a bit  for  Connecticut.  Of  the  group  of  Senior 
Consultants  in  this  theater  of  operations,  three  come 
from  our  smallish  state  (Colonel  Lloyd  Thompson, 
Senior  Consultant  in  Psychiatry,  and  Lt.  Col.  Nor- 
ton Canfield,  Senior  Consultant  in  Otolaryngology). 
It  seems  to  me  fitting  that  the  Senior  Consulting 
Neuropsychiatrist  should  come  from  a State  that 
pioneered  the  way  for  treatment  of  psychotics. 

Ady  next  duty  was  to  visit  all  U.  S.  hospitals  in 
order  to  evaluate  the  adequacy  of  personnel  and 
methods  employed  as  well  as  evaluate  needs  for 
equipment.  In  view  of  the  fact  that  anesthetists 
according  to  the  Table  of  Organization  hold  the 
job  of  Chief  of  Anesthesia  and  Operating  R.oom 
Section,  this  task  proved  to  be  one  of  rather  large 
proportion  and  because  of  changing  conditions  to 
meet  new  needs  the  task  is  never  done.  The  next 
step  was  to  provide  facilities  for  further  training  of 
personnel.  This  project  has  been  facilitated  by  the 
active  and  generous  cooperation  of  American  and 
British  authorities.  Estimates  of  needs  for  equipment 
have  been  made  for  articles  to  come  from  United 
States  and  from  British  sources. 

The  constantly  recurring  task  now  is  to  coordi- 
nate the  movement  of  individuals  with  hospital 
commanders,  arranging  for  substitutes  and  arrang- 
ing for  reception  of  these  individuals  by  the  hos- 
pitals to  which  they  are  ordered.  Interviews,  lec- 
tures, meetings  occur  ad  infinitum.  Liaison  work 
with  the  British  A-ledical  Research  Council  Com- 
mittees on  Shock,  Blood  and  Blood  Substitutes  has 
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been  a particularly  happy  one.  So  much  for  work. 

I have  had  opportunity  to  experience  personally 
and  observe  the  reaction  of  many  individuals  who 
have  attempted  to  adapt  themselves  to  Army  life. 
That  is  every  officers  first  task  and  it  is  no  small 
one.  It  seems  that  one  should  ever  keep  before  him 
a realization  of  the  incidence  of  neuroses  and  psy- 
choses existing  during  this  war  of  nerves.  A medical 
officer  can  realize  that  his  mental  reactions  are 
viewed  with  suspicion.  He  may  attempt  too  much, 
and  be  viewed  as  a potential  manic  depressive  in 
the  manic  phase.  If  he  exhibits  indifference  then  he 
may  be  considered  in  the  depressive  stage.  There  is 
a necessity  therefore  to  establish  what  I call  an 
“army  norm.”  This  involves  maintaining  an  aggres- 
sive individualistic  outlook  that  fits  in  with  coopera- 
tive effort.  One  must  learn  to  achieve  without  ela- 
tion and  suffer  adversity  whether  it  occurs  at  home 
or  abroad  without  depression.  Churchill  in  paying 
his  respects  to  Chamberlain  delineated  the  ideal  out- 
look for  an  army  man  when  he  said  “he  had  a per- 
manence of  spirit  which  was  not  often  elated  by 
success,  seldom  downcast  by  failure,  never  swayed 
by  panic.”  An  army  man  finds  this  attitude  difficult 
to  retain  during  periods  of  staging  when  idleness 
or  frustration  may  beset  him,  and  during  periods  of 
peak  activity  when  work  overruns  him  like  an 
avalanche.  With  these  principles  of  action  estab- 
lished, to  quote  Churchill  again,  “the  only  guide  to 
a man  is  his  conscience,  his  only  shield  is  the  recti- 
tude and  sincerity  of  his  actions.”  These  are  ideals 
worth  striving  for.  These  things  are  mentioned 
merely  to  bring  to  the  attention  of  the  young  civilian 
medico  about  to  join  the  Army  that  it  is  necessary 
to  alter  one’s  attitude  and  once  the  necessity  is 
recognized  he  will  save  himself  heart  breaks  if  he 
makes  the  change  early.  These  reflections  of  mine 
may  represent  futile  vaporings  of  the  mind  in  view 
of  the  fact  that  there  are  probably  so  few  physicians 
left  to  join,  but  nevertheless,  there  you  have  it. 

The  atmospheric  haze  and  the  mental  fog  is 
thickening.  It  is  time  to  go  to  bed.  Until  anon, 
adieu, 

Sincerely, 

Ralph  M.  Tovell 

From  J.  Grant  Irving,  Hartford 

August  10,  1943 

Thank  you  for  including  me  on  your  list  of  Army 
letters.  I am  not  sure  whether  I have  anything  of 


interest  to  offer  or  not.  Perhaps  if  I were  to  outline 
my  peregrinations  during  the  first  year  of  army  life, 
there  might  be  a phase  which  you  would  deem  of 
general  interest. 

After  six  weeks  in  the  doctor’s  training  school  at 
Morrison  Field,  W.  Palm  Beach,  Fla.,  I was  ap- 
pointed ward  surgeon  to  one  of  the  surgical  wings 
of  the  Station  Hospital  at  that  base.  The  work  was 
the  usual  general  surgical  routine  of  a station  hos- 
pital (such  as  Andy  Andrews  is  doing  at  Drew 
Field)  consisting  chiefly  of  appendectomy  and 
herniotomy  cases,  with  some  pilonidal  cysts  and  vari- 
cose veins.  The  most  unusual  case  was  in  a boy  of 
20  with  a past  history  of  indigestion  who  was  ad- 
mitted in  a state  of  severe  shock  with  severe  ab- 
dominal pain  of  a few  hours  duration.  There  was 
board-like  rigidity  and  generalized  tenderness  of  the 
abdominal  wall.  Three  Yankee  doctors,  including 
myself,  made  a tentative  diagnosis  of  perforated 
duodenal  ulcer,  but  a Major  from  the  deep  South 
after  a few  minutes  cursory  examination  just  grinned 
and  said  “Arachnidism.”  And  so  it  proved  to  be— a 
more  careful  history  recalling  a stinging  pain  over 
the  scapula  when  dressing  in  the  morning,  two  tiny 
skin  perforations  being  found  at  that  site,  subsequent 
finding  of  the  Black  Widow  on  the  patient’s  bedroll 
in  his  barracks,  the  dramatic  relief  of  symptoms  and 
disappearance  of  signs  after  intravenous  Calcium 
Lactate. 

Late  in  November  15  captains  were  transferred 
to  the  Miami  Beach  Air  Force  Command,  and  I 
found  myself  a neighbour  of  Major  Art  Unsworth 
who  was  already  attached  to  the  Eye  Dept,  of  the 
Nautilus  Station  Hospital  (formerly  the  Nautilus 
Hotel).  From  the  General  Surgical  staff  there  one 
had  the  first  opportunity  to  become  accustomed  to 
the  All-Cotton  Technique.  Ordinary  spool  cotton, 
plain,  sizes  #40  and  #60,  was  purchased  in  the 
dime  store,  sterilized  at  the  hospital,  and  used  ex- 
clusively from  peritoneum  right  through  to  and 
including  the  skin  sutures.  Of  course  only  inter- 
rupted sutures  were  employed,  and  in  cases  followed 
for  over  six  months  I never  saw  an  untoward  re- 
sult. In  peritonitis  cases  Sulfasuxadine  was  used  with 
excellent  results  as  a local  application.  With  the 
cotton  technique  inguinal  hemitomy  cases  were 
allowed  up  (ambulatory  to  meals)  in  48  hours,  dis- 
charged from  hospital  in  10  days,  and  as  far  as  I 
could  observe,  no  recurrences.  The  most  unusual 
case  on  this  service  was  a spontaneous  rupture  of 
the  spleen  in  a soldier  of  32,  onset  of  pain  while 
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marching  in  file  on  the  drill  field.  Our  preoperative 
diagnosis  was  gangrenous  gall  bladder  with  perfora- 
tion (cholecystitis-like  history)  or  perforated  pep- 
tic ulcer.  At  operation  the  peritoneal  cavity  was 
filled  with  free  blood,  the  spleen  ruptured,  with 
evidence  of  early  subcapsular  and  later  extra-capsu- 
lar hemorrhage.  Patient  made  an  uneventful  recov- 
ery and  was  discharged  from  hospital  after  two 
weeks. 

In  March,  responding  to  an  emergency  call  from 
St.  Petersburg,  (Fla.)  Air  Force  Station  Hospital 
(formerly  the  Don  Caesar  Hotel  on  the  Gulf  of 
Mexico  at  Passe  Grille)  five  doctors  from  the  sur- 
gical staff  and  five  from  the  medical  division  at  the 
Miami  Beach  Command  made  the  200  mile  trip 
across  state.  The  emergency  proved  to  be  entirely 
of  a non  surgical  nature,  so  we  were  soon  all  knee 
deep  in  an  epidemic  of  cerebro-spinal  meningitis, 
measles,  rubella,  mumps,  and  scarlet  fever.  I don’t 
know  whether  1 am  yet  allowed  to  give  you  the 
figures,  but  suffice  it  to  say  that  on  my  ward  alone 
I personally  attended  over  a thousand  cases  of  one 
or  other  communicable  disease,  in  a six-week  period. 
Most  of  the  patients  were  youngsters  of  18  to  22, 
many  from  rural  communities.  It  was  a rich  expe- 
rience, and  though  at  times  the  professional  staff, 
both  doctors  and  nurses,  were  near  exhaustion,  it 
was  gratifying  to  see  how  they  rose  to  the  demands 
of  the  emergency.  The  meningitis  cases  were  of  the 
fulminating  type,  many  of  them  moribund  on  ad- 
mission. The  response  to  therapy  with  intravenous 
Sod.  Sulfadiazine  is  one  of  the  most  dramatic  things 
in  medicine  or  surgery.  Enter  a patient  in  violent 
convulsive  seizure  or  moribund  or  in  completely 
irrational  delirium— presto!  in  a few  hours  post— 6 
gm.— Sod:  Sulfadiazine  he  is  chatting  to  you  nor- 
mally, rational  and  well  orientated.  Up  to  the  time 
we  left  in  April  to  return  to  Miami  there  had  been 
no  meningitis  deaths.  (40%  mortality  in  World 
War  I.) 

Late  in  April  I was  assigned  to  Columbia  Univer- 
sity for  a training  course  under  Dr.  Tracy  Putnam 
in  Neuro-Surgery,  and  June  found  me  here  at  Percy 
Jones  on  the  Neuro-Surgical  Service. 

Gil  Heublein  is  the  other  Hartford  representative, 
on  the  radiology  service.  We  have  had  casualties 
from  all  theatres  of  war— not  excluding  Attu  or 
Iceland— and  perhaps  some  day  we  can  tell  you 
about  them. 

I am  lucky  enough  to  have  my  wife  and  two 


youngsters  with  me  and  we  have  a cottage  on  Gull 
Lake.  Sunday  last  was  a Hartford  reunion  picnic 
here,  atended  by  Maj.  Burdette  Buck  and  family 
from  nearby  Ft.  Custer,  Dr.  Ben  Horning  of  the 
Kellogg  Foundation,  and  the  Gil  Heublein  family. 
If  the  snapshots  turn  out  well  I shall  send  you  one. 

I am  writing  a paper  on  Spinal  Cord  injuries  for 
the  chief  of  service  at  present.  I enjoyed  hearing 
from  you;  please  keep  me  on  your  mailing  list. 

With  kind  personal  regards  and  best  wishes,  I 
remain 

Sincerely  yours, 
Grant  Irving 

From  Wilmot  C.  Townsend,  Hartford 

July  26,  1943 

I was  pleased  to  get  your  letter  and  I feel  compli- 
mented that  you  have  asked  me  to  let  you  know 
some  of  my  experiences.  I think  this  had  better  be 
in  the  form  of  a personal  communication,  as  a clini- 
cal article  has  to  be  approved  by  Washington,  and 
coming  from  this  theater  of  “somewheres  in  North 
Africa”  I am  sure  it  would  be  pigeonholed.  The  fact 
that  I am  only  concerned  with  the  medical  aspect 
of  the  soldier,  I am  sure  that  no  question  of  censor- 
ship will  arise.  I can  say  however  that  the  army,  and 
that  includes  the  medical  department,  has  to  prepare 
for  the  worst  that  may  possibly  happen,  and  so  far 
that  eventuality  has  not  even  been  approached.  Also 
I have  seen  our  soldiers  arriving  directly  from  the 
front  and  their  spirit  and  behavior  are  excellent. 
Also  from  my  experience  the  medical  officers  are 
maintaining  a high  professional  standard.  As  they 
come  from  all  over  the  U.  S.  it  means  that  our 
medical  education  is  universally  good,  and  the  serv- 
ice is  attracting  the  best  doctors.  You  may  have 
heard  that  a good  number  of  the  medical  officers  are 
not  busy.  This  in  my  experience  is  not  true,  either 
at  home  or  abroad.  Every  permanent  or  function- 
ing medical  unit  keeps  its  officers  working  plenty. 
As  you  may  well  realize  this  does  not  hold  for  those 
in  training  or  waiting  an  assignment,  but  their  turn 
will  come,  and  in  the  meantime  they  are  ready  and 
in  the  spot  where  they  are  needed. 

You  are  probably  acquainted  with  the  military 
procedure.  First  the  battalion  aid  station,  then  the 
clearing  station,  the  evacuation  hospital,  station  hos- 
pital and  general  hospital.  Being  connected  with  a 
station  hospital  we  receive  our  patients  from  the 
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evacuation  hospital  and  from  local  posts.  It  is  our 
job  to  get  them  back  to  duty  within  a specified 
time.  Otherwise  they  are  referred  to  a general  hos- 
pital. Our  turnover  is  fast,  but  we  see  all  kinds  of 
cases.  Such  cases  as  ulcers,  jaundice,  N.P.’s  and 
arthritis  we  refer  back,  which  perhaps  is  an  advan- 
tage. 

Our  soldiers  are  subject  to  the  usual  diseases  seen 
in  the  U.  S.,  but  in  addition  the  climate  makes  a 
difference.  We  are  in  the  dry  season  of  a subtropical 
country,  and  our  soldiers  are  living  under  field  con- 
ditions. Therefore  malaria  and  acute  bacillary  dysen- 
tery make  up  the  vast  majority  of  our  cases.  Flies, 
inability  to  keep  clean,  and  dust  contribute  to  the 
prevalence  of  the  latter.  There  is  always  a wind  and 
with  the  dry  condition  you  can  imagine  the  dust 
that  may  be  present.  Experiments  were  done  and 
it  was  found  that  samples  of  dust  had  plenty  of 
viable  dysentery  bacilli— and  the  dust  gets  into 
everything.  A coincidence  is  that  as  I am  writing 
this  we  are  having  a thunderstorm,  which  is  the  first 
shower  since  I arrived  in  early  May.  Water  and 
food  are  minor  causative  factors,  as  they  are  strictly 
watched.  Fortunately  the  cases  are  mild,  and  sulfa- 
guanidine  and  sulfadiazine  work  well. 

However  the  cases  vary,  according  to  adversity, 
etc.  We  had  one  soldier  who  had  a P.M.  within  48 
hours  of  onset  of  symptoms.  His  terminal  ileum  was 
a mass  of  ulcers,  and  the  colon  was  inflamed  and 
edematous  to  three  times  normal.  All  the  cases  are 
bacillary.  The  amoebic  type  will  appear  later  I 
imagine.  All  our  cases  of  malaria  are  the  acute  type- 
sick  one  to  five  days.  Spleen  palpable  in  about  three 
of  the  cases,  smears  positive  in  about  one  half— 
about  50-50— vivax  and  falciparum.  They  all  come  in 
with  the  same  history.  In  the  states  we  would  call  it 
grippe.  Here  they  are  almost  all  malaria.  They  can 
simulate  anything  from  meningitis,  pneumonia, 
dysentery  to  what  have  you.  They  quickly  respond 
to  quinine  and  complications  are  rare.  The  future 
will  have  to  decide  the  efficacy  of  atabrine.  My  im- 
pression is  that  the  suppressive  dose  should  be 
doubled.  I have  noticed  very  few  mosquitoes,  and 
they  are  so  small  and  quiet,  unlike  our  native  variety, 
that  they  go  unnoticed. 

Enough  for  now.  As  my  service  increases,  my 
observations  will  become  more  extensive. 

Regards  to  everyone. 

Sincerely, 

Bill  Townsend 


From  Charles  Bingham,  Hartford 

July  25,  1943 

It  was  nice  to  get  your  letter  and  to  hear  of  your 
plans  for  an  Army  and  Navy  Number  of  the  Con- 
necticut State  Medical  Journal.  Knowing  what 
a fine  job  you  have  always  done  with  this  periodi- 
cal, I know  your  projected  number  will  be  excellent. 
I’m  sorry  I have  nothing  to  contribute  but  one 
thought.  However,  I think  this  thought  is  an  im- 
portant one. 

Very  few  medical  officers  are  finding  their  war 
experience  keeps  them  up  to  date  in  their  chosen 
specialty.  It  can’t,  because  the  age  group  of  their 
patients  is  not  the  age  group  of  their  practices  at 
home.  Therefore,  they  are  bound  to  come  home 
very  rusty  and  will  be  desperately  in  need  of  re- 
fresher courses.  Unless  the  state  and  local  societies 
make  a real  effort  to  provide  such  courses  the 
civilian  population  will  be  swamped  with  doctors 
anxious  to  be  called  to  see  their  old  patients  again 
but  not  as  well  qualified  to  take  care  of  them  as  they 
used  to  be.  The  simplest  and  most  effective  way,  I 
believe,  to  prevent  this  from  happening,  is  for  the 
State  or  local  society  to  see  to  it  that  every  returned 
medical  officer  is  guaranteed  a clinical  hospital  ap- 
pointment. Here  contact  with  senior  men  and 
internes,  along  with  a program  of  daily  short  hos- 
pital staff  clinical  meetings,  will  rapidly  serve  to 
bring  him  up  to  date  and  thinking  again  along 
civilian  instead  of  military  lines. 

Maybe  this  whole  subject  is  not  apropos.  At  all 
events  I’ll  send  it  along. 

Good  luck  to  you  with  your  number  and  please 
send  me  a copy. 

Most  sincerely  yours, 
Charles  Bingham 

From  Welles  A.  Standish,  Hartford 

Your  letter  of  July  9 reached  me  today— 10  days 
later— so  you  can  see  400  miles  from  Hartford  can 
be  further  away  than  Africa.  As  you  know,  I was 
commissioned  Lieutenant  Commander  in  the  Medi- 
cal Corps  on  Feb.  9,  1943  and  was  ordered  to  the 
U.  S.  Naval  Hospital  at  Annapolis  for  indoctrina- 
tion. I could  not  have  asked  for  a more  perfect 
assignment.  Most  of  my  contacts  there  were  regu- 
lar navy  and  regular  fellows,  to  say  nothing  of  the 
midshipmen  who  are  a fine  group  and  grand  to  work 
with.  This  experience  which  I shall  never  forget, 
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came,  for  me,  to  a premature  end  on  April  26  when 
I was  ordered  to  report  to  the  Commandant  of  the 
Fifth  Naval  District  at  the  Naval  Operating  Base, 
Norfolk,  Va.,  for  duties  outside  the  limits  of  the 
continental  United  States. 

This  was  just  what  I had  been  hoping  for.  After 
five  days  leave  at  home,  I started  for  Norfolk.  It 
was  a fine  trip!  Sat  up  all  night  from  New  York 
to  Cape  Charles  in  a coach  of  the  Gay  Nineties 
vintage.  The  ferry  trip  of  two  and  one-half  hours 
from  Cape  Charles  to  Norfolk  was  quite  refresh- 
ing,—because  it  meant  the  end  of  the  trip.  The  Naval 
Operating  Base  proved  to  be  seven  miles  or  three 
dollars  by  taxi  from  Norfolk. 

The  Naval  Operating  Base  is  a fascinating  place. 
It  was  built  on  the  site  of  the  Jamestown  Exposition 
and  is  a beehive  of  activity.  I found  that  this  was 
not  the  end  of  my  journey,  however,  but  that  I was 
going  to  Camp  Allen.  I was  finally  furnished  trans- 
portation to  camp  in  a Navy  station  wagon  and 
delivered  by  my  female  civilian  chauffeur  to  the 
wrong  place,  necessitating  a walk  of  about  a third 
of  a mile  to  the  correct  building— the  headquarters 
of  Lion  3. 1 was  expected  but  it  seemed  that  although 
I had  followed  my  orders  to  the  day,  someone  had 
gotten  me  into  camp  a week  too  early.  The  prospect 
of  being  able  to  spend  a week  exploring  this  his- 
torical locale  before  my  duties  began  did  not  seem 
too  bad  until  I found  that  the  Navy  furnished 
transportation  into  camp  but  after  that  expected  us 
to  walk.  It  is  about  two  miles  from  camp  to  the 
nearest  public  transportation,  a pleasant  walk  in  the 
cool  of  the  evening  (if  it  is  cool)  but  very  moist  on 
the  slightest  exertion  during  the  day.  I stayed  in 
camp. 

Camp  Allen  is  a pseudopodia  or  bastard  child  of 
the  Naval  Operating  Base  and  is  used  for  training 
of  units  assigned  to  overseas  duty.  As  a matter  of 
fact,  we  are  so  isolated  and  serenaded  by  planes 
overhead  twenty-four  hours  of  the  day  from  the 
Air  Training  Station  nearby,  that  we  can  easily 
imagine  ourselves  in  some  foreign  land  now.  If  it 
were  not  for  our  one  tree  (pine),  we  could  well 
imagine  it  to  be  the  African  desert,  for  the  soil  is 
that  of  land  made  by  filling  in  the  marshes  with 
sand  from  the  sea.  It  is  grand  when  it  rains  because 
the  sidewalks  and  roads  which  are  lower  than  the 
rest  of  the  terrain  become  miniature  rivers  where 
one  can  walk  bare  foot  as  in  childhood  days.  The 
buildings  are  fine  and  substantial  to  a degree.  Our 
furnishings  are  those  of  some  palatial  liner  now  con- 
verted to  other  uses.  Living  expenses  are  at  a mini- 


mum, and  entertainment  is  free.  We  have  a different 
movie  (not  new)  every  night— a utopia  without 
wine  and  women.  Oh,  yes,  I forgot— no  work. 

Speaking  of  work  it  might  be  interesting  for  you 
to  hear  that  we  have  fifty  doctors  of  all  shapes  and 
descriptions  from  all  parts  of  the  country.  They 
must  be  trying  to  see  how  long  it  takes  us  to  forget 
all  we  know  for  about  the  only  medical  duties  we 
have  are  for  two  to  attend  sick  call  twice  daily,  two 
to  look  after  our  small  emergency  ward  each  day 
and  one  to  act  as  officer  of  the  day.  If  you  divide 
five  into  fifty  you  find  how  often  we  have  medical 
duties.  Lor  the  most  part  the  men  are  a grand 
bunch.  Don’t  get  the  idea  that  we  waste  our  time, 
however.  Did  you  ever  hear  of  combined  medical 
and  line  officers.  We  are  gradually  approaching  that 
status.  The  morning  starts  with  reveille  at  0600 
which  can  be  ignored  as  long  as  the  mess  hall  is 
reached  by  0730.  Muster  is  concurrent  with  raising 
of  the  colors  at  0800  to  the  accompaniment  of  eight 
bells  and  the  bugle,  in  other  words,  at  8 a.  m.  The 
mornings  vary  a little  but  always  start  with  drill 
for  an  hour.  This  may  or  may  not  be  with  arms. 
We  also  spend  an  hour  or  so  taking  apart  and 
assembling  the  Colt  45,  Springfield  30  cal.,  the  30 
cal.  carbine  advertised  by  Underwood  and  several 
types  of  machine  guns.  We  likewise  have  an  oppor- 
tunity to  fire  one  of  these  arms  each  morning.  By 
11:45  I am  ready  to  eat  and  the  food  is  good  but 
not  home  cooked,  just  to  get  away  from  the  mili- 
tary, a group  of  us  are  taking  Spanish  for  an  hour 
or  so  each  noon  before  advancing  to  the  commando 
course.  I had  difficulty  getting  myself  around  it 
when  we  first  started  but  now  can  manage  without 
too  much  effort.  After  going  over  the  course  we 
used  to  have  bayonet  practice,  but  now  are  taking 
Judo.  I am  not  very  enthusiastic  about  the  latter,  it 
is  a little  tough  on  a 44  year  old  body  when  it  is 
catapulted  onto  the  deck.  In  addition  to  these  things 
we  get  training  in  the  gas  chambers  (interesting  and 
a little  terrifying  at  first),  swimming  under  adverse 
conditions  and  anti-aircraft  gunnery.  If  you  want  a 
lot  of  fun,  harness  up  to  a 20  mm.,  track  a sleeve 
towel  behind  a plane,  pull  the  trigger  and  in  10 
seconds  the  magazine  is  empty  and  you  have  had 
one  of  the  best  vibratory  treatments  you  could  ask 
for.  Whether  this  training  program  was  or  is  to 
take  up  our  time,  or  whether  for  instruction  I do 
not  know  but  I for  one  have  been  glad  to  have  it 
and  have  profited  by  it.  About  one  half  of  the 
group  keep  up  the  training  now  that  the  compul- 
sory part  is  over— the  rest  are  competing  with  Rip 
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Van  Winkle.  The  work  day  ends  at  1630  (4:30  to 
you)  and  in  another  half  hour  we  eat  again.  Bowl- 
ing, movies,  poker,  reading,  writing  and  washing 
take  up  the  remainder  of  the  hours.  If  we  care  to 
walk  to  the  Operating  Base  or  can  bum  a ride,  we 
can  swim,  see  a good  ball  game  or  get  a drink  and 
have  a good  meal.  The  only  trouble  is  that  there 
seems  to  be  gasoline  rationing  in  this  part  of  the 
country  also,  so,  in  spite  of  the  fact  that  we  are 
isolated  and  depend  upon  cars  for  transportation, 
we  are  not  supposed  to  use  gasoline  for  any  such 
pleasure.  Because  of  this  we  usually  stay  in  camp 
until  we  can  stand  it  no  longer— then  take  a chance 
on  losing  what  little  gas  we  have  to  the  O.P.A. 
Speaking  of  the  O.P.A.,  reminds  me  that  I owe 
them  a great  deal  for  they  are  responsible  for  my 
learning  how  to  wash,  starch  and  iron  uniforms. 
They  closed  the  civilian  laundry  which  had  been 
overcharging  us  for  our  laundry— and  this  meant 
that  we  do  our  own  laundry.  In  this  climate  of  high 
temperature  and  humidity,  there  is  plenty  of  laun- 
dry to  do.  I have  a great  respect  for  the  housewife. 

I can  tell  you  nothing  of  the  organization  or  pur- 
pose of  this  unit  except  to  say  that  it  is  large  and 
not  all  medical.  It  is  designated  as  Lion  3.  We  have 
passed  our  ready  date  and  some  of  us  feel  a little 
over  trained.  1 here  are  times  when  it  is  difficult 
for  us  who  are  interested  in  medicine  and  surgery 
to  keep  up  our  morale  in  the  present  total  absence  of 
such  but,  if  the  time  ever  comes  for  us  to  get  active, 
it  is  bound  to  be  a fine  assignment.  In  spite  of  the 
fact  that  I am  divorced  from  surgery  for  the 
present,  I am  still  very  glad  that  I am  a part  of  the 
Navy  and  hope  that  I can  do  my  part  as  well  as 
many  I have  seen,  have  done. 

Welles 

From  Maurice  R.  Moore,  Norwich 

Office  of  the  Chief  of  the  Laboratory  Service 
Station  Hospital 

Boca  Raton  Field,  Florida 
July  14,  1943 

I was  indeed  happy  to  have  your  letter  of  July 
9 in  which  you  inform  me  of  your  plan  to  publish 
an  Army  and  Navy  number  of  the  Journal  some 
time  this  Autumn.  T his  seems  to  me  to  be  a very 
happy  thought  as  I can  assure  you  that  my  absence 
while  in  the  service  has  in  no  way  lessened  my 
appreciation  of  the  many  cherished  fiiendships 
which  I possessed  both  in  and  out  of  the  medical 
profession  in  Connecticut. 


It  was  no  easy  matter  to  disrupt  the  many  inter- 
ests that  one  had  in  Civilian  life  and  abruptly  begin 
a new  career  which  is  quite  unknown  to  the  aver- 
age civilian.  However,  I came  here  with  my  mind 
prepared  to  accept  whatever  duties  my  superiors 
desired.  True,  there  was  adjusting  to  be  done  but 
I can  frankly  state  that  I have  found  a great  under- 
standing by  the  Army,  of  its  civilian  soldiers  and  an 
equal  effort  to  use  us  where  we  are  best  prepared  to 
serve. 

I have  been  in  charge  of  a clinical  laboratory  since 
entering  the  service.  I find  a much  closer  contact 
with  the  patient  in  laboratory  work  in  the  Army 
than  in  civilian  life.  This  has  been  a welcomed  and 
pleasant  addition.  I have  been  impressed  by  the  use 
made  of  the  laboratory  here  where  the  only  restric- 
tions on  the  volume  and  variety  of  tests  done  on  each 
patient,  is  that  the  patient’s  conditions  justify  the 
request.  Whether  the  patient  can  or  cannot  “pay  the 
bill”  does  not  have  to  be  considered.  I am  perform- 
ing every  type  of  laboratory  procedure  done  in 
civilian  hospitals  and  I can  truly  say  that  the  Army 
Medical  Corps  spares  no  effort  to  provide  the  best 
possible  clinical  laboratory  facilities  to  care  for  our 
soldiers. 

The  Army  hospital  clinical  laboratory  does  not 
confine  itself  to  serving  the  patient,  but  is  equally 
active  as  a public  health  laboratory.  Water,  milk, 
dishes  and  etc.,  must  all  pass  through  our  Bacteri- 
ology and  Chemistry  Departments,  to  assure  the  safe- 
ty of  their  condition  and  use. 

Probably  the  outstanding  problem  to  face  us  now 
and  increase  as  time  passes,  is  the  infestation  of  the 
returning  service  personnel,  by  almost  every  type  of 
parasite  and  infection  which  attacks  humans.  Every 
effort  is  made  to  avoid  these  infections  but  we  must 
expect  some  to  occur.  The  laboratory  of  course  is 
the  final  proving  ground  of  these  problems.  I have 
already  encountered  a fair  share  of  this  problem  and 
am  quite  prepared  to  meet  more  as  time  passes, 
both  while  I remain  in  the  Army  and  after  I have 
returned  to  civilian  life. 

I shall  look  forward  with  great  interest  to  re- 
ceiving a copy  of  the  Army  and  Navy  Journal 
number. 

Kindest  personal  regards. 

Sincerely, 

Maurice  R.  Moore, 

Major,  Medical  Corps, 
Laboratory  Officer 
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From  William  B.  Scoville,  Hartford 

Life  in  An  Army  General  Hospital  on  the 
Home  Front 

I am  most  appreciative  of  being  asked  to  write  a 
news  letter  from  the  home  front.  Most  of  us  con- 
tinue to  be  envious  of  those  lucky  guys  expecting 
to  winter  in  southern  Italy  and  summer  in  the 
Bavarian  Alps,  and  those  others  exploring  the 
virginal  charms  on  that  south  sea  island  where, 
according  to  Time,  Inc.,  the  very  worst  punish- 
ment meted  out  to  a soldier  is  having  him  sent  back 
to  the  “States.”  But  here  I am  hidden  away  in  the 
wilds  of  the  northwest,  far  safer  from  bombing  than 
in  my  old  home  and  bed. 

Of  the  certified  neurosurgeons  who  have  been 
sent  overseas  all  have  gone  with  university  hospital 
units.  1 hey  are  probably  doing  less  operating  than 
we,  but  will  have  more  to  tell  their  grandchildren. 
The  rest  of  us  are  assigned  to  20  General  Hospitals 
in  this  country  which  have  been  rated  as  neurosur- 
gical centers.  They  all  average  1,500  to  2,500  beds 
and  vary  from  new  single  stoiy  barrack  type  build- 
ings to  ornate,  former  sanatoria  and  hotels.  Their 
staffs  vary  from  30  to  50  doctors,  generally  a most 
congenial  group,  who  do  that  elective  major  surgery 
and  reconstructive  work  not  permitted  in  station  or 
overseas  hospitals. 

I have  been  stationed  in  two  such  hospitals  and 
have  visited  six  others  in  Pennsylvania,  Georgia, 
Texas,  California,  Adichigan  and  Oregon.  They 
differ  from  the  Hartford  and  New  Haven  Hos- 
pitals in  these  respects.  ( 1 ) There  are  far  less  emer- 
gency and  acute  cases  in  proportion  to  the  total 
census.  (2)  Surgery  is  rarely  done  on  lesion  or 
disease  which  existed  prior  to  joining  the  army.  (3) 
There  is  a vast  amount  of  necessary  administrative 
and  paper  work  to  be  done.  (4)  A great  number  of 
the  non-combat  admissions  to  date  have  had  a large 
functional  component  to  their  illness,  making  sur- 
gery a procedure  to  be  done  with  the  greatest  of 
caution.  (5)  Overseas  casualties  are  steadily  on  the 
increase.  The  true  combat  injury  cases  represent  a 
totally  different  calibre  of  patient  than  those  de- 
scribed in  No.  4.  They  are  full  of  patience  and 
courage. 

Casualties  in  this  hospital  have  been  chiefly  from 
the  Northwest  and  North  Pacific  theatre  of  opera- 
tions; our  dramatic  ones  all  from  a single  island 
campaign.  At  one  time  we  had  an  entire  ward  filled 
with  frozen  immersion  feet.  Due  to  constant  shelling 
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on  a northern  island,  these  patients  had  been  unable 
to  take  off  their  shoes  and  socks  for  six  days— in 
slush  and  snow.  On  first  sight  wholesale  amputa- 
tions appeared  in  order,  but  due  to  the  painstaking 
care  all  of  the  feet  and  75%  of  the  toes  were  saved. 
Out  of  these  patients,  only  two  needed  later  sympa- 
thectomies because  of  continuing  cold,  blue,  painful 
feet. 

On  the  other  hand,  I have  done  a great  number  of 
sympathectomies  for  Berger’s  disease.  I am  con- 
vinced that  the  cold  damp  northern  climate  has 
brought  out  latent  cases  of  Berger’s  disease  in  men 
who  had  never  previously  been  north  of  the  Adason 
and  Dixon  line.  Many  of  the  cases  have  been  rapidly 
progressive  and  showed  little  vasospasm  by  skin  tem- 
perature tests  following  a sympathetic  block.  Never- 
theless, sympathectomy  has  given  brilliant  results 
with  a rise  in  the  temperature  of  the  involved  foot 
to  within  one  or  two  degrees  centigrade  of  the  non 
involved  foot  (32  degrees  and  34  degrees  C,  respect- 
ively). Every  patient  to  date  has  been  pleased  with 
the  result.  J his  is  in  line  with  Smithwick’s  conclu- 
sions in  Boston  that  sympathectomy  is  the  treatment 
of  choice  in  the  majority  of  Berger’s  cases  below  the 
age  of  45,  provided  there  is  a good  femoral  pulse. 

Ruptured  intervertebral  discs  are  as  common  as 
toe  itch  in  the  army.  For  a while  we  had  a 30  bed 
ward  filled  with  real  or  suspect  cases.  They  differ 
from  civilian  cases  in  the  following:  ( 1 ) Operation 
is  only  50%  successful  because  of  a frequent  func- 
tional overlay.  (2)  Have  seen  more  postoperative 
low  back  spasm  than  in  civilian  life.  (3)  In  this  hos- 
pital 85%  have  been  lumbosacral,  15%  4th  lumbar, 
as  compared  to  a 50-50  proportion  civilian  cases. 
(4)  1 he  majority  of  the  lumbosacral  cases  in  this 
hospital  give  only  slight  asymmetry  of  the  root 
sheath  and  no  dural  defect  in  myelogram  studies 
making  the  clinical  examination  of  greater  value 
than  the  myelogram.  (5)  Pantopaque  is  used  instead 
of  lipiodol  in  the  army.  (6)  I have  been  using  an 
incision  one  inch  lateral  to  the  midline  and  strip- 
ping the  muscle  extra-periosteally. 

Peripheral  nerve  repairs  now  constitute  one  half 
of  all  neurosurgical  procedure  in  this  hospital.  I find 
myself  growing  more  radical  in  exploring  all  cases 
as  early  as  possible,  but  more  conservative  in  sec- 
tioning the  nerves.  If  at  all  possible,  I perform  a lysis 
only.  The  army  now  utilizes  a very  thin  “tantalum” 
foil  for  wrapping  around  the  nerve  to  prevent  ad- 
hesions from  forming.  Tantalum  wire,  the  thickness 
of  horsehair,  is  used  for  suturing  the  nerves.  Tanta- 
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lum  plates  are  now  used  for  covering  skull  defects. 

Although  official  leave  is  a rare  privilege  in  time 
of  war,  we  all  make  occasional  visits  either  for  scien- 
tific meetings  or  for  the  “convoying”  of  patients  to 
other  hospitals. 

My  only  trip  of  consequence  was  to  Battle  Creek, 
Michigan,  where  the  army  has  taken  over  a fancy 
and  elaborate  sanatorium.  Attached  to  it  is  a group 
of  doctors,  including  Gil  Heublein  and  Grant  Irving, 
who  are  both  valued  highly. 

Those  of  us  stuck  in  this  country  wish  to  go  over- 
seas and  I suppose  those  overseas  are  by  now  home- 
sick for  dear  old  U.  S.  A.  I am  sure  I am  homesick 
for  Connecticut  and  the  super-duper  new  Hartford 
Hospital  which  at  least  is  beyond  the  dream  stage. 

Bill  Scoville 

From  Francis  A.  Sutherland 

39th  General  Hospital, 

A.P.O.  715, 
c/o  Postmaster, 

San  Francisco,  California 
18  October  1943 

As  I have  stated  to  you  in  a previous  letter,  the 
rules  of  military  censorship  make  it  impossible  for 
me  to  give  you  an  adequate  picture  of  our  environ- 
ment or  activities.  These  rules  have  remained  in  force 
since  our  arrival  here  in  November,  1942.  They 
prohibit  all  reference  to  geographical  location,  names 
of  cities,  clinical  statistics,  and  factual  data  in  which 
I am  sure  you  would  be  greatly  interested.  Because 
we  are  allowed  to  censor  our  own  letters,  we  are 
inclined  to  err  on  the  side  of  overcautiousness.  We 
have  been  allowed  to  send  home  photographs  of  a 
non  military  nature,  and  also  packages.  Gift  pack- 
ages have  consisted  chiefly  of  native  wood,  carved 
objects,  native  jewelry,  sea  shells,  and  such  war 
trophies  as  we  were  fortunate  enough  to  obtain  from 
patients. 

Lieutenant  Colonel  Edward  J.  Ottenheimer  gave 
an  excellent  and  fairly  complete  description  of  our 
general  situation  over  here  in  a letter  which  appeared 
in  the  June  issue  of  the  Connecticut  State  Medical 
Journal.  Some  of  the  details  previously  mentioned 
in  his  letter  I will  also  refer  to  briefly. 

Regarding  our  physical  welfare  and  comfort,  our 
surroundings  and  environment  leave  little  to  be 
desired.  This  small  country  is  endowed  with  a wealth 
of  natural  beauty  and  resources  all  out  of  propor- 
tion to  its  size.  We  have  found  fascinating  enter- 


tainment in  the  history  of  the  early  Polynesian  im- 
migrations, the  journeys  of  Tasman  and  Cook,  and 
the  story  of  the  development  of  this  country  since 
the  first  English  settlers  undertook  the  task  a little 
more  than  one  hundred  years  ago.  It  is  a land  of 
perpetual  delight  to  the  naturalist  and  geologist. 
Extinct  volcanoes,  hot  pools,  geysers  and  trout- 
filled  lakes  hidden  in  a vast,  verdant  bush  country 
offer  unending  attraction  to  the  visiting  American. 
The  setting  is  a tropical  climate  where  the  nights 
are  never  hot  and  in  mid-Summer  the  days  are  crisp 
and  cool  from  an  ocean  breeze.  We  are  just  emer- 
ging from  the  Winter  season,  which  we  resented 
because  of  the  damp  penetrating  cold  and  frequent 
rains.  Actually,  according  to  my  World’s  Almanac, 
the  annual  precipitation  here  is  the  same  as  that  of 
New  York  City.  During  the  Winter  months  an 
overcoat  was  not  an  infrequent  necessity  and  electric 
plug-in  heaters  at  a premium.  The  foliage  remains 
green  throughout  the  year,  but  now  suddenly  the 
flowering  shrubs  and  blossoms  have  unfolded  in  a 
burst  of  exotic  tropical  coloring  which  defies  de- 
scription. 

We  are  fortunate  to  find  ourselves  in  an  English 
speaking  country,  whose  people  have  the  same 
heritage,  ideals,  customs  and  institutions  as  we.  Being 
only  a few  generations  removed  from  their  mother 
country,  we  find  the  expected  differences  in  speech 
and  custom,  notably  a predeliction  for  tea,  horse- 
racing and  cold  houses.  Central  heating  doesn’t  exist, 
and  when  these  hardy  folk  allow  themselves  the 
comfort  of  a small  open  hearth  fire,  they  leave  at  least 
one  large  window  open  in  the  same  room.  During 
those  Winter  months  we  dressed  for  an  evening  in 
the  picture  theater  as  we  would  for  a November 
football  game  in  New  England. 

It  is  a land  of  hardy,  rugged  people.  Outdoor 
sports  are  universal  from  youth  to  old  age.  Every 
one  is  an  athlete.  Tennis  clubs  and  tennis  courts  are 
everywhere,  every  village  has  its  bowling  green, 
every  school  its  cricket  and  rugby  fields,  and  golf 
courses  are  numerous.  Debatable,  and  a large  state- 
ment, of  course,  but  we  believe  that  here  is  to  be 
found  the  finest  trout  fishing  in  the  world.  In  all 
countries,  in  circles  where  the  art  of  dry  fly  fishing 
is  discussed  with  hushed  reverence,  the  name  of 
Allen  Pye,  genial  host  at  Huka  Lodge,  is  known  and 
respected.  For  the  mountain  climber  there  is  the  un- 
rivalled scenic  grandeur  of  the  Alpine  country.  The 
devotee  of  skiing  finds  limitless  slopes  of  powder 
snow  only  a day’s  journey  from  the  city.  Game  and 
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wild  fowl  are  abundant  and  game  laws  exceedingly 
liberal.  Indeed,  the  Government  has  placed  a gener- 
ous bounty  on  deer,  so  prolific  have  they  been  since 
importation.  Last,  but  probably  first  in  importance, 
is  universal  interest  in  horse-racing.  This  can  be 
referred  to  properly  as  “the  national  pastime.”  Sur- 
rounded as  we  are  by  all  these  facilities  for  recrea- 
tion, most  of  us  are  finding  a renewed  interest  in 
our  favorite  sport.  It  is  a contagious  atmosphere.  We 
somehow  find  more  time  for  these  things  than  we 
did  in  civil  life. 

A word  about  our  food,  and  “why  we  eat  too 
much.”  We  live  in  the  land  of  plenty,  a land  which 
supplies  the  outside  world  with  enormous  quantities 
of  beef  and  mutton  and  dairy  produce  each  year. 
Food  rationing  here  (tea  excepted)  is  unknown.  We 
are  continually  served  an  overabundance  of  all  the 
gustatory  delicacies.  The  inevitable,  increasing  waist- 
line is  a source  of  constant  complaint. 

Our  social  life  centers  about  a large  and  com- 
pletely furnished  Officers’  Club.  Here,  at  a well 
stocked  bar,  at  five  o’clock  can  be  had  at  small  cost 
a potent  and  palatable  Martini.  A central  lounge 
room  furnishes  adequate  floor  space  for  formal 
Saturday  evening  dances,  which  are  held  at  least 
once  or  twice  each  month.  On  week-day  evenings 
two  ping-pong  tables  are  kept  in  constant  use  and 
the  occasional  jitterbug  can  practice  his  art  by  music 
from  a victrola-amplifier  hook-up.  At  either  end  of 
the  main  hall  are  smaller  lounge  rooms  for  the 
officers  and  nurses  respectively.  A small,  completely 
equipped  kitchen  with  ice  box  allows  an  opportunity 
for  home  cooking  and  “private”  parties.  A poker 
session  generally  occupies  the  officers’  lounge.  In 
connection  with  the  Club  we  now  have  an  outdoor 
volleyball  court,  a golf  cage,  and  facilities  for  arch- 
ery and  softball.  The  Club  Officer  takes  care  of  most 
of  our  little  personal  necessities,  does  the  bookkeep- 
ing for  our  monthly  mess  bills,  supervises  the  trans- 
mission of  laundry  and  dry  cleaning,  and  even  loans 
us  money  when  pay  day  arrives  too  late. 

When  the  work  day  is  finished,  we  do  what  all 
other  people  do  away  from  home.  We  devour  letters 
from  home  and  write  letters  home.  Air  mail  (not 
V-Mail)  furnishes  excellent  regular  deliveries  in 
eight  to  ten  days  from  the  Eastern  United  States. 
We  listen  to  short  wave  radio  broadcasts,  we  read 
Life,  Reader's  Digest,  the  New  Yorker , and  the  daily 
morning  newspaper.  We  go  to  picture  shows,  we 
bicycle,  play  tennis  and  golf,  backgammon  and 
bridge.  A few  hardy  souls  sail  a boat  in  the  bay. 


We  read  the  available  medical  journals.  Finally  we 
constantly  struggle  against  becoming  enmeshed  in 
a whirl  of  social  engagements  and  obligations,  which 
at  times  becomes  very  embarrassing,  so  genuine,  so 
sincere  and  so  numerous  are  the  invitations  extended 
to  us  by  our  hospitable,  well  meaning  fellow  coun- 
trymen. 

To  the  frail,  war-weary  soldier,  with  broken 
body,  when  he  gazes  for  the  first  time  at  the  mecca 
of  his  journey,  the  words  of  Christ  must  take  on  a 
new  and  significant  meaning— “Come  unto  Me  all 
ye  that  are  weary  and  heavy  laden  and  I will  give 
you  rest.”  Our  hospital  must  fulfill  his  highest  hopes, 
situated  in  a beautiful  park,  overlooking  the  harbor 
in  the  distance,  and  surrounded  by  rolling,  well  kept 
lawns,  tropical  shrubbery,  stately  trees,  and  infinite 
varieties  of  carefully  tended  flowers.  Our  official 
visitors  say  simply  that  we  have  the  best  physical 
plant  in  this  area.  We  are  justly  proud  of  it.  Since 
we  moved  here  to  begin  work  nine  months  ago  there 
has  been  a constant  and  rapid  expansion.  Our  bed 
capacity  is  now  exactly  twice  that  originally 
planned.  Yet,  because  of  thoughtful  anticipation  of 
a future  demand,  the  Operating  Room,  X-Ray  and 
Laboratory  facilities  are  still  ample  and  adequate  to 
care  for  this  increased  load. 

In  accordance  with  conventional  Army  plans,  all 
wards  are  separate  structures  extending  at  right 
angles  at  intervals  from  an  exceedingly  long  en- 
closed central  corridor.  All  buildings  are  one  story 
of  frame  construction,  with  tile  roofs,  stucco  ex- 
teriors, and  attractive  rimu  wood  veneer  interior 
panelling.  Steam  heating  has  been  provided  for  the 
hospital  and  for  the  officers’  and  nurses’  barracks. 

An  enforced  idle  period  of  two  months  followed 
our  arrival  here  while  we  were  awaiting  completion 
of  construction.  During  this  interval  we  lived  under 
rather  primitive  conditions  in  a camp  some  twenty 
miles  from  the  city.  We  are  now  entering  our  tenth 
month  of  active  work  in  this  hospital.  At  first  we 
complained  because  of  a paucity  of  patients,  but 
that  period  proved  to  be  the  calm  before  the  storm. 
Soon  the  burden  became  great,  and  since  then  the 
flow  of  patients  has  never  ceased  and  the  end  is  not 
in  sight.  Time  has  flown  on  wings,  days  have  melted 
into  weeks,  and  weeks  into  months.  Nostalgia  and 
self-pity  over  petty  discomforts  have  been  subli- 
mated by  medical  interests.  Our  reward  has  been  the 
satisfaction  of  knowing  that  we  were  contributing 
our  share  in  this  great  total  effort. 

A brief  glimpse  of  the  over-all  medical  and  sur- 
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gical  picture  shows  a predominance  of  malaria, 
psychoneurosis,  wounds  of  all  types,  and  compound 
fractures.  Fungus  skin  infections  have  been  trouble- 
some and  disabling,  and  hookworm  infestations  com- 
mon. On  the  Surgical  Service  other  problems  are 
frequent  and  include  peripheral  nerve  injury,  blast 
concussion  and  blast  ear  drum  perforations,  chest 
wounds  with  hemothorax  and  empyema,  arterio- 
venous aneurysms,  and  many  so-called  “tropical 
ulcers.”  We  have  had  a moderate  number  of  burns, 
but  little  gas  gangrene.  We  have  found  decided 
advantage  in  treating  our  burns  with  the  paraffin 
wax  spray  method  described  by  Lieutenant  Com- 
mander Ralph  C.  Pendleton,  USNR.  The  excellent 
general  condition  of  patients  reaching  us  with  very 
extensive  recent  compound  fractures  deserves  com- 
ment. In  general  these  patients  are  comfortable, 
afebrile,  and  show  little  evidence  of  general  toxicity 
despite  the  presence  of  gross  wound  contamination. 
We  attribute  this  primarily  to  plaster  of  paris  im- 
mobilization, with  due  but  secondary  credit  to  the 
use  of  the  sulfonamides. 


Many  interesting  studies  are  now  in  progress  and 
special  assignments  have  been  given  the  different 
officers  in  order  to  accumulate  data  regarding  the 
various  problems.  Wherever  possible,  cases  are 
grouped  on  special  wards  for  these  studies.  As  a 
result  of  this  plan,  for  example,  an  important  obser- 
vation was  made  recently  regarding  the  significance 
and  etiology  of  the  so-called  “tropical  ulcer.”  Fol- 
lowing an  outbreak  of  nasal  and  pharyngeal  diph- 
thria,  Captains  Liebow  and  McLean  were  able  to 
show  a definite  relationship  between  these  ulcers 
and  the  appearance  of  the  clinical  diphtheria.  The 
corynebacterium  diphtheriae  was  recovered  from 
the  ulcers  and  virulence  tests  proved  its  pathogen- 
icity. 


In  April  we  participated  in  a three-day  Post 
Graduate  Conference,  which  was  attended  by  the 
entire  Medical  Association  here.  On  the  first  day 


meetings  were  held  at  the  local  University  and  Hos- 
pital, on  the  second  day  at  the  Naval  Hospital,  and 
on  the  last  day  here  at  the  Army  hospital.  These 
meetings  resembled  our  own  Connecticut  Clinical 
Congress  and  met  with  a very  enthusiastic  response. 
The  program  included  the  following  papers  by 
members  of  the  39th  General  Hospital: 


Recent  Advances  in  the  Field  of  Cancer 

Lt.  Col.  Ashley  W.  Oughterson 

Heparin  and  Dicoumarin 

Lt.  Col.  Edward  J.  Ottenheimer 


Pharmacology  and  Toxicology  of  the  Sulfonamides 

Major  J.  H.  Bumstead 

Physiological  Principles  in  Diabetic  Treatment 

Major  C.  L.  Robbins,  Lt.  T.  D.  Rosenbaum 
Alcohol  Major  Merrill  Moore 

Treatment  of  Deep  Phlebitis  by  Venous  Ligation 

Major  C.  C.  Bishop 
Pilonidal  Sinus  Major  F.  A.  Sutherland 

Aetiology  and  Clinical  Cause  of  Thrombophlebitis 

Captain  A.  A.  Liebow 
Herniation  of  the  Intervertebral  Disk 

Captain  Max  Taffel 
Use  of  Sulfonamides  in  Surgery  Captain  F.  A.  Post 
Recent  Progress  in  Treatment  of  Shock 

Captain  L.  A.  Erskine 
Perhaps  you  would  be  interested  in  the  program 
of  our  weekly  scientific  meetings  and  activities:  on 
Monday  the  Surgical  Staff  meeting;  Urological 
X-Ray  conferences  on  Tuesday  and  Friday;  Medi- 
cal Staff  meeting  on  Wednesday;  Orthopaedic  X- 
Ray  conference  on  Thursday;  and  a Combined  Staff 
meeting  on  Friday.  On  two  occasions  we  have  enter- 
tained the  local  City  Clinical  Society  by  evening 
meetings  here  in  the  hospital. 

We  pointed  out  above  that  our  bed  capacity  had 
doubled  since  the  opening  of  the  hospital.  During 
this  same  interval  there  has  been  no  increase  in  the 
number  of  officers  and  nurses.  Despite  the  enormous 
increase  in  work  volume,  we  feel  that  a high  stand- 
ard of  efficiency  in  the  care  and  treatment  of  our 
patients  has  been  maintained.  Each  individual  has 
shouldered  his  burden  without  complaint.  Since 
arrival  overseas  we  have  lost  several  of  our  officer 
personnel.  Our  original  Commanding  Officer, 
Colonel  Ottis  L.  Graham,  was  returned  to  the 
United  States  because  of  illness.  Since  then  Colonel 
Don  Longfellow  has  taken  command.  The  outstand- 
ing recent  change  has  been  the  transfer  of  Lieuten- 
ant Colonel  Ashley  W.  Oughterson  to  take  over  the 
duties  of  Surgical  Consultant  for  this  entire  area. 
Lieutenant  Colonel  Edward  J.  Ottenheimer  replaced 
Lieutenant  Colonel  Oughterson  as  Chief  of  the  Sur- 
gical Service,  and  I was  promoted  to  become  the 
Assistant  Chief  of  Surgical  Service.  Major  Paul 
Harper  has  been  assigned  elsewhere  as  Malarial 
Control  Officer.  Captain  Crankshaw,  Captain  Wil- 
bur Johnston,  and  Lieutenant  Wilbur  Falk  were 
transferred  to  other  organizations.  Because  of  illness 
Major  Charles  Breck  and  Captain  William  Bruckner 
were  also  returned  to  the  United  States. 
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In  closing  may  I venture  to  add  that  next  to  our 
homes  and  families,  the  future  of  medicine  in  our 
own  country  is  our  greatest  concern.  My  impression 
is  that  this  is  becoming  an  aggressive,  forceful  inter- 
est, not  that  of  passive  curiosity.  In  this  little  coun- 
try in  which  we  live  social  trends  in  medicine  are 
far  advanced.  This  has  awakened  anew  our  interest 
and  leads  us  to  a serious  survey  of  the  scene  around 
us.  We  meet  frequently  Mr.  Douglas  Robb,  author 
of  various  books  and  articles  on  this  subject,  and  have 
found  his  view  most  stimulating  and  constructive. 
When  these  inevitable  and  necessary  innovations 
occur  in  our  system  of  medical  practice,  we  hope 
that  the  terms  Social  Medicine  can  and  will  be  made 
synonymous  with  widespread  improvement  in  the 
standard  of  medical  care  for  the  patient.  That  the 
care  of  the  individual  patient  can  be  improved  by 
cooperative  effort  is  the  lesson  that  our  experience 
in  the  Army  has  forcibly  impressed  upon  us.  Here 
we  have  worked  together  in  equanimity,  our  mutual 
efforts  directed  solely  to  one  end— the  healing  of 
wounded  and  afflicted.  Here,  to  the  infinite  advan- 
tage of  the  patient,  unlimited  consultative  service 
has  been  available.  Here  the  judgment  of  the  physi- 
cian has  not  been  clouded  by  petty  personal  jeal- 
ousies, nor  his  plan  of  treatment  compromised  by 
financial  considerations.  We  will  return  with  the 
indelible  impression  that  a planned  scheme  for  the 
future,  in  which  the  complex  needs  of  each  patient 
become  a joint  responsibility  of  capable  minds 


working  in  harmonious  cooperation,  and  in  which 
the  individual  practitioner  is  not  called  upon  to 
perform  tasks  beyond  his  training  and  ability,  will 
reflect  to  the  ultimate  benefit  of  the  patient  and  also 
his  physician.  The  conspicuous  absence  of  thought- 
ful discussion  and  the  lack  of  intelligent,  vigorous 
initiative  in  our  own  profession  toward  social 
medicine,  together  with  the  failure  of  our  societies 
to  propose  energetic  recommendations  based  on 
adequate  studies  of  the  future  needs  and  demands  of 
the  public,  disturb  us  greatly.  Perhaps  we  are  im- 
patient, yet  we  feel  that  the  circumstances  are 
urgent.  Perhaps  the  solution  is  not  apparent  or  pos- 
sible at  the  moment,  yet  we  feel  that  the  difficulties 
are  not  insuperable.  Isolationism  did  not  allow  us 
to  escape  the  bitter  tragedy  of  Pearl  Harbor,  nor 
will  our  present  indifference  and  “laissez  faire” 
attitude  toward  this  problem  prevent  a future 
chaotic  retardation  of  medical  progress. 

We  have  been  proud  indeed  to  note  that  Con- 
necticut, through  its  State  Society  and  Journal,  has 
assumed  such  an  enlightened  and  progressive  atti- 
tude toward  the  newer  social  trends  in  the  practice 
of  medicine.  By  so  doing  it  can  easily  play  an  en- 
viable role  in  the  formulation  of  plans  for  the  future 
of  medicine  in  our  country. 

With  kindest  regards  and  best  wishes  always, 

Francis  A.  Sutherland, 
Major,  MC— AUS 


DECEMBER,  NINETEEN  HUNDRED  AND  FORTY-THREE 
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SPECIAL  MEETING 
HOUSE  OF  DELEGATES 

New  Haven  Medical  Association 

364  Whitney  Avenue 

3:30  P.  M.,  WEDNESDAY,  DECEMBER  8 


Action  on  budget  for  1944  and  other 
important  business 
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In  the  year  1796  President  Timothy  Dwight  of 
Yale  College  began  a series  of  vacation  trips  through 
New  England  and  New  York  which  some  years 
later  culminated  in  four  volumes  of  “Travels.”  One 
object  of  these  journeys  may  be  found  in  his  own 
words,  “As  it  was  naturally  presumed  by  me,  that 
some  of  those  who  will  live  eighty  or  a hundred 
years  hence,  must  have  feelings  similar  to  my  own, 
I resolved  to  furnish,  so  far  as  should  be  in  my 
power,  means  of  enabling  them  to  know  what  was 
the  appearance  of  their  country  during  the  period 
occupied  by  my  journeys.”  Dwight’s  Travels  repre- 
sent far  more  than  a book  of  travel,  for  his  observa- 
tions show  a clarity  of  perception  of  the  life  and 
times  of  the  people  of  his  day  not  to  be  found  in 
any  contemporary  writer  of  New  England.  He 
loved  New  England  and  her  people  and  sincerely 
believed  that  the  colonization  of  America  was  not 
only  an  enterprise  unique  in  the  history  of  mankind 
but  was  destined  to  furnish  to  the  rest  of  the  world 
an  unprecedented  example  of  democracy  as  the 
highest  form  of  government  possible  to  men  of  good 
will.  To  Dwight  the  independence  of  the  New 


England  farmer,  his  right  to  own  property  and  to 
live  on  his  own  ground  was  something  that  formed 
him  into  the  best  type  of  citizenship.  In  his  life  and 
writings  he  stands  as  one  of  the  true  champions  of 
what  we  speak  of  today  as  The  American  Way  and 
no  one  has  expressed  better  the  feeling  which  every 
American  must  feel  in  these  troubled  and  threaten- 
ing times.  These  are  his  words: 

“In  consequence  of  this  mode  of  occupancy, 
every  man  has  something  to  defend;  and  that 
something,  in  his  own  estimation,  of  incalculable 
value.  It  is  a secure  estate,  absolutely  his  own;  and 
of  such  magnitude,  as  to  furnish  an  ample  com- 
petence to  himself,  and  his  family.  In  estimating 
the  subject,  pounds,  shillings,  and  pence,  are  for- 
gotten. Too  much  endeared  to  him  to  be  com- 
puted in  this  manner,  it  endears  every  thing 
around  him;  his  neighbourhood,  his  country,  and 
its  Government:  for  with  every  serious  thought 
concerning  the  blessings,  which  he  enjoys,  all 
these  are  intimately  associated.  With  such  an 
attachment  to  the  objects,  which  claim  his  pro- 
tection, and  the  high  spirit  of  independence,  in- 
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wrought  from  the  beginning  into  his  character,  it 
is  scarcely  possible,  that  he  should  not  act  the 
soldier,  when  he  perceives  any  danger,  threaten- 
ing his  enjoyments,  or  his  country.” 

The  New  England  Opinion 

A turbulent  deluge  of  words  has  been  set  loose 
by  Senator  Wagner’s  new  idea  of  Utopia  by  legisla- 
tion. Medical  societies  across  the  land  have  gone  on 
record  and  passed  resolutions  of  condemnation  that 
are  spirited  if  not  always  logical  and  the  Journal  of 
the  American  Medical  Association  has  said,  in  in- 
stallments, that  all  is  right  with  medicine  in  America, 
in  fact  it  is  so  near  perfection  it  should  not  be  dis- 
turbed. That  is  on  one  side.  On  the  other,  the 
ex-bacteriologist,  Mr.  DeKruif  who  will  write  on 
almost  any  subject  at  the  drop  of  a hat,  and  just  to 
keep  the  game  going  drops  his  own  beret  now  and 
again,  has  written  a book  that  had  quite  a vogue  on 
the  Washington  trains  for  a while.  The  pontifical 
space  writer,  Waldemar  Kaempffert,  has  contributed 
whenever  space  and  rates  can  be  found  and  Henry 
Kaiser,  who  builds  ships,  has  a fool-proof  7 '/2  <f-  a 
day  plan  for  medical  care  that  if  time  is  taken  to 
figure  it  out  would  only  cost  three  and  a half  billion 
dollars  a year.  Senator  Murray  has  mounted  the 
rostrum  to  explain  that  the  Wagner  Bill  does  not 
really  mean  all  that  it  seems  to  mean,  and  that  mili- 
tant little  band  of  wise  men,  the  Committee  of 
Physicians,  was  quick  to  write  Senator  Wagner  a 
letter  of  congratulation  and  approval. 

In  all  this  flood  of  confused  and  confusing  opinion 
a solid  rock  of  clear  thinking  is  found  in  the  state- 
ment from  the  medical  societies  of  New  England 
that  is  published  in  this  issue  of  the  Journal.  With 
characteristic  forthrightness  New  England  admits 
that  medical  care  can  and  should  be  made  more 
readily  and  economically  available  for  all  people. 
The  insurance  principle  for  providing  medical  care 
is  endorsed  and  a special  plea  is  made  that  if  govern- 
ment is  to  intervene  it  should  be  for  the  poor  who 
have  no  income  from  which  a 6%  tax  can  be  col- 
lected and  who  seem  to  be  forgotten.  1 he  statement 
holds  no  selfish  fear  about  what  may  happen  to  the 
profession  as  a career  if  it  comes  under  government 
control,  but  it  does  express  alarm  as  to  what  will 
become  of  the  quality  of  medical  care  if  it  becomes 
the  plaything  of  politics. 

The  document  has  been  prepared  for  the  self- 
reliant  people  of  New  England  and  their  representa- 
tives in  the  Congress  of  the  United  States  and  offers 
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the  experienced  wisdom  of  medical  counsel  to  aid  in 
the  development  of  a program  of  social  betterment 
in  the  American  tradition  without  revolutionizing 
the  habits  of  independence.  It  is  from  a beginning 
such  as  this  that  substantial  progress  should  be  made. 
The  proposal  is  surely  not  unique  for  physicians 
everywhere  must  have  thought  of  it  and  asked  why 
it  has  not  been  done  before.  Perhaps  attempts  have 
been  made  and  not  borne  fruit  but  if  that  is  the 
case  medicine  and  the  public  should  know  it.  And  if 
every  effort  has  not  been  made  to  bring  about  a 
cooperative  understanding  between  those  respon- 
sible for  medical  care  and  those  responsible  for 
government,  medicine  has  the  right  to  know  why. 

The  Arnold  Klebs  Library 

The  announcement  several  months  ago  that  the 
library  of  the  late  Dr.  Arnold  C.  Klebs  had  been 
bequeathed  to  the  Historical  Library  at  the  Yale 
School  of  Medicine  was  of  distinct  interest  to  the 
medical  profession  in  Connecticut,  for  it  meant  that 
the  great  library  of  renaissance  medical  books 
housed  here  will  be  joined  by  one  of  the  most  im- 
portant private  libraries  in  the  world.  Of  interest, 
therefore,  is  the  following  excerpt  from  an  annota- 
tion concerning  Dr.  Klebs  which  appeared  in  The 
Lancet  of  recent  date: 

“Imbued  with  the  same  restless  activitv,  in- 
herited from  Slav  forbears,  Arnold  Klebs  became 
a leader  in  the  group  of  American  physicians 
attacking  the  problems  of  tuberculosis,  was  direc- 
tor of  the  Tuberculosis  Institute  of  Chicago  and 
edited  (in  1909)  an  American  symposium  on 
Tuberculosis,  which  was  a minor  landmark. 
Then  at  the  age  of  40,  though  a naturalized  Ameri- 
can with  an  American  wife,  he  returned  to  his 
native  Switzerland  and  devoted  himself  to  the 
history  of  medicine.  All  his  work  was  based  on 
thorough  scientific  knowledge  of  the  printed 
sources  of  whatever  subject  he  had  in  hand.  His 
first  large-scale  work  was  a history  of  variolation, 
the  forerunner  of  vaccination,  but  he  soon  re- 
stricted his  interest  to  renaissance  medicine  and 
became  the  acknowledged  authority  on  medical 
incunabula— books  printed  before  1500— and  their 
immediate  succesors.  Under  the  inspiration  of 
William  Osier  he  set  out  to  combine  his  own  skill 
in  the  medical  content  of  these  books  with  the 
technical  study  of  the  early  printers  and  their 
methods,  which  had  been  the  preserve  of  librar- 
ians. His  real  love  for  old  books  and  woodcuts 
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and  his  wide  knowledge  of  Europe  enabled  him 
to  play  with  consummate  skill  the  detective  game 
of  dating  and  attributing  the  rare  anonymous 
tracts  of  his  chosen  period.  He  was  equally  at 
home  with  the  masters— Leonardo,  Fracastoro, 
Vesalius.  His  identification  of  the  serial  landscape 
which  appears  in  the  plates  of  the  Fabrica  is  one 
striking  instance  of  his  cultivated  insight.  His 
advice  was  always  at  the  service  of  his  friend 
Harvey  Cushing  when  he  was  collecting  the  rich- 
est library  of  renaissance  medical  books  ever  got 
together  by  a private  collector.  Cushing  be- 
queathed his  library  to  Yale,  where  after  the  war 
Kleb’s  own  books  will  join  it.  Masterly  studies  of 
herbals  and  plague-books  were  steps  towards  the 
ideal  catalogue  which  now  we  shall  never  see. 
In  1937  however  Klebs  published  a short  title  list 
of  all  known  editions  of  scientific  incunabula 
(‘3,000  and  a few  more’),  the  fruit  of  thirty  years’ 
intensive  study  and  an  irreplaceable  tool  for  his 
followers.  In  a preface  of  characteristically  veiled 
incisiveness  he  acknowledges  the  friendship  and 
help  of  an  American,  Fielding  Garrison,  a Ger- 
man, Karl  Sudhoff,  a Frenchman,  Louis  Polain, 
and  ‘the  most  perfect  technical  aid’  of  an  English- 
man, Mr.  Victor  Scholderer  of  the  British 
Museum.  Klebs  was  often  in  London,  where  he 
enjoyed  the  friendship  of  D’Arcy  Power,  who 
contributed  to  the  book  of  essays  dedicated  to 
Klebs  in  1940.  He  was  last  here  in  April  1939 
on  his  way  home  from  a one-day  hop  to  America 
for  Cushing’s  70th  birthday  party.” 

Postwar  Medicine  and  the  British 
Profession 

Under  the  title  “For  The  Greater  War”  a recent 
editorial  in  The  Lancet  reveals  a good  deal  of  inter- 
esting thought  which  the  Medical  Profession 
in  Britain  is  exercising  concerning  postwar  prob- 
lems. It  calls  for  a greater  and  more  positive  leader- 
ship on  the  part  of  Medicine  in  civic  affairs,  particu- 
larly those  having  to  do  with  matters  of  health  as  it 
relates  to  proper  housing  for  the  underprivileged. 


The  writer  also  discusses  ways  in  which  medical 
practice  may  become  more  effective  and  pays 
tribute  to  a member  of  our  Society  whose  writings 
on  this  subject  are  well  known.  The  editorial  con- 
cludes with  these  words: 

“How  many  doctors  have  soberly  considered 
what  they  might  gain,  and  what  medicine  might 
gain,  from  a new  freedom— freedom  from  fee- 
getting—which  might  enable  them  to  do  their 
fundamental  work  more  effectively  both  as  indi- 
viduals and  as  a profession?  ‘Salary  payment,’  says 
Prof.  J.  P.  Peters,  of  Yale,  ‘might  allow  more  of 
them  to  join  the  ranks  of  those  who  are  improving 
the  healing  art.’  Though  it  is  premature  to  suggest 
that  all  participants  in  a national  medical  service 
should  be  paid  by  salary,  the  time  has  certainly 
come  for  large  experiments  in  remuneration  as  in 
much  else. 

“We  all  know  well  that  a great  deal  more  could 
be  done  to  make  people  healthier,  saner  and 
happier;  and  we  ought  not  to  be  content  until  we 
are  in  a position  to  demand  and  perform  the 
resolute  actions  required  in  peace  as  well  as  in 
war.  Then  as  now,  in  medicine  as  elsewhere,  it 
will  be  essential  to  make  the  best  use  of  materials, 
labour  and  brains.  Whatever  our  present  repre- 
sentatives may  think,  we  are  not  going  back  to 
1939.” 

Colonel  Bayne- Jones  New  Director  of 
Typhus  Commission 

Colonel  Stanhope  Bayne-Jones,  MC— AUS,  for- 
merly dean  of  Yale  University  School  of  Medicine, 
has  been  appointed  director  of  the  United  States  of 
America  Typhus  Commission.  He  succeeds  Brig. 
Gen.  Leon  A.  Fox,  USA,  and  takes  over  this  direc- 
torship in  addition  to  his  other  duties  as  assistant 
director,  Preventive  Medicine  Division,  Office  of 
the  Surgeon  General.  The  Connecticut  State  Medi- 
cal Society  congratulates  its  distinguished  member 
in  this  new  honor  which  has  been  conferred  upon 
him. 


This  States  the  Case 
for 


Professional 


Season’s  Greetings 

to  our  many  Connecticut 
doctor  and  hospital  friends 
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FROM  THE  SECRETARY’S  OFFICE 

CREIGHTON  BARKER,  m.d. 

258  Church  Street  New  Haven 

INTERIM  REPORT 

Each  year  at  the  annual  meeting  of  the  House  of  Delegates , the  Secretary  presents  a report  and  during 
the  past  few  years , there  has  been  included  in  that  report  a general  statement  of  the  affairs  of  the  Society 
as  well  as  the  report  of  membership  and  other  items  that  apply  specifically  to  the  Secretary's  office. 
Now,  at  the  end  of  a busy  year,  it  is  believed  to  be  of  interest  to  give  an  interim  report,  particularly  for 
the  information  of  members  of  the  Society  who  are  away  from  home  in  military  service,  so  that  all  may 
know  of  the  increased  activity  incident  to  the  war  and  the  many  new  projects  in  which  the  Society 
is  engaged. 


MEMBERSHIP 

Membership  in  the  Society  has  increased  in  a 
most  gratifying  manner  during  the  past  few  years 
so  that  at  present  there  are  over  2,000  Connecticut 
physicians  on  the  Society’s  rolls.  This  is  an  increase 
of  more  than  400  members  since  1937.  The  interest 
of  many  members  who  had  been  dropped  for  non- 
payment of  dues  has  been  revived  and  they  have 
been  reinstated,  and  practically  all  new  physicians 
establishing  themselves  within  the  State  become 
members  as  soon  as  they  meet  the  residence  qualifi- 
cations. 

As  a result  of  this  increase  in  membership  the 
Society  gained  an  additional  delegate  to  the  Ameri- 
can Medical  Association  and  the  Secretary  of  the 
Society  has  been  named  by  the  Council  as  the  third 
delegate  pending  a formal  election. 

MILITARY  SERVICE 

There  are  463  members  of  the  Society  now  serving 
their  country.  A list  of  these,  as  of  November  24, 
is  published  elsewhere  in  this  issue.  One  member, 
A.  Joseph  Leon,  Mystic,  has  died  while  in  service. 
Three,  Francis  Gallo,  Winsted;  Luther  C.  Heidger, 
Stratford;  and  Sidney  L.  Vernon,  Willimantic,  are 
believed  to  be  prisoners  of  the  enemy.  8 have  been 
discharged  from  the  services  for  physical  disquali- 
fication. 

THE  JOURNAL 

The  Connecticut  State  Medical  Journal  is  now 
in  its  seventh  year  of  publication  and  rapidly  took 
its  place  among  the  foremost  and  more  attractive  of 
the  state  medical  journals.  The  change  in  format 
that  was  instituted  shortly  ago  has  been  rather  wide- 


ly copied  by  publications  elsewhere.  Stanley  Weld 
continues  to  be  the  editor-in-chief  in  charge  of  the 
business  management  of  the  Journal  and  he  is 
materially  aided  by  Herbert  Thoms,  the  literary 
editor.  Paul  Swett  of  Bloomfield  has  become  a mem- 
ber of  the  editorial  staff  in  place  of  Lee  Van  Ant- 
werp who  is  serving  in  the  Army.  This  Army  and 
Navy  issue  of  the  Journal  is  an  ambitious  project 
of  the  editorial  board  that  so  far  as  is  known  has  not 
been  duplicated  by  any  other  state  journal  and  every 
possible  effort,  in  spite  of  mailing  restrictions,  has 
been  made  to  insure  its  delivery  to  members  on 
foreign  stations. 

operation  of  the  selective  service  and  induction 

CENTERS 

When  the  Selective  Service  went  into  operation 
in  1940  the  Society  was  asked  by  the  Governor  of 
the  State  to  assume  the  responsibility  for  the  selec- 
tion of  medical  examiners  to  serve  with  local  Selec- 
tive Sendee  boards.  A member  of  the  Society,  Lieut. 
Colonel  William  B.  Smith,  became  the  medical 
officer  at  State  Selective  Service  headquarters  and 
for  more  than  three  years  the  Society  has  had  the 
closest  relationship  with  the  office  of  Colonel  Smith 
and  the  headquarters  of  the  State  Selective  Service. 
As  the  months  passed  many  physicians  who  origin- 
ally served  as  examiners  with  local  boards  joined 
the  colors  and  constant  changes  have  been  necessary 
in  the  medical  personnel  of  the  Selective  Sendee. 
The  simplification  of  the  local  board  medical  exam- 
ination reduced  the  time  required  of  medical 
examiners,  but  nevertheless  more  than  250  Connecti- 
cut physicians  are  continuously  engaged  in  service 
to  local  draft  boards. 
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An  Army  induction  center  for  Connecticut  was 
established  in  Hartford  late  in  1940  and  Donald 
Wells  accepted  the  responsibility  for  obtaining 
physicians  to  serve  in  the  induction  examinations  at 
that  center.  Except  for  a short  period  early  in  1943 
when  the  center  was  closed  for  re-equipment,  it 
continued  in  operation  until  November  1 when  it 
was  closed.  In  the  spring  of  this  year  a second  Army 
induction  center  was  opened  in  New  Haven  and 
Arthur  Dayton  became  the  civilian  liaison  physician 
charged  with  the  manning  of  that  station.  Major 
Charles  Verstandig,  a member  of  the  Society,  is  the 
chief  medical  officer  at  the  New  Haven  station. 
More  than  100  physicians  have  served  or  are  serving 
in  connection  with  the  operation  of  these  two 
induction  centers. 

CIVILIAN  DEFENSE 

Connecticut  realized  early  the  importance  of 
organizing  for  the  protection  of  its  industry  and  its 
people.  George  Smith,  now  president  of  the  Society, 
was  appointed  the  chairman  of  the  Medical  Pre- 
paredness Committee  in  1940  and  when  the  State 
organized  its  defense  council  Dr.  Smith  became  a 
member  of  it  and  has  continued  in  that  capacity. 
Somewhat  later  Ralph  McDonnell,  the  secretary  of 
the  New  Haven  County  Medical  Association,  was 
commissioned  Surgeon  (R)  in  the  United  States 
Public  Health  Service  as  the  emergency  medical 
officer  for  Connecticut  and  he  has  continued  on  a 
full  time  basis  in  the  organizing  and  drilling  of 
emergency  medical  units.  Mr.  William  B.  Sweeney, 
the  superintendent  of  the  Windham  County  Hos- 
pital, has  been  the  hospital  officer  with  the  State 
Defense  Council  and  under  the  guidance  of  these 
three  medical  planning  in  the  civilian  defense  has 
gone  forward  to  a high  state  of  perfection  and 
in  many  instances  has  been  accepted  as  a pattern 
in  other  states. 

There  are  affiliated  hospital  units  organized 
around  the  hospitals  in  the  areas  of  Stamford, 
Bridgeport,  New  Haven,  Waterbury,  Hartford, 
Meriden  and  New  London.  Each  of  these  units  is 
manned  by  a stand-by  staff  of  15  physicians  on  an 
inactive  commissioned  status  in  the  Reserve  of  the 
United  States  Public  Health  Service  and  they  are 
subject  to  call  in  emergency  by  the  chief  medical 
officer  of  the  state.  A number  of  secondary  hos- 
pital positions  have  been  surveyed  for  use  in  case  of 
emergency  and  three  general  hospitals  have  been 
planned  in  state  institutions  to  go  into  operation  if 
necessity  arises.  Equipment  consisting  of  beds  and 


furnishings  have  been  extensively  provided  by  the 
War  Department  as  well  as  an  ample  supply  of 
plasma  for  use  in  disaster. 

PREPAID  MEDICAL  SERVICE  PLANS 

The  study  of  prepaid  medical  service  that  has 
been  under  way  under  the  Society’s  committee  for 
four  years  has  gradually  reached  a culmination.  The 
House  of  Delegates  at  its  annual  meeting  in  May 
passed  a resolution  presented  by  the  Committee  on 
Prepaid  Medical  Service  asking  that  each  of  the 
eight  county  associations  appoint  a committee  to 
discuss  the  subject  in  their  areas  and  in  continuance 
of  this  policy  it  was  presented  before  each  of  the 
county  associations  at  their  semi-annual  meeting  in 
October  by  the  chairman  of  the  Council,  Dr.  Miller. 
As  a result  of  this  broad  discussion  program  there 
was  a general  unanimity  of  opinion  that  the  com- 
mittee should  proceed  with  its  deliberations  and 
present  a definitive  plan  to  members  of  the  Society 
at  a propitious  time.  Just  what  form  that  plan  will 
take  cannot  be  stated  now,  nor  can  the  final  decision 
with  regard  to  it  be  forecast.  It  may  be  said,  how- 
ever, that  the  subject  has  had  wide  discussion  and 
every  member  of  the  Society  has  had  the  oppor- 
tunity to  familiarize  himself  with  its  underlying 
principles. 

A BUILDING  FUND 

The  House  of  Delegates  at  its  annual  meeting  in 
May  adopted  a recommendation  of  the  Council 
that  a board  of  trustees  for  a fund  to  ultimately 
provide  a building  for  the  Society  be  created. 
James  D.  Gold  of  Bridgeport  is  the  chairman  of  this 
Board  and  its  other  members  are:  C.  Charles  Bur- 
lingame, Roy  L.  Leak,  George  M.  Smith  and  Daniel 
Sullivan.  The  Board  has  met  a number  of  times  in 
general  discussion  of  the  project,  has  submitted  a 
preliminary  report  to  the  Council,  and  is  engaged 
in  the  long  term  planning  of  a building  program. 

women’s  AUXILIARY 

From  time  to  time  during  years  past  the  proposal 
that  the  Society  have  a Women’s  Auxiliary  has  been 
considered  without  any  action  being  taken.  A com- 
mittee under  the  chairmanship  of  Ralph  Gilman  is 
now  studying  the  subject  and  has  lately  completed 
an  inquiry  of  all  available  members  of  the  Society 
as  to  whether  an  Auxiliary  should  be  organized. 

PARTICIPATION  IN  PUBLIC  AFFAIRS 

The  General  Assembly  of  1943  authorized  the 
Public  Welfare  Council  of  the  State  to  proceed  with 
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a study  of  the  needs  for  public  provision  for  the 
care  of  the  chronically  sick  and  the  Council  has 
appointed  Karl  Heiser,  ph.d.,  loaned  from  the  staff 
of  the  Norwich  State  Hospital  to  direct  that  sur- 
vey. The  Society  has  been  asked  to  provide  a com- 
mittee to  advise  on  the  medical  phases  of  the  study. 
The  committee  consists  of  James  R.  Miller,  chair- 
man, Eugen  Kahn,  Wilmar  M.  Allen,  Charles  H. 
Sprague,  George  M.  Smith,  and  the  Secretary  of  the 
Society.  This  important  segment  of  public  medical 
care  has  been  foremost  in  the  minds  of  many  for 
several  years  and  it  now  appears  that  definite  recom- 
mendations will  be  forthcoming  for  consideration 
by  the  1945  General  Assembly. 

The  Department  of  Public  Welfare  under  Com- 
missioner Robert  J.  Smith  has  appointed  a medical 
advisor,  Dr.  Leonard  J.  Parente,  a member  of  the 
Society  and  the  Society  has  provided  a medical 
advisory  committee  to  the  Department  and  its  pur- 
pose is  to  aid  in  policy  making  in  connection  with 
medical  care  functions. 

The  Wagner-Murray-Dingell  Social  Security 
Bill  has  received  careful  attention  by  the  Society’s 
committee  on  National  Legislation.  Dr.  Miller,  Dr. 
Murdock  and  the  Secretary  of  the  Society  have  par- 
ticipated in  a New  England  conference  on  the  sub- 
ject which  was  instigated  by  Roger  I.  Lee,  president 
of  the  Massachusetts  Medical  Society  and  chairman 
of  the  Board  of  Trustees  of  the  American  Medical 
Association.  A statement  of  representative  opinion 
of  Connecticut  physicians  has  been  prepared  for 
transmission  to  Connecticut  representatives  in  the 
Congress  of  the  United  States.  There  has  been  a 
realization  on  the  part  of  the  Society’s  committee 
that  medicine’s  position  in  relation  to  Government 
attention  to  medical  care  should  not  be  static  or 
selfish  and  the  exposition  presented  by  the  com- 
nrttee  is  a fair  and  thoughtful  statement  on  the 
subject. 

THE  CLINICAL  CONGRESS 

Last  year  there  was  some  uncertainty  as  to 
whether  the  Connecticut  Clinical  Congress  should 
be  continued  during  war  time  but  the  committee 


finally  decided  that  it  would  be  held  in  1944  except 
for  shortening  it  to  two  days.  The  wisdom  of  the 
committee’s  judgment  became  apparent  during  the 
Congress  in  September  of  this  year  which  was  at- 
tended by  nearly  500  physicians.  This  large  attend- 
ance at  a time  that  it  is  realized  that  everyone  is  very 
busy  and  transportation  curtailed  made  it  certain 
that  the  Congress  will  again  be  held  in  1944  so  that 
its  long  and  useful  career  of  nearly  20  years  will 
not  be  interrupted. 

The  impact  of  the  war  has,  of  course,  been  felt 
by  the  medical  profession  and  in  some  ways  upon 
the  quantity  of  medical  care  available.  On  the 
whole,  however,  Connecticut  has  gotten  along  very 
well  under  war-time  conditions  and  the  State  Medi- 
cal Society  is  maintaining  and  strengthening  its  posi- 
tion and  trying  in  every  wav  to  increase  its  use- 
fulness to  its  members  and  its  service  to  the  public. 
The  Secretary  sends  you  all,  wherever  you  may  be, 
his  highest  respects  and  best  wishes  for  the  New 
Year  and  looks  forward  to  welcoming  you  home  in 
a happier  day  not  far  off. 


What  Is  $500  to  Macfadden? 

The  Macfadden  Health  Service  Bureau,  Inc.,  has 
been  fined  the  huge  sum  of  $500  for  practicing 
medicine  without  a license,  so  we  are  informed  by 
The  New  York  Times.  What  is  this  paltry  fine  to 
such  a corporation  which,  although  no  longer  guided 
by  the  pseudo-salubrious  palm  of  its  founder  Bernarr 
Macfadden,  still  reeks  of  his  commercialism! 


1944  Polio  Campaign 

January  14  to  31,  inclusive,  will  mark  the  official 
period  for  the  1944  Fund  Raising  Appeal  through 
the  celebration  of  the  President’s  Birthday.  This 
past  year  the  ravages  of  infantile  paralysis  were 
felt  deeply  at  such  widely  divergent  points  as  Texas 
and  Connecticut,  California  and  Kansas,  Oklahoma 
and  Oregon  as  well  as  Utah,  Washington  and 
Illinois.  Funds  upon  which  such  heavy  inroads  were 
made  by  the  1943  epidemic  must  be  replenished. 


This  States  the  Case 
for 
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STATEMENT  OF  AN  INFORMAL  GROUP  OF  PHYSICIANS,  REPRESENTATIVE 
OF  THEIR  FELLOWS  IN  THE  STATES  OF  MAINE,  NEW  HAMPSHIRE,  VER- 
MONT, MASSACHUSETTS,  RHODE  ISLAND  AND  CONNECTICUT,  WITH 
REGARD  TO  THE  WAGNER-MURRAY-DINGELL  BILL 


The  properly  appointed  representatives  of  the 
Medical  Societies  of  the  States  of  Maine,  New 
Hampshire,  Vermont,  Massachusetts,  Rhode  Island 
and  Connecticut  have  collectively  studied  Senate 
Bill  1 1 6 1 now  before  the  Congress  of  the  United 
States,  and  they  express  themselves  regarding  this 
proposed  legislation  as  follows: 

We  approve  of  the  broad  medical  objective  of 
the  Act  that  we  interpret  to  be  an  attempt  to  im- 
prove the  health  of  our  people.  As  a basis  of  our 
approval  we  cite  the  progressive  leadership  which 
the  physicians  of  New  England  have  always  shown 
in  the  development  of  public  health  enterprises.  For 
more  than  fifty  years  we  have  consistently  sup- 
ported the  plea  for  the  establishment  of  a National 
Department  of  Health  with  a Secretary  in  the  Presi- 
dent’s Cabinet,  under  whom  would  be  coordinated 
many  important  public  health  programs,  exclusive 
of  the  Army  and  Navy.  These  are  now  scattered 
through  various  departments  and  bureaus  of  the 
Federal  government  and  already  play  a large  role 
in  the  provision  of  medical  care  for  the  people  of 
this  country. 

We  approve  of  the  use  of  the  insurance  principle 
on  a voluntary  basis  as  a means  to  aid  the  individual 
to  budget  against  the  cost  of  medical  care.  We 
maintain  that  when  insurance  programs  are  not 
directly  under  the  supervision  of  the  medical  pro- 
fession by  whom  medical  care  is  to  be  rendered, 
they  should  provide  for  cash  benefits  to  be  paid  to 
the  individual,  for  we  firmly  believe  that  the  citizens 
of  New  England  are  capable  of  using  cash  benefits 
to  pay  the  costs  of  medical  care. 


We  believe  that  S.  1 1 6 1 does  not  provide  for  the 
sound  development  of  a National  Health  program. 
It  is  implied  by  the  Act  that  the  distribution  of  com- 
pulsory savings  managed  by  Federal  authorities  will 
guarantee  better  health  for  all  of  the  people.  We 
sincerely  doubt  that  such  an  objective  can  be  real- 
ized in  this  way.  In  the  New  England  States,  judged 
by  any  standards  with  which  we  are  familiar,  there 
is  no  need  to  revolutionize  the  habits  of  the  people 
in  their  methods  of  obtaining  medical  care. 

Private  enterprises  in  the  field  of  voluntary  pre- 
paid medical  and  hospital  insurance  are  increasing 
rapidly.  These  facilities  should  be  utilized  by  the 
States,  if  uecessary  through  Federal  grants-in-aid,  so 
that  each  State  can  purchase  medical  care  for  those 
zvho  cannot  purchase  it  for  themselves.  This  we 
believe  to  be  a development  that  would  be  accept- 
able to  the  New  England  people,  for  thereby  medi- 
cal care  could  be  provided  even  for  the  indigent, 
who  are  public  charges,  a provision  most  desirable 
in  those  communities  that  have  been  unable  or  un- 
willing to  meet  this  obvious  responsibility. 

We  shall  be  glad  to  work  out  plans  with  repre- 
sentatives of  the  Federal  and  State  governments  to 
improve  the  health  of  all  the  people,  but  we  should 
expect  that  any  plans  that  might  be  devised  would 
take  full  advantage  of  existing  agencies  and  be 
developed  within  the  social  patterns  that  are  well 
understood  by  our  people. 

The  Medical  Societies  of  the  States  of 
Maine  New  Hampshire  Vermont  Massachusetts 
Rhode  Island  Connecticut 


SPECIAL  MEETING 
HOUSE  OF  DELEGATES 
New  Haven  Medical  Association,  364  Whitney  Avenue 
3:30  P.  M.,  WEDNESDAY,  DECEMBER  8 
Action  on  budget  for  1944  and  other  important  business 
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Manual  on  Emergency  Care  of  Injured 

The  Medical  Division  of  the  U.  S.  Office  of 
Civilian  Defense  has  published  Field  Care  and  Trans- 
portation of  the  Injured,  a Manual  for  the  Training 
of  Rescue  Workers,  Medical  Auxiliaries,  Ambulance 
Drivers  and  Attendants,  and  Stretcher  Bearers.  This 
manual  of  117  pages  (OCD  Publication  2215)  is 
divided  into  three  parts:  I.  Civilian  Defense;  II. 
Emergency  Field  Care;  III.  Transportation  of  the 
Injured.  It  is  brief,  up-to-date,  and  well  illustrated 
and  should  serve  as  an  extremely  valuable  guide  for 
civilians  engaged  in  rescue  work  and  transportation 
of  injured. 

Rescue  Service  Advisory  Board  Appointed 

To  obtain  advice  on  technical  problems  arising  in 
the  development  of  the  Rescue  Service  and  to  estab- 
lish cooperative  relationships  with  interested  groups, 
the  Medical  Division  of  the  Office  of  Civilian  De- 
fense has  recently  appointed  the  Rescue  Service 
Advisory  Board. 

Dr.  Royd  R.  Sayers,  Director  of  the  U.  S.  Bureau 
of  Mines,  is  chairman  of  the  new  board,  and  the 
members  are: 

Edward  Steidle,  dean.  College  of  Mineral  Indus- 
tries, Pennsylvania  State  College,  State  College, 
Pennsylvania. 

George  H.  Deike,  chairman,  board  of  directors, 
Mine  Safety  Appliances  Company,  Pittsburgh,  Penn- 
sylvania. 

William  P.  Yant,  director  of  research,  Mine  Safety 
Appliances  Company,  Pittsburgh,  Pennsylvania. 

David  J.  Price,  ph.d.,  principal  chemical  engineer, 
Bureau  of  Agricultural  and  Industrial  Chemistry, 
U.  S.  Department  of  Agriculture,  Washington, 
D.  C. 

H.  H.  Foreman,  managing  director.  Associated 
General  Contractors  of  America,  Washington, 

D.C. 

R.  E.  Donovan,  chief  safety  engineer,  Standard 
Oil  Company  of  California,  San  Francisco. 

Daniel  Harrington,  chief  of  the  Health  and  Safety 
Section,  U.  S.  Bureau  of  Mines,  Washington,  D.  C. 


Major  General  U.  S.  Grant  III,  Chief,  Protection 
Branch,  Office  of  Civilian  Defense. 

Dr.  George  Baehr,  Chief  Medical  Officer,  Officer 
of  Civilian  Defense. 

Simon  H.  Ash,  Chief,  Rescue  Section,  Medical 
Division,  Office  of  Civilian  Defense. 

At  the  first  meeting  of  the  board,  General  Grant 
pointed  out  that  the  rescue  problem  is  much  broader 
than  the  problems  of  rescue  from  fire  or  even  from 
air  raid  perils  in  general.  The  OCD  must  foster  and 
initiate  ways  and  means  to  protect  persons  and  prop- 
erty from  war  hazards,  he  said,  and  at  present  any 
explosion,  fire,  building  collapse  or  the  like  may  con- 
stitute a war  hazard.  The  making,  storing,  and  trans- 
portation of  explosives,  the  enormous  production, 
and  crowded  conditions  also  make  a rescue  service 
important,  he  declared. 

The  board  believed  that  the  functions  of  the 
Rescue  Service  will  not  overlap  with  those  of  either 
the  fire  departments  or  the  Emergency  Medical 
Service.  It  is  the  intention  of  the  OCD  not  to  set 
up  organizations  parallel  to  the  existing  ones,  but  to 
make  existing  Rescue  Squads  part  of  the  rescue 
organization  and  to  give  them  additional  training 
and  backing.  Although  it  was  agreed  that  the  or- 
ganization as  a whole  should  not  be  identified  with 
fire  departments,  the  board  was  of  the  opinion  that 
the  training  of  firemen  in  the  Rescue  Service  should 
be  of  great  advantage  to  fire  departments. 

In  view  of  the  present  shortages  of  personnel  and 
machinery,  the  cooperation  of  the  Associated  Gen- 
eral Contractors  of  America  had  been  requested. 
Mr.  Foreman,  managing  director  of  this  group, 
assured  the  board  that  every  possible  cooperation 
might  be  expected  from  it. 

Causes  of  Peacetime  Rejections 

National  Headquarters,  Selective  Service  System, 
has  published  in  iMedical  Bulletin  No.  2 the  causes 
of  rejection  and  incidence  of  defects  during  the 
period  November  1940  through  September  1941  as 
found  in  approximately  3,000,000  registrants  exam- 
ined at  local  boards.  In  this  analysis  from  21 
selected  states  it  was  found  that  registration  rates 
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increased  steadily  with  age,  that  tooth  defects  were 
the  leading  cause  of  rejection,  and  that  negro  regis- 
trants had  higher  rejection  rates  than  white  regis- 
trants at  local  boards  and  induction  stations. 

From  Information  Bulletin  of  the  Embassy  of  the 
Union  of  Soviet  Socialist  Republics. 

A New  Serum 

A new  serum  especially  effective  in  cases  of 
injury  to  the  bones  is  now  being  used  in  the  U.S.S.R. 
The  serum  leads  to  quick  healing  of  wounds  which 
have  resisted  treatment  for  many  months.  It  will  be 
produced  on  a mass  scale  in  Soviet  institutes.  Fur- 
ther investigations  will  be  made  as  to  the  effect  of 
the  serum  in  a number  of  illnesses. 

Surgeons  of  Leningrad  Decorated 

Over  a hundred  Leningrad  surgeons  have  been 
decorated  with  the  “Defense  of  Leningrad  medal. 
Thousands  of  operations  on  Red  Army  men  of  the 
Leningrad  front  and  on  civilians  wounded  by  shells 
and  bombs  were  performed  by  them  under  the  most 
difficult  conditions. 

A Soviet  airman  whose  intestines  were  pierced  in 
twenty  places  was  operated  on  in  an  unheated  hos- 
pital in  midwinter.  He  had  to  be  wrapped  in  blankets 
on  the  operating  table.  The  nurses  and  surgeon  in 
attendance  wore  fur  coats  under  their  white  gowns. 
The  only  light  was  from  a feeble  kerosene  lamp, 
over  which  the  surgeon  had  to  hold  his  numbed 
hands  for  a long  time  to  warm  them  before  he  could 
begin. 

But  the  operation  was  successful,  and  the  airman 
recovered  to  fight  the  Germans  so  well  that  he  was 
awarded  the  title  of  Hero  of  the  Soviet  Union. 

Professor  Ivan  Vinogradov,  one  of  the  most 
eminent  of  Leningrad’s  surgeons,  70  years  old,  him- 
self chopped  wood  for  the  small  portable  iron  stove 
with  which  he  heated  the  operating  room  of  his 
hospital,  carried  water  and  worked  in  the  garden 
growing  vegetables  for  his  Red  Army  men  patients. 

Soviet’s  New  Drug  Vesulpan 

The  pharmacological  committee  of  the  Medical 
Scientist’s  Council  under  the  Commissariat  of  Health 
of  the  U.S.S.R.  has  authorized  the  output  of  a new 
drug  named  vesulpan.  1 his  drug  was  discovered  in 
the  All-Union  Scientific  Research  Institute  for 
Chemistry  and  Pharmacy.  It  has  been  tested  in  a 


number  of  Soviet  hospitals,  and  specialists  have 
found  it  highly  effective  against  common  dysentery 
and  other  gastric  diseases.  It  was  first  prepared  by 
Rubtsov,  working  under  the  guidance  of  Professor 
Meditsov,  Stalin  Prize  Winner.  The  chemical-phar- 
maceutical industry  is  undertaking  mass  production 
of  vesulpan. 

Public  Health  in  Soviet  Rural  Districts 

Many  of  Russia’s  finest  writers— Nekrasov,  Tol- 
stoy, Chekhov,  Gorky,  Korolenko,  Veresayev— deal- 
ing with  the  plight  of  the  Russian  peasantry  in  pre- 
revolutionary years,  refer  particularly  to  the  mis- 
fortunes arising  from  inadequate  medical  aid.  Before 
the  October  Revolution  over  one-third  of  the 
children  in  Russian  rural  districts  died  from  intes- 
tinal and  infectious  diseases  before  their  first  birth- 
day. Typhoid,  dysentery  and  epidemics  of  cholera 
and  plague  ravaged  the  adult  population.  Certain 
localities  were  permanent  incubatory  sources  of 
tuberculosis,  syphilis,  trachoma  and  malaria. 

No  precautions  whatever  were  taken  to  safeguard 
the  health  of  mother  and  child.  Peasant  women  often 
delivered  their  children  in  an  open  field,  in  haystacks 
or  under  wagons,  and  had  not  the  faintest  idea  of 
what  we  know  was  maternity  care.  Such  medical  aid 
as  was  available  as  mainly  confined  to  the  peasants 
of  European  Russia.  Those  of  other  rural  districts 
were  wholly  at  the  mercy  of  quacks  and  “witches.” 

The  surprising  thing  is  that  for  all  this,  the  villages 
had  better  medical  facilities  than  the  towns,  because 
the  most  advanced  doctors  were  usually  imbued 
with  a sincere  desire  to  serve  the  people,  and  went 
to  work  in  the  villages.  To  them  old  Russia  was  in- 
debted for  such  medical  institutions  as  there  were 
in  the  rural  districts.  But  they  were  very  few.  In 
the  central  provinces  there  was  one  doctor  to  serve 
every  24,500  inhabitants,  in  the  Caucasus  one  per 
38,000  people,  and  in  Central  Asia  one  per  93,000 
people. 

According  to  the  Home  Ministry,  the  entire  terri- 
tory of  Russia  in  1913  had  only  4,142  rural  medical 
centers  and  4,941  so-called  medical  posts  run  by 
assistant  doctors,  and  75  per  cent  of  these  posts  were 
concentrated  in  the  rural  centers.  Altogether,  6,500 
doctors  worked  in  the  Russian  countryside. 

During  the  first  World  War  and  the  Civil  War 
even  this  small  network  of  public  health  sendees 
almost  entirely  disappeared.  Thus  the  Soviet  public 
health  authorities  were  confronted  with  a difficult 
task:  not  only  to  restore  the  shattered  medical  units 
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without  delay,  but  to  expand  the  public  health 
services  to  cover  many  millions  of  Russian  peasants. 
It  was  necessary  to  uproot  age-old  sources  of  infec- 
tion, to  mitigate  the  scourges  of  malaria,  tubercu- 
losis and  venereal  disease,  to  found  maternity  and 
ichild  welfare  institutions. 

The  rural  medical  center  still  remains  the  main 
vehicle  of  medical  aid  to  peasants.  But  the  range  of 
its  activity  has  changed  beyond  recognition.  In 
Soviet  Russia  the  rural  medical  center  consists  of 
[several  institutions.  Its  job  is  to  prevent  disease,  to 
iconduct  public  health  propaganda,  to  run  tubercu- 
losis dispensaries,  to  fight  against  malaria,  venereal 
diseases  and  skin  diseases,  to  provide  women’s  and 
children’s  consultation  clinics,  permanent  and  sea- 
sonal nurseries  and  collective  farm  lying-in  hospitals. 

The  system  of  medical  treatment  in  the  villages  is 
orientated  to  the  special  character  of  agricultural 
labor.  At  sowing  and  harvesting  time,  the  rural 
medical  center  sends  its  doctors  and  nurses  into  the 
fields;  and  in  the  fields  temporary  tent  nurseries  for 
nursing  mothers  are  erected,  so  that  the  women  need 
not  waste  time  going  to  the  village  to  feed  their 
i babies.  At  these  times  thousands  of  doctors  and 
nurses  migrate  from  the  cities  to  provide  medical 
assistance  in  rural  districts. 

The  entire  village  community  participates  in  the 
work  of  the  rural  medical  center.  The  people  elect 
sanitary  inspectors,  who  are  particularly  active  in 
the  winter  months.  They  help  to  keep  an  eye  on  the 
purity  of  the  water  supply  and  the  efficiency  of  the 
sewage  system,  and  do  their  best  to  propagate  a 
knowledge  of  hygiene  among  the  peasants.  They  all 

know  how  to  administer  first  aid  in  case  of  emer- 

. 

gency. 

Each  peasant  woman  gets  a month’s  vacation  be- 
1 fore  childbirth.  During  this  period  she  receives  half 
her  average  earnings,  paid  out  of  the  collective  farm 
funds.  Childbirth  generally  takes  places  in  a mater- 
nity home;  home  confinements  are  attended  by  a 
midwife  and  a doctor.  The  newborn  receives  regu- 
lar visits  from  a children’s  nurse,  who  teaches  the 
mother  how  to  feed  and  care  for  her  baby.  During 
sowing  and  harvesting,  the  child  is  generally  taken 
care  of  at  the  nursery  attached  to  the  farm. 

During  the  past  quarter  of  a century,  the  Soviet 
public  health  authorities  have  transformed  the  rural 
medical  centers  into  highly  influential  organizations 
in  the  cause  of  health.  There  are  1 3,500  rural  medical 
| centers  in  the  U.S.S.R.,  employing  20,000  doctors— 
; which  is  equal  to  the  number  of  doctors  in  the  whole 


of  pre-revolutionary  Russia— and  39,500  assistant 
doctors  and  child  delivery  posts.  The  number  of 
hospital  beds  in  the  villages  is  three  and  a half  times 
greater. 

Moreover,  the  rural  medical  centers  are  now 
evenly  distributed  throughout  the  country.  The 
nationalities  inhabiting  the  most  obscure  corners  of 
the  Far  North  and  the  Caucasus,  the  Far  East  and 
Central  Asia  can  now  rely  on  regular  medical  aid. 

Localities  suspected  of  being  sources  of  venereal 
infection,  trachoma  and  malaria,  are  visited  by  com- 
missions of  specialists,  who  are  instructed  not  to 
leave  the  district  until  all  sources  of  the  disease  have 
been  removed  and  all  the  afflicted  cured.  The  Soviet 
countryside  is  today  completely  cleansed  of  such 
scourges  as  smallpox,  cholera  and  plague. 


Devotion  to  Duty 

Physicians  should  read  with  pride  Lieutenant 
General  Mark  W.  Clark’s  letter  to  the  Surgeon 
General  of  the  Army  eulogizing  the  work  of  the 
medical  units  in  the  landing  operations  at  Salerno 
Bay,  Italy.  The  text  of  this  letter  is  presented  in  The 
Journal  of  the  American  Medical  Association  for 
November  6 and  serves  as  a special  testimony  to  the 
magnificent  work  of  the  battalion  surgeons  who 
move  up  with  the  troops  to  the  front  lines  and  ren- 
der their  aid  under  enemy  fire.  Several  thousand 
more  doctors  are  still  needed  for  service  with  the 
armed  forces.  General  Clark’s  letter  must  leave  no 
doubt  as  to  this  need. 

War  Medicine:  Vol.  4,  No.  4,  October  1943 

This  current  issue  of  the  American  Medical 
Association’s  youthful  war  publication  contains  sev- 
eral short  articles,  some  of  which  should  be  of  con- 
siderable interest.  Electroencephalography  com- 
mands the  foremost  place  with  two  papers,  one  on 
its  value  in  the  prognosis  of  minor  head  injuries  by 
three  U.  S.  Navy  officers,  the  other,  “Application 
of  Electroencephalography  in  the  Navy  in  War- 
time” by  Lieutenant  Commander  Robert  S.  Schwab, 
MC— USNR.  The  first  of  these  two  papers  presents 
the  value  of  this  diagnostic  procedure  as  a prognostic 
agent  and  as  an  aid  to  relieving  congestion  in  a 
military  hospital.  The  second  paper  is  concerned 
with  the  use  of  this  procedure  in  the  diagnosis  of 
epilepsy. 

“Studies  on  Commercial  Air  Line  Pilots”  by  Drs. 
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Clinton  and  Thorn  of  Boston  is  an  interesting  report 
of  observations  on  21  air  line  pilots  in  the  Eastern 
United  States.  The  outstanding  conclusion  reached 
by  these  two  authors  seems  to  point  to  a lack  of 
suitable  eating  facilities  at  the  airports  and  the  ir- 
regularity of  flight  schedules  contributing  to  a 
suboptimal  diet  in  the  pilots.  The  same  factors  were 
found  responsible  for  fatigue  in  the  pilots.  The 
authors  call  attention  to  the  growing  problem  of 
what  shall  be  done  with  pilots  no  longer  capable  of 
active  flying. 

Captain  David  J.  Flicker  and  Captain  Paul  Weiss, 
MC— USA,  plead  for  the  more  frequent  use  of  the 
diagnosis  of  “nostalgia,”  now  included  in  the  list  of 
standard  diagnoses  by  the  Surgeon  General.  Harold 
F.  Blum,  ph.d.,  Bethesda,  Maryland,  reviews  the 
known  facts  about  sunburn  and  applies  these  to 
military  life.  Probably  the  most  interesting  part  of 
this  paper  concerns  the  discussion  of  photosensitiza- 
tion by  sulfonamides  and  by  dyes.  Captain  Leo  B. 
Orenstein,  MC— AUS,  presents  a brief  discussion 
showing  the  prevalence  of  hypertension  among 
southern  negro  men  examined  by  the  Fourth  Service 
Command.  The  author  believes  the  mode  of  living 
has  no  influence  on  this  factor  but  fails  to  discuss 
the  possibility  of  lues  as  a contributing  factor. 

The  remaining  articles  are  as  follows:  “Treatment 
of  Bacillary  Dysentery  Carriers,”  by  three  repre- 
sentatives of  the  Army  of  the  United  States;  “Errors 
in  Mass  Blood  Grouping  and  Methods  of  Mini- 
mizing Them,”  by  Elmer  L.  De  Gowin,  m.d.,  Iowa 
City;  “Rupture  of  the  Jejunum— A Parachute  In- 
jury,” by  two  army  medical  officers;  “Protective 
Action  of  Sulfanilamide  Against  Hepatic  Damage 
from  Chloroform  Inhalation,”  by  two  members  of 
the  Departments  of  Biochemistry  and  Surgery, 
Medical  College  of  Virginia;  and  a survey  of  the 
field  of  usefulness  of  pentothal  sodium  in  a military 
hospital  by  Captain  Albert  M.  Betcher,  MC— AUS. 

Twenty-one  pages  of  Abstracts  from  Current 
Literature  and  five  pages  of  Book  Reviews  complete 
this  issue. 


The  following  editorial  recently  appeared  in  the 
Hartford  Com  ant. 

Our  Wartime  Doctors 

So  high  have  been  the  standards  of  the  American 
medical  profession  in  peacetime  that  it  was  to  be 
expected  it  would  give  a no  less  excellent  account 
of  itself  in  healing  the  wounds  of  war.  The  most 
recent  achievement  of  the  Army  doctors  has  just 
been  revealed  by  Brigadier  General  George  F.  Lull, 
Deputy  Surgeon  General,  at  the  dedication  of  the 
new  Valley  Forge  General  Hospital  in  Pennsylvania. 
The  doctor-officer  told  his  audience  that  whereas 
the  death  rate  in  Army  evacuation  hospitals  in  the 
first  World  War  was  15  per  cent,  it  has  now  been 
reduced  to  the  astonishingly  low  figure  of  3 per 
cent.  That  will  be  heartening  news  to  all  those 
whose  loved  ones  have  been  wounded  on  our  many 
battle  fronts,  for  it  presages  an  immeasurably  greater 
number  of  recoveries. 

General  Lull  attributed  this  remarkable  decrease 
to  new  medical  techniques,  to  early  treatment  of 
wounds  at  field  dressing  stations,  to  prompt  evacua- 
tion by  ambulance,  ships  and  planes.  In  addition  he 
naturally  paid  homage  to  the  tireless  work  of  Army 
doctors  and  nurses.  In  that  tribute  the  families  of 
wounded  men  the  country  over  will  be  only  too 
happy  to  join. 

Medical  men  in  a position  to  know  are  unanimous 
in  praising  the  performances  of  both  the  Army  and 
Navy  medical  departments  in  this  war.  Due  to  wise 
and  early  selection,  they  have  bestowed  commissions 
on  a comparatively  young  and  remarkably  alert 
group  of  doctors.  In  addition,  they  have  recruited 
from  the  ranks  of  the  older  specialists  much  of  the 
finest  clinical  knowledge  in  the  country.  Moreover, 
the  medical  officers  of  the  regular  establishments, 
forgetting  all  differences  of  rank,  have  shown  them- 
selves eager  to  seek  and  take  advice  and  guidance 
from  civilian  physicians  and  surgeons  temporarily 
serving  with  the  armed  forces. 

It  is  gratifying  to  note  in  passing  that  Connecticut 
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has  made  no  small  contribution  to  the  enterprise  of 
wartime  healing.  To  mention  only  a few,  Dr.  Fran- 
cis Blake,  Dean  of  the  Yale  School  of  Medicine,  is 
right  now  on  a three  months’  flying  trip  to  the 
South  Pacific  to  view  health  conditions  there  for 
the  Army’s  Surgeon  General;  Dr.  John  R.  Paul, 
professor  of  preventive  medicine  at  the  same  school, 
has  been  in  North  Africa  for  several  months  study- 
ing insect-borne  diseases;  Colonel  Stanhope  Bavne- 
Jones,  Yale’s  eminent  bacteriologist,  is  now  chief  of 
the  preventive  medicine  section  in  the  Surgeon  Gen- 
eral’s office;  and  Dr.  Samuel  C.  Harvey,  professor 
of  surgery  at  New  Haven,  is  the  coordinator  of 
surgical  research  for  the  National  Research  Council. 
iMany  other  doctors  from  this  State  are  serving  all 
over  the  world,  in  less  conspicuous  but  none  the  less 
important  capacities. 

As  the  relatives  of  our  soldiers,  sailors  and  airmen 
have  complete  confidence  in  our  Army  and  Navy 
commanders,  so  have  they  equal  trust  in  the  doctors 
ministering  to  the  wounded  and  the  ill.  General 
Lull’s  remarkable  statement  of  accomplishment  be 
it  noted,  was  made  not  far  from  the  site  of  General 
Washington’s  dismal  camp  at  Valley  Forge.  We 
have  come  a long  way  from  Valley  Forge  in  the 
beneficent  art  of  healing.  For  that,  our  thanks  go 
out  to  the  men  and  women  of  the  great  professions 
of  Gorgas,  of  Walter  Reed  and  of  Florence  Night- 
ingale. 


1944  Annual  Session  of  American  Medical 
Association  To  Be  Held  In  Chicago 

Because  of  information  received  that  it  will  not  be 
possible  for  St.  Louis  to  provide  adequate  hotel 
accommodations,  the  annual  session  of  the  American 
Medical  Association  in  1944,  which  had  been 
scheduled  to  be  held  in  St.  Louis,  has  been  changed 
by  the  Board  of  Trustees  so  that  it  will  now  be  held 
in  Chicago,  June  12  to  16. 

The  meetings  of  the  House  of  Delegates  will  be 
held  at  the  Palmer  House  and  the  Scientific  Exhibit 
will  be  installed  in  that  hotel.  The  Technical  Exposi- 
tion will  be  housed  at  the  Stevens  Hotel. 

The  Council  on  Scientific  Assembly  will  meet  at 
the  offices  of  the  Association  in  Chicago  on  Decem- 
ber 1 and  the  Annual  Conference  of  section  Secre- 
taries with  the  Council  will  be  held  on  that  day  for 
the  purpose  of  making  preliminary  arrangements  for 
the  scientific  program  to  be  presented  at  the  next 
annual  session. 


Col.  Snurkowski  Cited 

Lt.  Col.  Charles  V.  Snurkowski  of  New  Haven 
has  been  commended  for  outstanding  service  in  the 
South  Pacific  Area  by  Lt.  Gen.  Millard  F.  Harmon, 
commanding  U.  S.  Army  forces  in  the  South  Pacific. 

The  commendation  reads:  “Lt.  Col.  Charles  V. 
Snurkowski,  for  outstanding  conduct  in  the  South 
Pacific  Area  during  the  period  from  June  1 to 
August  28,  1943.  Prior  to  and  during  the  New 
Georgia  campaign,  this  officer,  by  his  intelligence, 
planning  and  constant  vigorous  supervision  fur- 
nished his  division  and  the  attached  troops  with  first 
aid,  evacuation  and  hospital  facilities  of  an  unusually 
high  efficacy.  Maintaing  a high  standard  of  medical 
service  despite  all  difficulties  throughout  combat 
operations,  Col.  Snurkowski  contributed  indispen- 
sibly  to  their  success.” 

Dr.  Snurkowski  practiced  in  New  Haven  for 
several  years,  and  went  to  active  duty  in  1940  with 
the  1 18  Regiment  of  the  43rd  National  Guard 
Division. 


The  Thirty-Seventh  Annual  Christmas  Seal  Sale 
is  already  underway.  The  national  goal  is  eleven 
million  dollars  with  a quota  for  Connecticut  of 
$230,000.  Crowded  housing,  abnormal  eating  con- 
ditions, overwork,  and  all  the  other  by-products  of 
war  can  give  the  tubercle  bacillus  a new  lease  on 
life.  Your  help  is  needed  now  to  prevent  a wartime 
rise  in  tuberculosis. 

BUY  CHRISTMAS  SEALS 
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Tuberculosis  in  Our  Industrial  Army:  An 
Appeal  to  Management  and  Labor 

Council  on  Military  Affairs  and  Public  Health , 
American  College  of  Chest  Physicians * 

It  is  now  unquestioned  that  an  increase  in  tuber- 
culosis morbidity  and  mortality  will  be  an  inevitable 
result  of  war  conditions.  Overcrowding,  limitation 
of  protective  foods,  limitation  of  fuel,  shortage  of 
hospital  beds,  the  mass  entry  of  women  into  indus- 
try, poor  housing  conditions,  and  the  general  war 
strain  will  tend  to  undo  the  great  progress  made 
during  the  past  several  years  which  has  resulted  in 
the  lowering  of  the  mortality  rate  of  tuberculosis. 

It  is  believed  by  those  who  have  given  this  matter 
serious  thought  that  there  will  be  an  increase  in  the 
incidence  of  tuberculosis  among  workers  in  our 
war  industries  because  the  increased  numbers  of 
employees  in  all  war  industries  have  increased  the 
danger  of  infection  by  widening  the  range  of  in- 
fectivity.  Then,  too,  in  order  to  meet  the  demands 
for  more  workers,  the  employment  of  persons  suf- 
fering from  undetected  tuberculosis  who  proably 
in  ordinary  times  would  not  be  employed,  multiply 
the  foci  of  infection. 

There  are  thousands  of  new  workers  in  industries 
who  have  always  led  a sheltered  life,  but  for  patriotic 
and  economic  reasons  are  now  meeting  for  the  first 

* Council  on  Military  Affairs,  American  College  of  Chest 
Physicians;  Col.  Chas.  M.  Hendricks  (Reserve),  Chairman; 
Major  J.  Dwight  Davis,  M.C.,  U.  S.  Army;  Captain  Robert 
E.  Duncan,  M.C.,  U.  S.  Navy;  Herman  E.  Flilleboe,  P.A., 
Surgeon-in-Charge,  Tuberculosis  Control,  U.  S.  Public 
Health  Service;  Brig.  Gen.  S.  U.  Marietta,  M.C.,  U.  S.  Army; 
Joseph  W.  Post,  m.d.,  Roentgenologist;  Samuel  E.  Thomp- 
son, m.d.,  Chest  Specialist;  Walter  E.  Vest,  m.d.,  Internist; 
and  Roy  A.  Wolford,  m.d.,  Director,  Tuberculosis  Division, 
U.  S.  Veterans  Administration. 


time  the  unfavorable  conditions  of  “herd”  life. 
“Swing  shift”  hours  affect  home  conditions  adverse- 
ly, and  the  combination  of  all  these  factors  perhaps 
are  more  responsible  for  tuberculosis  in  workers 
than  their  industrial  environment. 

The  above  statements  are  borne  out  by  a report 
of  the  Medical  Research  Council  of  England  show- 
ing the  general  trend  of  tuberculosis  deaths  in  1939- 
41.  They  make  the  startling  statement:  ‘What  is 
perhaps  not  so  clearly  realized  is  that  the  compara- 
tive increase  in  tuberculosis  mortality  is  twice  as 
severe  in  1939-41,  World  War  II,  as  it  was  in  1914- 
16  of  World  War  I,  and  has  extended  more  into 
early  childhood  and  later  adult  life.” 

The  gradual  annual  decline  of  the  tuberculosis 
death  rate  among  residents  of  large  American  cities 
has  become  practically  stationary  for  the  past  two 
years,  and  actually  shows  an  increase  in  the  death 
rate  in  many  of  our  largest  cities.  This  is  reported 
by  the  statistical  division  of  the  National  Tuber- 
culosis Association. 

Tuberculosis  still  claims  half  the  total  deaths  of 
all  causes  between  the  ages  of  15  and  24  years.  Re- 
cent figures  show  that  among  our  supposedly 
healthy  adolescent  population  between  the  ages  of 
18  and  24,  3 per  thousand  have  unsuspected  active 
tuberculosis,  and  that  more  than  1 per  thousand  is 
a potential  source  of  infection.  This  state  of  affairs 
is  due  to  the  fact  that  it  is  only  upon  the  arrival  of 
symptoms,  and  not  always  then,  that  the  patient 
seeks  medical  advice. 

In  a recent  mass  x-ray  survey  of  1,557  war 
workers  in  one  plant,  107  films  showed  childhood 
type  infection,  56  showed  the  reinfection  type,  22 
of  which  were  active.  None  of  these  persons  were 
known  to  be  tuberculous  at  the  time  the  survey  was 
made.  This  rate  is  perhaps  eight  to  ten  times  the 
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average  found  in  the  general  population,  according 
to  older  figures,  and  demonstrates  the  relatively 
high  incidence  rate  of  significant  infection  in  indus- 
trial workers. 

Among  a group  of  only  1,050  men  and  women 
workers  in  one  small  ordnance  plant  the  U.  S.  Pub- 
lic Health  Service  found  6 cases  of  previously  un- 
known minimal  tuberculosis;  3 cases  of  moderately 
advanced  disease;  two  of  which  had  cavities;  and 
one  far  advanced  case.  This  indicates  that  in  the 
fight  to  conserve  industrial  manpower  tuberculosis 
is  a silent  enemy  worthy  of  consideration.  Unless 
steps  are  taken  to  retard  it,  the  disease  may  spread 
insidiously  from  the  one  per  cent  of  workers  who 
harbor  it  to  healthy  fellow  workers  in  the  factories, 
and  to  unsuspecting  families  at  home. 

In  every  mass  x-ray  survey  many  important 
diseases  other  than  tuberculosis  may  be  found,  such 
as  bronchiectasis,  neoplasms,  and  cardiovascular 
changes. 

Occupation  has  always  played  an  important  role 
in  the  incidence  and  mortality  of  respiratory  tuber- 
culosis. The  lower  tuberculosis  death  rate  among 
women  than  men  during  the  principal  working- 
period  of  life  is  a striking  evidence  of  this  fact. 

It  is  significant  that  tuberculosis  has  increased 
alarmingly  in  adult  women  of  England  because  of 
the  fact  that  so  many  have  become  industrial  work- 
ers. Since  millions  of  women  in  the  United  States 
are  now  entering  industrial  work,  it  is  reasonable 
to  expect  the  same  increase  in  the  incidence  of 
tuberculosis  among  women  of  this  country. 

From  reliable  government  reports  there  are  now 
59,000,000  workers  in  this  country.  Eighteen  million 
of  them  are  on  war  production,  and  in  another  year 
there  will  be  30,000,000,  of  which  13,000,000  will 
be  women. 

An  x-ray  examination  of  the  chest  is  now  a “must” 
for  every  soldier,  sailor,  marine,  WAAC,  WAVE 
and  SPAR.  The  next  most  important  step  is  to  take 
the  same  precaution  among  our  equally  essential 
industrial  army. 

As  stated  above,  “It  is  only  upon  the  arrival  of 


symptoms,  and  not  always  then,  that  the  patient 
seeks  medical  advice.”  By  x-ray  examination,  we 
can  reverse  this  condition.  The  physician  can  seek 
out  the  patient,  and  not  wait  until  the  patient  seeks 
him. 

Labor  must  protect  itself  against  the  loss  of  health, 
the  contracting  of  communicable  disease  from  a 
fellow  worker,  and  the  fatal  consequences  of  not 
knowing  of  the  presence  of  a curable  disease  in  an 
early  stage. 

Management  must  protect  itself  against  future 
liability  caused  by  the  ignorance  of  the  state  of  the 
worker’s  health  and  by  failure  to  protect  him  from 
the  ill  health  of  the  worker  by  his  side. 

The  expense  of  making  x-ray  examinations  of 
employees  is  surprisingly  slight. 

Assuming  an  average  annual  wage  scale  of  $2,000, 
the  cost  of  biennial  chest  x-rays  made  at  the  plant, 
and  including  the  time  lost  by  the  worker,  need  not 
exceed  one-twentieth  of  one  per  cent  of  the  pay- 
roll, or  one-half  a mill  on  the  payroll  dollar. 

The  mechanics  of  conducting  a mass  x-ray  sur- 
vey have  been  worked  out  in  hundreds  of  plants, 
large  and  small,  through  the  cooperation  of  manage- 
ment, labor  and  the  plant  medical  service. 

By  putting  every  available  x-ray  machine  to  work 
finding  tuberculosis,  we  can  prevent  many  setbacks 
to  our  industrial  war  effort,  and  to  the  problems  of 
peace  which  would  necessarily  become  more  com- 
plicated by  the  inevitable  increase  in  the  number 
of  tuberculosis  casualties. 

THE  DOCTOR’S  OFFICE 

William  H.  Glass,  m.d.,  announces  the  opening 
of  an  office  for  the  practice  of  internal  medicine  at 
1 1 Asylum  Street,  Hartford. 

Sylvia  Weiner,  m.d.,  announces  the  opening  of  an 
office  for  the  practice  of  medicine  with  special  atten- 
tion to  women’s  diseases,  obstetrics  and  sterility  at 
242  Trumbull  Street,  Hartford. 
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SPECIAL  NOTICES 


MEETING  OF  TUMOR  CLINICS  GROUP 

The  28th  meeting  of  the  Association  of  Connecticut 
Tumor  Clinics  will  be  held  at  New  Haven  Hospital  on 
Thursday,  December  9 at  4:00  p.  m.  1 he  program  will  be  as 
follows: 

Carcinoma  of  the  Lip— Edward  A.  Lawrence. 
Bronchiogenic  Carcinoma— Gustaf  E.  Lindskog. 

Carcinoma  of  the  Right  Colon-Samuel  C.  Harvey. 
General  Discussion. 

All  physicians  in  the  state  are  cordially  invited. 


DIRECTORY  OF  MEDICAL  SPECIALISTS 

Announcement  is  made  that  the  Directory  of  Medical 
Specialists  is  now  to  be  published  by  the  A.  N.  Marquis 
Company  of  Chicago,  publishers  of  “Who’s  Who  in  Amer- 
ica.” Previous  editions  have  been  published  for  the  Advisory 
Board  for  Medical  Specialties  by  the  Columbia  University 
Press  of  New  York  City. 

It  is  planned  not  to  issue  the  next  edition  before  1945,  on 
account  of  the  war,  but  the  A.  N.  Marquis  Company  will 
publish  a supplemental  list  of  all  those  who  have  been  cer- 
tified by  the  American  Boards  since  the  last  (1942)  edition 
of  the  Directory,  totaling  about  3600.  This  is  to  be  distributed 
at  cost,  and  monthly  or  bimonthly  bulletins  listing  success- 
ful candidates  for  certification  at  examinations  during  the 
additional  interim  before  the  next  edition,  are  to  be  issued 
as  a subscribers’  service. 

Dr.  Paul  Titus  (Pittsburgh)  of  the  American  Board  of 
Obstetrics  and  Gynecology  will  continue  as  the  Directing 
Editor,  and  Dr.  J.  Stewart  Rodman  (Philadelphia)  of  the 
American  Board  of  Surgery  continues  as  Associate  Editor. 
The  Editorial  Board  will  "be  composed,  as  before,  of  the 
Secretaries  of  the  fifteen  American  Boards. 

Communications  should  be  addressed  to  the  Directing 
Editor,  Directory  of  Medical  Specialists,  919  No.  Michigan 
Avenue,  Chicago  (11),  Illinois. 


RUSSIAN  WAR  RELIEF  REQUESTS  BOOKS 

Vast  public  health  and  rehabilitation  problems  facing 
Soivet  authorities  in  the  thousands  of  devastated  communi- 
ties recaptured  from  the  Nazis  this  past  year  are  reflected 
in  an  appeal  received  by  Russian  War  Relief  for  more  than 
200  American  textbooks  urgently  needed  in  Soviet  medical 
schools  and  libraries. 


Dr.  Vladimir  V.  Lebedenko,  noted  Soviet  neurosurgeon 
now  in  the  United  States  on  a Red  Cross  mission,  gave  the 
list  to  Russian  War  Relief  with  the  plea  that  the  books 
be  collected  as  quickly  as  possible  to  aid  in  the  training  of 
thousands  of  additional  physicians  and  other  personnel 
needed  to  handle  the  enormous  post-war  job  of  rehabilitating 
soliders  and  civilians  suffering  from  the  terrible  impact  of 
this  war. 

Russian  War  Relief  pointed  out  that  whereas  medical 
textbooks  previously  requested  by  Soviet  authorities  were 
devoted  to  problems  of  military  medicine,  this  new  list  is 
much  broader  in  subject  matter,  ranging  from  plastic  sur- 
gery to  nutrition.  It  reflects  a growing  interest  of  Soviet 
health  officials  in  the  latest  American  findings  in  such  fields 
as  the  treatment  of  tuberculosis  and  pneumonia,  dietetics, 
child  psychiatry  and  play  therapy,  stomach  diseases,  war 
neuroses,  occupational  therapy,  psychology  and  mental 
hygiene.  A few  works  on  cattle  and  insect  diseases  are  also 
needed. 

Dr.  Lebedenko  told  Russian  War  Relief  that  these  text- 
books would  be  particularly  useful  at  this  time,  since  Soviet 
medical  instutions  are  training  two  and  a half  times  as  many 
physicians  as  before  the  war,  at  a time  when  paper  and 
other  material  shortages  have  greatly  reduced  Russia’s  own 
publishing  activities. 

Gifts  of  textbooks  from  American  physicians  and  medical 
associations  have  played  a part  in  the  training  of  more  than 
66,000  doctors  in  the  U.S.S.R.  since  June,  1941,  according 
to  Russian  War  Relief.  Many  letters  have  been  received 
from  Soviet  physicians  and  students  expressing  deep  grati- 
tude for  the  books.  The  writers  particularly  mention  their 
pleasure  at  receiving  messages  from  the  donors. 

Dr.  Lebendenko’s  medical  booklist  is  available  upon  re- 
quest from  Russian  War  Relief,  n East  35th  St.,  New  York 
16,  N.  Y.  Books  donated  should  be  sent  to  the  above  address. 


19 44  A.M.A.  SCIENTIFIC  EXHIBIT 

The  Scientific  Exhibit  at  the  Chicago  Session  of  the 
American  Medical  Association,  June  12  to  16,  1944,  will  be 
held  at  the  Palmer  House.  Exhibits  will  cover  all  phases  of 
medicine  and  the  medical  sciences  with  particular  emphasis 
on  graduate  medical  instruction  for  the  physician  in  general 
practice. 

Application  blanks  for  space  in  the  Scientific  Exhibit  are 
now  available  and  may  be  obtained  by  communicating  with 
the  Director,  Scientific  Exhibit,  American  Medical  Associa- 
tion, 535  N.  Dearborn  Street,  Chicago  10,  Illinois. 
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OBITUARIES 

A.  Ober  Kleiman,  M.D. 

1908  - 1943 

On  September  12,  1943,  A.  Ober  Kleiman,  then 
but  35  years  of  age,  died  of  leukemia  at  the  Peter 
Bent  Brigham  Hospital,  Boston,  Mass.  A short, 
active,  and  productive  professional  career  was  closed 
after  an  illness  of  four  months. 

Dr.  Kleiman  was  born  in  Webster,  Mass.,  on 
June  27,  1908,  where  he  remained  throughout  his 
grammar  school  years.  In  1920  he  moved  to  Wor- 
cester, and  in  1924  was  graduated  from  the  Wor- 
cester Classical  High  School.  He  spent  his  under- 
graduate college  years  at  Tufts  in  Medford,  Mass., 
and  then  proceeded  to  Tufts  Medical  School,  from 
which  he  graduated  in  1933.  He  was  a member  of 
the  William  Osier  Honorary  Society  and  Alpha 
Omega  Alpha,  as  well  as  the  Tufts  College  Medical 
Honorary  Fraternity. 

Dr.  Kleiman  interned  at  the  Hartford  Municipal 
Hospital,  and  spent  one  year  as  resident  physician 
at  the  Hartford  Isolation  Hospital.  His  postgraduate 
work  in  internal  medicine  included  a year  at  the 
University  of  Pennsylvania  Graduate  School  of 
Medicine,  and  he  completed  his  studies  under  the 
tutelage  of  Sir  Arthur  Hurst  at  Guy’s  Hospital  in 
London,  England.  He  had  been  engaged  in  private 
practice  in  Hartford  for  six  and  a half  years  prior 
to  the  onset  of  his  illness. 

He  was  a member  of  the  Hartford  Medical 
Society  and  the  Hartford  County  Medical  Associa- 
tion. He  was  on  the  Medical  Staff  of  the  Alt.  Sinai 
Hospital,  and  on  the  Courtesy  Staff  of  the  Hartford 
Hospital  and  the  St.  Francis  Hospital. 

The  kindly  smile,  the  warm  friendliness,  the  keen 
and  genuine  interest  in  every  phase  of  life,  as  it 
flowed  about  him— in  short,  that  lovable  personality 
that  was  A.  Ober  Kleiman,  is  but  a memory.  Gone, 
in  a moment  of  tragic  disaster,  he  has  left  a host 
of  friends  stunned  and  grieving.  His  death,  while 
making  us  pause  and  reflect  upon  the  uncertainty  of 
life,  brings  a realization  of  how  great  a loss  the 
medical  profession  has  sustained  by  his  untimely 
death. 

By  his  medical  confreres  he  was  regarded  with 
the  greatest  respect,  both  for  ability  and  integrity. 


He  will  be  greatly  missed  by  them,  by  his  patients, 
and  by  a large  circle  of  friends.  It  is,  therefore,  with 
a deep  sense  of  sorrow  and  a keen  feeling  of  per- 
sonal loss  that  we  record  his  death. 

Dr.  Kleiman  leaves  his  wife,  the  former  Florence 
Gross,  whom  he  married  on  September  1,  1935,  and 
two  children,  Barbara  Joan  and  Gerald  Gross 
Kleiman. 

Joseph  Heyman,  m.d. 

William  Leichner,  M.D. 

1884  - 1943 

On  August  10,  1943,  the  medical  profession  and 
the  Hartford  County  Medical  Association  lost  by 
death  one  of  its  respected  members,  William 
Leichner. 

Dr.  Leichner  was  born  in  Jassy,  Rumania,  Decem- 
ber 21,  1884.  He  attended  the  primary  and  second- 
ary schools  in  Rumania,  and  came  to  this  country  at 
the  age  of  seventeen.  He  was  interested  in  the  study 
of  medicine  and,  despite  the  handicap  of  the  lack  of 
financial  means,  entered  the  Adedical  College  of  the 
University  of  Alary  land,  from  which  he  graduated 
in  1910.  During  his  stay  at  the  Adedical  College  he 
not  only  worked  his  way  but  made  for  himself  an 
enviable  scholastic  record.  Dr.  Leichner  interned  at 
the  Metropolitan  Hospital,  New  York  City,  from 
1910- 19 1 1,  and  did  postgraduate  work  at  the  Lying- 
In  Hospital  and  Post-Graduate  Hospital,  New  York 
City,  from  1911-1912. 

In  1912  Dr.  Leichner  returned  to  Hartford  and 
entered  the  practice  of  general  medicine  which  he 
continued  until  his  untimely  death.  In  1915,  he 
married  Lillian  Tillis.  He  is  survived  by  his  wife  and 
two  daughters,  Mrs.  Marjorie  Rafal  and  Carol 
Leichner.  He  was  interested  in  general  surgery,  and 
for  many  years  was  associated  with  the  late  Daniel 
F.  Sullivan  at  the  St.  Francis  Hospital.  Dr.  Leichner 
was  elected  a Fellow  of  the  American  College  of 
Surgeons  in  1926.  He  was  surgeon  for  the  Hartford 
Fire  Department  and  the  Connecticut  Company  for 
20  years.  He  was  a member  of  Hartford  Lodge,  No. 
88,  Ancient  Free  and  Accepted  Adasons,  Pythagoras 
Chapter,  Royal  Arch  Masons,  and  Syria  Grotto. 

Dr.  Leichner  was  one  of  the  founders  of  the  Adt. 
Sinai  Hospital  in  Hartford.  He  was  an  attending 
surgeon  at  Adt.  Sinai  since  its  inception,  and  was 
Chief-of-Staff  of  Adt.  Sinai  for  12  years.  He  served 
on  the  Hartford  Civilian  Medical  Defense  Com- 
mittee and  on  the  Executive  Committee  of  the 
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Woman’s  Field  Army  for  the  Control  of  Cancer. 
Dr.  Leichner  was  always  a deep  and  thorough 
student  and  kept  abreast  of  the  times  through  the 
literature  to  which  he  contributed  several  articles. 

William  Leichner  was  a sincere  man;  a kind  man; 
a skilled  surgeon;  a devoted  husband  and  father.  He 
will  be  missed  by  his  many  friends  and  patients. 

Morris  M.  Mancoll,  m.d. 


OUR  NEIGHBORS 

Massachusetts 

Tufts  College  Medical  School  this  year  celebrated 
its  fiftieth  anniversary.  To  quote  The  New  England 
Journal  of  Medicine:  “Its  fifty  years  have  been 
tumultuous  ones  in  medical  education,  but  from 
them  it  emerges  an  approved  school,  recognized  by 
all  state  and  national  authorities,  training  one  third 
of  the  students  who  enter  approved  medical  schools 
from  the  states  of  Maine,  Massachusetts,  New 
Hampshire  and  Rhode  Island,  and  already  backed 
with  a large  and  vigorous  alumni  body.  Time  has 
firmly  established  Tufts  in  the  medical  life  of  the 
country,  especially  that  of  New  England.” 

Rhode  Island 

The  Rhode  Island  Board  of  Examiners  in  Medi- 
cine, according  to  The  Journal  of  the  American 
Medical  Association , announced  that  it  does  not 
approve  a decrease  in  hospital  internship  from 
twelve  to  nine  months  for  the  duration  of  the  war. 
At  a recent  meeting  the  board  voted  “that  the 
licensing  authority  in  this  state  would  expect  sub- 
sequent service  in  an  army  or  navy  station,  field  or 
general  hospital  for  those  physicians  who  were  com- 
pelled by  the  military  authorities  to  leave  their 
regular  internships  after  nine  months  of  service. 
Physicians  who  are  physically  disqualified  and  who 
therefore  do  not  enter  the  armed  forces  will  be  re- 
quired to  complete  their  usual  twelve  months  of 


rotating  internship.”  The  board  feels  that  th's  action 
will  meet  the  military  purpose  of  the  proposal  to 
reduce  the  internship  without  lowering  the  stand- 
ards for  licensure. 

NEWS 

from  County  Associations 

Fairfield 

Louis  G.  Simon  was  elected  the  first  president 
of  the  Norwalk  Tuberculosis  and  Health  Associa- 
tion, Inc.,  at  the  organization  meeting  on  November 
5.  Elected  to  the  Board  of  Directors  were  two  other 
Norwalk  physicians,  George  G.  Fawcett  and 
Charles  W.  Perkins.  Kendall  Emerson  of  New  York 
City,  the  guest  speaker  prefaced  his  address  with  a 
brief  review  of  the  aims  of  the  National  Tuber- 
culosis Association  when  it  was  organized  in  1904, 
its  growth  and  expanded  program  working  in  co- 
operation with  the  public  health  sendees.  Dr.  Emer- 
son called  attention  to  the  fact  that  in  Connecticut 
the  male  and  female  death  rate  in  1940  was  less  than 
one-fifth  the  rate  in  1920. 

The  November  meeting  of  the  Norwalk  Medical 
Society  was  held  on  Wednesday,  November  10,  at 
8:30  p.  m.  at  the  Bedford  Nurses  Home.  The 
speaker  was  Blake  Donaldson,  m.d.,  professor  of 
medicine  at  the  Post-Graduate  Hospital,  and  his 
subject  was  “Meat  Rationing  (but  not  what  you 
think).” 

The  regular  monthly  meeting  of  The  Bridgeport 
Aledical  Society  was  held  on  Tuesday,  November 
2.  Harry  S.  N.  Greene,  professor  of  pathology  at 
Afitle  University  School  of  Medicine  spoke  on  “The 
Identification  and  Relationship  of  Benign  and  Alalig- 
nant  Tumors.” 

Litchfield 

Lt.  Andrew  Orlowski  is  still  a patient  at  the 
United  States  Naval  Hospital,  Bethesda,  Adaryland, 
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Check-Up  . . . 

The  periodical  examination  is  a doctrine  of  modern  medicine.  Early 
diagnosis,  constant  vigilance,  continued  check-ups — these  are  prin- 
ciples advocated  by  every  physician. 

The  same  principles  apply  to  a physician’s  personal  estate.  But 
today,  because  of  vastly  multiplied  duties  and  added  responsibilities, 
professional  men  have  less  time  to  devote  to  their  investments. 

The  remedy  adopted  by  many  prudent  professional  men  is  to  refer 
the  management  of  their  financial  affairs  to  a competent  trust  company. 
An  ideal  arrangement  is  the  Investment  Agency  Account,  which, 
though  it  allows  control  over  investments  to  remain  with  the  owner, 
assures  him  of  the  constant  attention  and  competent  administration  by 
men  of  long  experience  in  the  investment  fields. 

A booklet,  ^Agency  Service  for  Your  Investments77  explains  this 
arrangement.  A copy  will  be  mailed  to  you  on  request. 


The  Travelers  Bank  & Trust  Co. 

TRAVELERS  BUILDING  ..  HARTFORD,  CONN. 


874 


CONNECTICUT  STATE  MEDICAL  JOURNAL 


improving  slowly  from  a foot  injury  suffered  some 
time  ago. 

Lt.  Col.  William  Kennedy  reports  that  he  is  now 
in  command  of  Station  Hospital  No.  2 at  Fort  Ben- 
ning,  Ga. 

Major  Maurice  M.  Pike  of  Hartford  and  Lt.  J. 
Henry  Knott  have  recently  met  at  Carlisle  Barracks, 
Pa.,  where  each  has  been  sent  for  his  preliminary 
training. 

Maurice  F.  O’Connell  of  Hartford  has  been  selec- 
ted to  take  over  Dr.  Pike’s  work  in  the  Crippled 
Children  Clinic  at  Torrington. 

Dr.  Gilbert  Hubert,  Torrington  pediatrician,  has 
recently  been  commissioned  a Lieutenant,  senior 
grade,  in  the  United  States  Navy. 

Word  was  received  recently  that  Dr.  William 
Murcko  has  been  promoted  from  1st  Lieutenant  to 
the  rank  of  Captain. 

New  Haven 

Friends  of  Clifford  Kuh,  formerly  chairman  of 
the  Committee  on  Industrial  Health  of  the  State 
Medical  Society,  will  be  interested  to  learn  that  he 
has  resigned  as  director  of  the  California  State 
Bureau  of  Industrial  Health  to  accept  a position 
with  The  Permanente  Foundation  in  California. 

Joseph  A.  Reynolds  has  recently  entered  the 
Public  Health  Service  from  Waterbury. 

Major  Norman  Margolis  is  stationed  at  a hospital 
in  England  and  Major  Orpheus  J.  Bizzozzero  is  in 
charge  of  Public  Health  administration  in  Sicily. 
Both  were  previously  practicing  in  Waterbury. 

A recent  letter  from  Major  Vincent  Vermooten 
reports  that  he  is  still  at  the  1 1 8th  Artillery,  Fort 
Sam  Houston,  Texas.  From  his  report  we  gather 
that  our  soldiers  in  this  camp  do  not  place  a very 
heavy  load  on  the  urologist. 

William  C.  Carbone  has  left  for  the  armed  forces 
to  spend  six  weeks  at  Carlisle  and  then  to  report  to 
Lovell  General  Hospital.  L.  Celentano  has  also  left 
for  the  armed  forces.  He  is  a Lieutenant-Commander 
in  the  Navy  and  is  to  be  stationed  in  Washington, 
D.  C. 

Five  new  members  have  been  accepted  by  the 
New  Haven  Medical  Association  for  membership. 
They  are  Randolph  Reynolds,  Joseph  D’Amico, 
Joseph  Fiorito,  Martin  Heinemann  and  A.  G.  Wil- 
kinson. 


New  London 

The  opening  of  the  new  maternity  wing  of  the 
Lawrence-Memorial  Hospital,  New  London,  has 
been  delayed  again  due  to  the  non  arrival  of  steril- 
izers. Upon  their  arrival  the  wing  will  be  opened,  as 
everything  else  is  in  readiness.  Up  to  the  present 
date,  the  Lawrence-Memorial  Associated  Hospital 
has  lost  over  one-fourth  of  its  active  staff  to  the 
armed  forces.  As  there  have  been  no  internes  since 
July  1,  it  has  meant  much  added  work  for  the 
remainder  of  the  staff.  Through  the  much  appre- 
ciated cooperation  of  Edward  G.  Middleton,  head 
of  the  medical  staff  at  the  U.  S.  Maritime  School, 
medical  officers  of  the  USPHS  at  his  station  have 
come  to  the  hospital  to  act  as  assistants  in  surgery 
when  needed.  Recently  Lt.  (j.g.)  Richard  Green- 
leaf,  USNR— MC,  stationed  at  the  State  Pier  has 
helped  considerably  by  working  in  the  wards  in  his 
spare  time.  For  several  months,  Dr.  Tase  Nielsen  of 
the  ship  “Denmark”  has  also  given  valuable  service 
when  his  ship  was  in  port.  To  all  of  these  men,  the 
Lawrence-Memorial  Hospital  owes  much  for  their 
help  in  these  difficult  times. 

Drs.  John  Brosnan,  George  Cheney  and  Richard 
M.  Starr  recently  returned  from  the  International 
Medical  Assembly  held  in  Chicago,  Illinois.  They 
were  greatly  impressed  with  the  meeting. 

The  December  meeting  of  the  New  London 
County  Medical  Association  will  be  held  at  the 
Norwich  State  Hospital  and  the  program  will  be 
given  by  the  staff  of  that  hospital.  As  usual  it  will 
be  held  on  the  first  Thursday  of  the  month  and 
everyone  is  welcome  to  attend.  Time  8:  30  p.  m. 


News  from  Yale  University 
School  of  Medicine 

The  400th  anniversary  of  the  publication  of 
Andreas  Vesalius’s  book  on  human  anatomy,  one 
of  the  “great  landmarks  in  human  knowledge,”  was 
observed  on  October  30  in  the  Historical  Library 
at  the  School  of  Medicine  in  Yale  University,  with 
an  exhibition  of  the  work  of  Vesalius  and  his  fol- 
lowers, and  a program  of  four  papers  by  distin- 
guished scholars.  When  Dr.  Harvey  Cushing,  Yale 
’91,  died  in  October  1939,  he  was  at  work  on  a life 
of  Vesalius  and  a description  of  the  books  he  had 
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written,  t he  Cushing  library  contains  the  most  com- 
plete collection  of  Vesaliana  ever  brought  together 
by  a private  collector,  and,  despite  the  war,  Yale  was 
able  to  carry  out  Dr.  Cushing’s  intention  to  com- 
memorate the  400th  anniversary  of  his  greatest  book, 
De  humani  corporis  fabrica. 

Authorities  on  public  health  from  six  Latin 
American  universities,  visiting  the  LTnited  States 
under  the  auspices  of  the  Office  of  the  Coordinator 
of  Inter-American  Affairs  and  the  Pan  American 
Sanitary  Bureau  in  Washington,  D.  C.,  recently 
visited  Yale  University  to  study  the  organization  of 
its  Department  of  Public  Health. 

After  a tour  of  several  other  schools  of  public 
health,  the  doctors  concluded  their  visit  to  the 
United  States  with  presentation  of  a report  on  South 
American  public  health  schools  at  the  annual  meet- 
ing of  the  Association  of  Schools  of  Public  Health 
at  Ann  Arbor,  Michigan,  November  7.  At  the  same 
time,  they  presented  a plan  for  the  interchange  of 
students,  offering  the  facilities  of  their  universities 
for  the  study  of  tropical  diseases. 


NEW  BOOKS  IN  REVIEW 

REHABILITATION  OF  THE  WAR  INJURED.  A 
SYMPOSIUM.  Edited  by  William  Brown  Doherty , m.d., 
and  Dagobert  D.  Rimes , ph.d.  New  York:  Philosophical 
Library.  1943.  684  pp.  $10.00. 

Reviewed  by  G.  E.  Lindskog 

A careful  perusal  of  this  volume  leaves  the  reviewer  with 
a decidedly  mixed  reaction.  As  the  title  suggests,  the  volume 
is  a collection  of  essays,  grouped  under  the  headings:  Neu- 
rology and  Psychiatry,  Reconstruction  and  Plastic  Surgery, 
Orthopedics,  Physiotherapy,  Occupational  Therapy  and 
Vocational  Guidance,  Legal  Aspects  of  Rehabilitation.  It  is 
perhaps  inevitable  that  there  should  be  a marked  variation 
in  the  quality  of  the  various  papers,  many  of  which  were 
previously  published  elsewhere,  reproduced  here  and  there- 
fore not  specifically  written  with  the  purposes  and  prob- 
lems of  the  present  volume  in  mind.  Some  of  the  articles 
by  acknowledged  authorities  in  the  various  fields  are  timely, 
valuable  and  of  high  quality;  others  fall  short  of  this  char- 
acterization by  varying  degrees. 

Our  chief  criticism  is  leveled  at  the  editing.  While  there 
is  a general  plan  for  the  volume,  a great  deal  of  reduplication 
exists  in  certain  papers,  and  there  is  no  orderly  progression 
of  material.  Indeed,  a few  papers  may  be  considered  hardly 
relevant  in  subject  matter,  and  give  the  impression  of  “pad- 
ding.” 

The  unsatisfactory  condition  of  many  illustrations  sug- 


gests that  worn  cuts  were  used,  which  have  not  stood  the 
strain  of  repeated  printing.  The  usefulness  of  some  articles 
in  the  plastic  surgery  group  (where  accurate  illustration  is 
necessary)  suffers  greatly  thereby. 

SKIN  GRAFTING  OF  BURNS.  By  James  Barrett  Brown, 
m.d.,  Lt.  Col.  M.C.  A.U.S.,  Senior  Consultant  in  Plastic 
and  Maxillo-facial  Injuries  and  Burns,  E.T.O.,  U.S.A., 
Associate  Professor  of  Surgery,  Washington  University, 
St.  Louis,  and  Frank  McDowell,  m.d.,  Assistant  in  Clinical 
Surgery,  Washington  University,  St.  Louis.  Philadelphia: 
J.  B.  Lippincott  Company . 1943.  204  pp.  131  illustra- 

tions. $5.00. 

Reviewed  by  Sidney  S.  Quarrier 

“Skin  Grafting  of  Burns”  by  Brown  and  McDowell  is  a 
short  well  illustrated  book  on  burns  and  skin  grafting  there- 
after. The  first  four  chapters  are  devoted  to  the  pathology 
and  treatment  of  burns.  The  various  methods  of  treatment 
are  presented  with  fair  evaluation  of  each. 

The  authors  then  discuss  skin  grafting  for  third  degree 
burns.  They  pass  over  the  small  deep  or  pinch  graft  briefly. 
They  describe  in  detail  the  preparation  of  the  granulating 
area,  the  method  of  removal,  and  the  fixation  of  the  Ollier- 
Thiersch  or  thick  split  skin  graft.  The  successful  use  of  this 
graft,  as  evidenced  by  many  excellent  photographs,  is  indeed 
impressive.  The  technique  and  limited  use  of  the  full  thick- 
ness and  tube  grafts  are  discussed  with  particular  reference 
to  severe  burns  of  the  face.  The  authors  offer  suggestions 
and  warnings  about  treating  granulating  areas  and  old  scars 
in  certain  parts  of  the  body,  such  as  the  neck,  face,  soles  of 
feet,  axilla  and  hands. 

With  the  advent  of  the  plasma  treatment  of  burns  many 
more  severely  burned  patients  are  being  saved  today.  The 
problem  of  covering  over  the  raw  granulating  areas  with 
pliable  skin  without  scar  contracture  and  with  good  cos- 
metic appearance  is  one  which  taxes  the  patience  and  in- 
genuity of  every  surgeon.  This  book  attacks  the  problem  and 
is  well  worth  reading. 

CHEMOTHERAPY  OF  GONOCOCCIC  INFECTIONS. 
By  Russell  D.  Herrold,  b.s.,  m.d.,  Associate  Professor  of 
Surgery  (Urology),  College  of  Medicine,  University  of 
Illinois,  Chicago,  Illinois.  St.  Louis:  C.  V.  Mosby  Com- 
pany. 1943.  137  pp.  $3.00. 

Reviewed  by  David  W.  Byrne 

A short  monograph  dealing  with  gonococcic  and  other 
infections  of  the  urethra  and  its  adnexae  is  offered.  Suffi- 
ciently detailed  as  to  improve  anyone’s  care  of  these  patients, 
yet  concise  enough  to  permit  perusal  and  thoughtful  study 
by  the  busy  physician,  the  book  is  quite  worth  while. 

Notable  is  the  last  chapter  which  outlines  62  case  histories, 
each  of  which  is  illustrative  of  some  definite  point  in  con- 
duct of  patient  care. 

The  prevalence  of  this  disease,  the  very  real  help  of 
chemotherapy  and  the  free  access  to  books  such  as  this  are 
encouraging  and  will  further  encourage  the  general  practi- 
tioner to  undertake  the  treatment  of  this  class  of  patient 
which  is,  in  the  nature  of  things,  perhaps  best  controlled  and 
followed  by  him,  the  family  physician. 
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GERIATRIC  MEDICINE:  DIAGNOSIS  AND  MAN- 
AGEMENT OF  DISEASE  IN  THE  AGING  AND  THE 
AGED.  Edited  by  Edward  J.  Stieglitz,  m.s.,  m.d.,  f.a.c.p., 
Consultant  in  Gerontology,  National  Institute  of  Health; 
Visiting  Physician,  Medical  Service,  Baltimore  City  Hos- 
pitals: Attending  Physician,  Washington  Home  for  In- 
curables, Washington,  D.  C.  Philadelphia  and  London: 
S.  B.  Saunders  Co.  1943.  856  pp.  Illustrated,  fio.oo. 

Reviewed  by  Arnold  Gesell 

Before  long,  one  third  of  the  population  of  the  United 
States  will  be  over  fifty  years  of  age.  The  present  volume 
meets  the  challenge  of  this  situation  with  a comprehensive 
symposium  in  which  54  contributors  discuss  the  phenomena 
of  aging  as  a normal  physiological  process,  and  also  as  a 
factor  in  the  diseases  and  disorders  of  the  last  half  of  life. 
All  the  major  organ  systems  are  considered  with  special 
chapters  on  pharmacological,  metabolic,  surgical,  medico- 
legal, and  psychological  aspects.  The  treatment  of  the  clinical 
subject  matter  is,  in  general,  pointed,  practical,  and  readable, 
with  emphasis  on  problems  of  diagnosis  and  methods  of 
management. 

The  editor,  Dr.  E.  J.  Stieglitz,  a leading  authority  in  the 
field  of  gerontology,  contributes  an  illuminating  orienta- 
tional chapter,  and  a summary  of  the  principles  of  geriatrics. 
In  spite  of  a sizeable  literature,  he  does  not  believe  that 
geriatrics  is  as  yet  sufficiently  demarcated  to  be  classed  as  a 
specialty.  The  compactness  and  comprehensiveness  of  the 
present  work,  however,  will  enable  the  general  practitioner 
to  get  a concrete  overview  of  the  whole,  diversified  field. 
Senescence  is  a long  and  tortuous  process  which  involves 
many  normal  psychological  adjustments  as  well  as  adapta- 
tions to  disease  and  disorder.  The  opportunities  for  skilled 
medical  guidance  in  these  personal  mental  hygiene  problems 
are  unlimited.  They  should  have  more  detailed  and  specific 
consideration  than  they  receive  in  the  volume  under  review. 

I'he  chapters  on  the  biological  aspects  of  aging  will  be 
of  interest  to  the  general  reader,  and  also  to  the  pediatrician, 
who,  incidentally,  has  comparable  problems  at  the  other 
end  of  the  growth  cycle.  Stieglitz  points  out  that  it  was 
soundly  logical  that  Jacobi,  the  pioneer  pediatrician,  at  the 
age  of  90  wrote  the  foreword  for  Nascher’s  pioneering 
volume  on  geriatrics.  The  stage  of  early  pioneering  is  now 
over;  the  new  goals  are  assuming  more  definite  shape:  “The 
objective  of  geriatric  medicine  is  to  add  breadth  and  depth, 
rather  than  mere  length,  to  life.  More  can  be  accomplished 
for  the  aging  than  for  the  truly  aged.  An  attitude  of 
prophylaxis  during  the  critical  fifth  and  sixth  decades  is 
essential  if  geriatrics  is  to  assist  mankind  to  realize  fully  the 
vast  and  splendid  potentialities  of  man.” 
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FLYING  MEN  AND  MEDICINE.  By  E.  Osmun  Barr, 
m.d.,  Officer  in  Air  Corps,  United  States  Army,  First 
World  War  serving  as  flying  instructor  on  bombing 
planes.  Member  of  a group  of  four  officers  especially 
chosen  to  teach  the  use  of  tri-motored  planes.  Citation 
from  the  King  of  Italy  for  work  done  with  Caproni  bomb- 
ers 1918.  Post  Graduate  surgical  training  at  St.  Luke’s 
Hospital,  New  York  City,  1924-1926.  Member  of  Surg- 
ical Staffs  of  Emergency  and  Doctors  Hospitals,  Wash- 
ington, D.  C.  Aviator,  surgeon  and  author.  New  York 
and  London:  Funk  & Wagnalls  Company.  1943.  254  pp. 
$2.50. 

Reviewed  by  Lt.  Col.  William  B.  Smith,  M.C. 

State  Medical  Officer 

It  is  sometimes  difficult  for  experts  to  write  so  that  others 
in  the  same  field  may  understand.  But  when  one  sets  out  to 
treat  a technical  subject  in  a popular  vein,  so  that  all  may 
understand,  lay  as  well  as  scientific  people,  the  author  truly 
takes  on  an  assignment.  The  author  in  this  instance,  has  suc- 
ceeded well. 

The  idea  of  acquainting  flying  people  with  some  of  the 
possible  mental  and  physical  shortcomings  attending  ascent 
into  the  upper  atmosphere  is  not  entirely  new,  but  I doubt 
if  it  could  be  handled  any  better  than  Dr.  Barr  has  done 
in  this  book. 

Numerous  abstracts  could  be  presented  which  could 
clearly  illustrate  the  authors  success  in  “getting  over”  the 
physiology  of  flying,  but  I believe  one  of  the  best  is  the 
diagram  on  page  201  in  the  section  on  The  Digestive  System. 
Also  should  be  mentioned  the  clever  diagram  opposite  page 
140  in  the  section  on  The  Cardiovascular  System. 

The  physiology  of  a flying  trip,  as  described  in  chapter  4, 
is  very  well  done.  This  work  should  be  rated  a good  book. 

FRACTURES  AND  DISLOCATIONS  FOR  PRACTI- 
TIONERS. (Third  Edition.)  By  Edwin  O.  Geckeler, 
m.d.,  Fellow  of  the  American  College  of  Surgeons,  Fellow 
of  the  American  Academy  of  Orthopaedic  Surgeons, 
Diplomate  of  the  American  Board  of  Orthopaedic  Sur- 
gery. A.  William  Wood  Book.  Baltimore:  The  Williams 
& Wilkins  Company.  1943.  361  pp.  Over  300  illustra- 

tions. $4.50. 

Reviewed  by  M.  S.  Eveleth 

The  3rd  edition  of  this  book  on  fractures  and  dislocations 
has  been  written  primarily  for  the  general  practitioner.  It  is 
a shorter  book  than  some  of  the  other  texts  on  this  subject. 
It  seems  to  be  designed  to  give  a brief  and  concise  descrip- 
tion of  each  type  of  fracture  and  dislocation  as  well  as  a 
method  for  its  treatment.  The  author  confines  himself  usu- 
ally to  one  or  two  methods  of  treatment  for  each  injury 
rather  than  discussing  all  methods. 

Part  I starts  out  with  several  chapters  devoted  to  general 
considerations  of  fractures.  Such  things  as  the  emergency 
treatment  of  fractures,  compound  fractures,  traction,  splint- 
ing, etc.,  are  discussed.  Then  follows  a discussion  of  the 
various  types  of  fractures  and  their  treatment. 

Part  II  deals  with  dislocations  in  the  same  manner  as  Part 
I does  with  fractures. 

The  value  of  this  type  of  book  probably  lies  in  its  brevity. 
It  is  an  easy  book  to  refer  to  because  of  its  size.  There  are 
good  illustrations  and  the  principles  of  treatment  are  sound. 
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